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A. INTRODUCTION

1.

These closing submissions are made on behalf of 45 victims and survivors of child abuse when
they were in the care of the Nottinghamshire Councils. All 45 of these Core Participants ('CPs')
were sexually abused when the councils were their corporate parents. Some \Vere abused when
they were living in children's homes in Nottingham and Nottinghamshire; some when they were
placed in children's homes outside the county but under the care of a Nottinghamshire council;
some when in foster care placements, either within or outside the county. Some were abused by
the adults charged with their care; some by other adults, in plain sight of the staff caring for them;
and some by other children, often facilitated or ignored by staff. Many of them were abused
multiple times, by multiple people, when they were in the Councils' care.

2.

These 45 people - 27 men and 18 women - are listed on the frQ!l_t_p;:ige._g_fthese submissions, by
i Dale Boone i
their ciphers which protect their anonymity and, in the case of C~Jf~y~y~~~J by name. They have
courageously come forward to tell the Inquiry their harrowing stories, so that the history of
institutional failures which resulted in many of them being abused in the first place, institutional
failures which led to their abuse continuing when it could and should have been halted and often
led to other children being abused by the same known perpetrators, and continuing institutional
failures nmv can be documented, exposed and analysed by the Inquiry. Each of their 45 accounts,
set out in their detailed witness statements, is an important part of the overall picture of what has
gone so very wrong in Nottinghamshire, and the continuing failure to provide victims and
survivors of child sexual abuse \vith meaningful, appropriate support, or to ensure that many of
them achieve accountability.

3.

These 45 men and women are in many \vays very different. The oldest, PIO, is aged 69 1 and first
went into care in 1951. The youngest, 06, now aged 23, first went into care in 2004 and left care
only a few years ago, in 2013. The abuse of these 45 CPs whilst in the care of the Nottinghamshire
councils thus spans seven decades, the 1950s to the present decade.

4.

Across the seven decades, there are a number of common threads which unite all of these 45
people, w-hich we outlined in our Opening Statement on Day 1 of the Hearing 2 :

(i)

Each of these CPs was taken into care by the Nottinghamshire councils;

1

He was 68 when we referred to him in Opening on Day 1 of the October hearings, but has since had his 69th
birthday.
2
Transcript, Day 1, p. 179 line 7 -p. 180 line 21.
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(ii)

Each and every one of them was sexually abused by, or under the noses of, the very
people responsible for caring for them and protecting their \vellbeing, including their
social workers, care workers and foster parents. Often, they were abused in multiple
institutions by multiple people over a period of years. Some were abused throughout the
entirety of their childhoods, such as A 76, who \Vas admitted to care aged 2 and remained
in care until she was 18, during which time she was physically, sexually and emotionally
abused by multiple people. Some were abused from a very young age, such as A 76 (from
her toddler years), D42 and D47. D42 caught a sexually transmitted infection from her
abuser when aged 7 or 8; D47's abuse in care began within days of her arrival in the
Ridge, aged approximately 83 ;

(iii)

Each of them was sexually abused in an environment, whether in a children's home or a
foster home, which was oppressive and cruel, with physical and emotional abuse rife,
which facilitated the sexual abuse and often silenced the victims. Physical and emotional
abuse, in various fonns, recur in the vast majority of accounts as contemporaneous
barriers to disclosure. Mistrust of authority ran deep, for good and understandable
reasons, and it is no surprise that many victims and survivors felt unable to speak up in
these circumstances;

(iv)

The systems which were supposed to safeguard them atthattime - both local review and
management systems, and national oversight mechanisms, including the inspection
regime - failed them utterly. Often, glmving reports were produced being produced
about the high quality of care and how 'child-centred' or safe a children's home was, at
precisely the time when our clients were being abused - see, for example the series of
positive inspections of Beechw-ood by Paul Bohan, Service Manager, in the 1990s,
praising the "high quality care for young people" which was a gross distortion of the
true position. 4 A number of the victims and survivors have described how the very terms
'care' or 'child in care' are themselves misleading and offensive given what they
experienced. 047, for example, says, "/was never believed as a child. I was a child in
care that nobody gave a damn about. I find it extraordinary that we are called 'children
in care 1 because my l{fe as a kid taught me nobody cares. "5 P l says, "I think I was let
down by the council. It's called the care system but they couldn't care less "6 ;

3

Day 15, p. 28, lines 4-8.
See e.g. NSC001621.
5
Day 15, p. 31, lines 21-24.
6
Day 5, p. 108, lines 15-16.
4
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(v)

To add insult to their horrific, traumatic psychological injuries, the evidence is clear that
each and every one of these 45 people has since been failed in some way as an adult by
the very institutions who were responsible for their care as children - in every single one
of the 45 cases, by one or both of the local authorities. They have sought to expose the
abuse they have suffered, to secure accountability and justice; as P 12 put it, "people
should put their hands up and say when they have got it wrong and what they are going
to do to fix it. Don't hide, don't lie, don't shrink. " 7 They have tried, in many cases, just

to get hold of their records, their own personal information, in the face of persistent
institutional stalling, denial and minimization of their suffering. Some of them have been
penalised for their histories of being a child in care, or being a survivor of abuse, with
this being used against them by children's services in suggesting that they are unfit
parents. [n many of their cases, they have also been failed by the police, the Crown
Prosecution Service, or both.

5.

There are of course many other shared experiences, within this group of 45 victims and survivors,
and between individuals in this group and other complainant CPs whose evidence was heard or
read over the course of the three week hearings in October. For example, on Day 2 of the hearings
D7, the first witness to give oral evidence, described how mundane things can trigger flashbacks
of the abuse she endured (by John Dent):
"I have jlashbacfa of my abuse which can happen, and I feel that scared isolation again,
and I see myself back in the room. I can just see it so clearly, the room with the metal bed
frames and the bars on the windows. And it happens when I have had, you know, a reminder,
you know. a song on the radio. as I said before. or a film that was popular at the time. l7w
FA Cup Final every year does.for me. And then I have to go through the whole rigmarole
of the sleep paralysis, and that is horrendously.frightening. .. " 8

In the annexe at Trent Bridge, this resonated with many victims and survivors, as it did with many
watching online or reading the transcript later.

6.

Other overlaps and common experiences have been revealed in the oral and read evidence, in the
witness statements and in the summary tables which have been placed before the Inquiry. The
tables reveal many macabre matching experiences, such as:

(i)

Many of those victims and survivors who are black describing being subjected to racist
abuse in care - such as PI, P8, Pl 1, D42, Ll 7 and L45. As we indicated in our Opening,

7
8

Day 15, p. 17, lines 11-13.
Day 2, p. 97 line 24 - p. 98 line 8.
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that further undermined their ability to come forward, and in some cases appears to be a
reason why they were targeted 9 ;

(ii)

Many of those placed out-of-borough describing how they were totally isolated, often
hundreds of miles from their only support networks, without sight of the same social
worker from one month to the next. For example, the Inquiry heard oral evidence from
D6 about his experience of being placed out of area, initially in Yorkshire and
subsequently many hundreds of miles away, in the Isle of Wight. The Inquiry has also
received a statement from Pl5, placed at Witherslack Hall in Cumbria, many miles from
home; his evidence is that he never saw his social worker and his family never visited.
Nor is this a historic or Nottinghamshire-specific issue; in the past number of days it has
been reported that out-of-borough placements for children in care have sharply risen,
from 2,250 in 2012 to 3,680 in March 2017, "leading children as young as nine to go

missing after being placed in unfamiliar areas " 10 ;

(iii)

Lack of placement stability. Many children were moved from pillar to post, with multiple
short-term placements, with little opportunity to develop relationships with trnsted
adults. For example, A76 was moved between placements 21 times during her time in
care, to both children's homes and foster placements, and on one occasion back to her
family home despite there being a full care order and it being known that it was unsafe
there for her (the reason given in her records was that this move was "because of

deplorable lack of alternative resources" and that the social worker objected but this
decision was 'forced'' upon her). 11 A79 was moved 27 times over the period 1957 to
1972. 12 This is not just a historical concern, and it is not unique to Nottingham and
Nottinghamshire; for example, Sir Martin Narey and Mark Owers' recent review
described as "troublingly rare" placement stability over many years which might
compare to "what we might term normal childhood," with too few placements lasting
for longer than five years.13 We address further below the importance of placement
9

Day 1, p. 181lines11-15.
Patrick Greenfield and Sarah Marsh, 'Vulnerable children treated 'like cattle' in care home system: Experts
raise concerns over safety and privacy of young people in social care system in England and Wales,' Guardian,
10111 November 2018, available at https://\nvw. thegmirdian.com/society/2018/nov/l O/nJlncrnble-children-treatedlike-caHle-in-care-horne-sYslem and see Appendix 2 to these submissions.
11
Day 5, p. 113, line 19 - p. 114, line 8.
12
Day 5 transcript and Day 15 transcript, page 109
13
See
their
February
2018
report
at
p.
70,
available
at
hUps://assets. pub Ii shi ng. se1Yicc.gov. uk/govermnent/uplocids/sy stem/uploads/attachment dcita/fi lc/6 793 20/Fosier
Care in England Review.pelf. The impact of multiple moves upon a child in care is vividly described by author
Ben Ashcroft in Fifty-One Moves (Waterside Press, 2013), a book about his experiences in 37 different
establishments when he was moved 51 times between the ages of 10 and 16, when he went to prison. The House
of Commons Library has also recently produced a 'Debate Pack' on foster care in England which refers to
10
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stability as a protective factor for children in care, although of course it is critical that
this is not prioritised in a way which places children at risk, bearing in mind the evidence
of those in foster care environments who were entirely under the control and at the mercy
of their abusers for years on end, without other adults to tum to, such as P7 (she gave
evidence about this, describing her abuser as "it" rather than "he" throughout) and D6
(who referred to his abuser as a "monster");

(iv)

Abuse during short-term placements or upon children recently arrived in a placement.
Chillingly similar accounts of children sexually assaulted within days or sometimes
hours of their arrival at Nottingham children's homes, abusers taking advantage of the
particular vulnerability of recent arrivals who may not yet have made friends who they
could confide in. This was very evident in much of the Beechwood evidence, and many
of those who were abused there were present only for a number of days or weeks, but
were subjected to sexual abuse shortly after their arrival. Some were abused within hours
of arrival at Beechwood; D5, for example, told a member of staff, F29, about abuse he
suffered prior to entering care when he arrived in Beechwood, following which F29
claimed he needed to examine him and sexually assaulted him. In the foster care context,
a similar pattern of abuse in temporary, short-term placements can also be seen in relation
to Patrick Gallagher. He pleaded guilty in May 2011 to 55 sexual offences, including
rape, committed against 16 boys over a 12-year period between 1998 and 2010. He
received 13 life sentences with a 28-year tariff, and the sentencing judge commented that
he should never be released, he had abused young boys on "an unprecedented scale"
and he had done "incalculable damage'' to their lives. Seven of Patrick Gallagher's
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 seven years.

7.

One of the features common to many of the complainant CPs who were abused in care is that
they entered the care system with a background of having been sexually abused in the family
home or by other adults in their lives - a factor which, we submit, both made them simultaneously
more likely to be targeted by predatory abusers in the care system, and less likely to report, to

disclose. This is addressed further in Part B of these submissions, below, and again in the
Recommendations section at Part H.

placement

stability:
8
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8.

We made Closing Submissions orally on Day 15 of the hearing, and they are further
supplemented in these written submissions. We address below matters of particular importance
which emerge from the evidence which the Inquiry has heard and seen over the course of the
October hearings; highlight certain matters which we submit should form part of the Inquiry's
findings in the report which is to follow- by Summer 2019; and we propose recommendations
which we ask the Chair to make, either in the Nottingham-specific report or in the ultimate report
on national, underpinning issues across the various strands of the Inquiry's work.

9.

The list of recommendations sought is a long one, for which we make no apology. Our clients
have played an extremely active part in considering what recommendations the Inquiry should
make, from very small, specific asks to large, national requests regarding cultural and systems
changes. Between them they identified almost 300 proposed recommendations, and we have
worked together to focus in these submissions on a number of key issues of concern to the three
groups overall, represented by Slater and Gordon, Bhatia Best and Instalaw.

10.

A concern to our clients is that the Inquiry has sometimes made relatively vague
recommendations, such as, for example, that made in respect of record-keeping in the Child
Migrants investigation. 14 Our clients seek specific, detailed recommendations, with tangible,
specific targets. To borrow the words of the courts when considering inadequate Pathway Plans
for care leavers, what is needed is more than "a statement ofstrategic objectives" in vague terms;
what is needed is "a detailed operational plan" which allows for a means of checking whether
the objectives set are being met (the words are drawn from the seminal case of R (J) v. Caerphilly
County Borough Council [2005] 2 FLR 860, at [45]-[46], cited in R (G) v. Nottingham City
Council (No. 2) [2008] EWHC 400 (Admin), and attached as Appendix 5) at [34]).

11.

Our clients also seek recommendations with in-built review- mechanisms. They are concerned
that some of the institutions under scrutiny during this investigation may be inclined to make
vague promises and use aspirational words, but meaningful follow-through afterwards is
unlikely. To guard against this, we seek to ensure that the "bright torch" referred to by Mr.
Pettigrew on Day 14 15 remains trained upon Nottingham and Nottinghamshire institutions
throughout the lifetime of this Inquiry, and that there is a further follow-on mechanism thereafter.

14

Part D, p. 152, para. 14: "We therefore recommend that that all institutions which sent children abroad as part
of the child migration programmes should ensure that they have robust systems in place for retaining and
preserving any remaining record~ that may contain information about individual child migrants. and should
provide easy access to them. "
15
Day 14, page 127, line 12.
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Recent Developments
12.

TI1ese submissions take into account a number of developments in the fortnight since the hearings
concluded on Friday 261h October 2018, in particular:

(i)

HM Crown Prosecution Service Inspectorate ('HMCPSI') Report: On 81h November
2018, the HMCPSC published a thematic report, Victim Liaison Units: Letters Sent to the

Public by the CPS. This report is very critical of the CPS's communication with victims
and survivors, and it echoes concerns which we indicated in our oral closing we intended
to raise in writing as it had not been fully explored during the hearings. 16 We refer to it
below in our submissions regarding communication of CPS decision-making to
complainants and the need for drastic improvement and reform. It is also attached to
these submissions, as Appendix l;

(ii)

Guardian Report and Editorial on Children's Services: On Saturday l01h November 2018
the Guardian published a report of its investigation into the children's social care system
in England and Wales. It is a damning report in a number of respects, raising serious
concerns about the system overall, including commercialisation of children's homes and
private foster caring. Ann Coffey, chairwoman of the All-Party Parliamentary Group for
Runmvay and Missing Children and Adults, is quoted in the piece as saying, "children

are being treated in a barbaric manner by being randomly auctioned out online to private
companies... This chaotic bidding system is not how the needs of vulnerable children
should be met. It is a catastrophic failure. " The report and an editorial are attached, as
Appendix 2. The matters raised in the Guardian report echo concerns raised by D6 in his
powerful oral evidence on Day 5 about precisely these issues. He was extremely critical
of the privatisation and commercialisation of children's care, including the use of forprofit companies such as Faster Care Associates (' FCA ') and other independent fostering
agencies ('IFAs'). He said, memorably, that foster carers he was placed with once,
eventually, rescued from his abuser have stopped fostering with FCA: "this is an

endemic problem, they're currently haemorrhaging foster carers due to their approach
to children. I quote the foster carers who I was placed with. It's not -- the slogan for FCA
used to be "Every child matters" and, according to those carers, it's not every child that
matters, it's every penny. 171at's the reason they've left. " 17 Commercialisation was also
raised by Sir Martin Narey and Mark Ow-ers in their report, in another respect: the
pressures that are placed on local authorities by the "poaching" of existing local authority

16
17

Day 15, p. 163, lines 12 - 21 and p. 164, lines 19 - 20.
Day 5, p. 72, lines 13 - 20.
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foster carers to IF As, usually incentivised with a "golden hello" (i.e. a "large .financial
inducement") 18 ;

(iii)

Nottinghamshire Safeguarding Children Board: Since the hearings concluded, we have
learned that the Nottinghamshire Safeguarding Children Board has published another
Serious Case Review ('SCR') Overview Report, into a child referred to as 'Peter'. It is
dated l 91b October 2018, but we do not know when it was uploaded to the website and
published; we have only become aware of its existence this week. We had checked the
Nottinghamshire Safeguarding Children Board website on a number of occasions during
the hearings, as the Inquiry will be aware given that we drew to the Panel's attention the
'Perry' report, but we had not previously seen this very recent report. It is contained at
Appendix 3 and we briefly address some related issues below;

(iv)

Nottingham Citv Council Apology: This week, on

13th

November 2018, BBC East

Midlands has reported comments from Nottingham City Council leader Jon Collins

regarding his February 2018 statement that the Council will apologise "when there is
something to apologise for'': see Appendix 4. [t has been reported that he was asked

whether he stands by his previous comment, and his response was to say,
"I believe that to be meaning/it!, public apologies need to be a response to
specific service failings, and not just bland, hollow words. That's why when
the Independent Inquiry into Child Sexual Abuse provided new and previously
undisclosed evidence demonstrating the council had failed to provide the
highest level of care for some of its looked-after children, that apology was
made."

Regrettably, this wording is yet another example of the City Council's tone deafness
regarding what victims want, need and deserve. It persists in Mr Collins' inaccurate
assertion that it was not until very recently that there was 'new' and 'previously
undisclosed' evidence which radically changed the picture and made clear to the City
Council for the first time that an apology was called for. It also, again, uses language
which minimises and belittles the nature of the failings, referring only to the council
having failed "to provide the highest level of care for some of its looked-after children"
(emphasis added). This is, to our clients, yet another 'non-apology apology' which
indicates that the City Council leader appears not to have learned lessons from the
harrowing evidence heard over three weeks in October, in Trent Bridge and the Oval. It
is particularly unfortunate that he refers to the need to avoid "bland, hollow words" in

18

Sir Martin Narey and Mark Owers, Foster Care in England (February 2018), pp. 52-53.
11
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the same quotation which goes on to include just that. It is not enough. It is far too little,
far too late. And, on behalf of our 45 clients, it is not accepted.

A.

THE PREVALANCE OF CHILD SEXUAL ABUSE IN NOTTINGHAM AND
NOTTINGHAMSHIRE CHILDREN'S HOMES AND FOSTER CARE AND REASONS
FOR CHILDREN'S PARTICULAR VULNERABILITY TO ABUSE

Overview
13.

In this section of the submissions, we summarise the evidence concerning the prevalence of child
sexual abuse in Nottingham/ Nottinghamshire children's homes and foster placements, and we
highlight reasons w-hich emerge from the evidence of particular vulnerability to abuse of children
m care.

14.

Some of these factors are institution-specific or Nottingham/ Nottinghamshire-specific, but
others raise more general issues. For example, as we note in the Recommendations section below,
at Part H of these submissions, regrettably many of the available lists for professionals of factors
which may indicate abuse or neglect, or factors which increase the vulnerability of children to
abuse, do not reflect the particular issues which arise for children in care, living away from their
birth families. They are lists based upon the assumption that children will present to professionals
who live in a family home environment. There is a significant gap in the available mainstream
guidance, issued by NICE and the Department for Education, which should be rectified.

15.

As is clear from the evidence, children in care may have particular background experiences which
render them more susceptible to abuse. By the time they come into care and in the absence of
adults to safeguard them, they may have developed their own strategies for protecting themselves
(such as running away or truanting) which themselves expose the children to other risks,
including risk of sexual exploitation. The care environments may lend themselves to children
being abused, unless there are robust safeguarding strategies, protective measures and effective
oversight in place. Children in care may also have additional barriers to disclosure, including the
absence of trusted adults in whom to confide and mistrust of authority. We summarise below
some of these features which have emerged from the complainant evidence. We suggest that this
complainant evidence heard and considered by the Inquiry in this strand is of critical importance
to understanding the factors relevant to both (a) warning signs of potential abuse for children in
care and (b) increased \'ulnerability of children to abuse. That is particularly so given the
unusually large size of the Complainant CP group. Approximately 90 people, whose experiences

12
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as children in care have spanned seven decades, gave evidence to this strand of the investigation,
dwarfing the numbers in other strands of the Inquiry's work, and far outstripping the usual
numbers of children seen or considered in the context of other examinations, such as inspections
or SCRs.

Admissions by the Councils
Nottingham City Council's Admissions

16.

In their Closing Statement on Day 15, Nottingham City Council, through their counsel, said:

"The Inquiry has heard a great deal of evidence about past failings, including in the
very recent past. It is not the intention of the City Council to say much more in closing
about these. It is clear that in many instances children were not adequately protected.
It is plain that there was widespread abuse at Beechwood over a long period and that
there were systemic problems with the management of Beechwood which should not
have been allowed to persist ...
These submissions are not an attempt to dejfoct attention from the responsibility of the
City Council for its failures. Those failings are accepted. ....
... . It is not the Council's position [that the abuse is largely in the past]. The Inquiry
has heard the clearest possible evidence that it is not the case, and the City Council
that the evidence discloses failings occurring very recently. Nor is it the City Council's
case that the child protection system has now changed so that abuse has been
eradicated. That is clearly not the case and sadly perhaps it never could be ....
But it the position the position of the council that improvements have been made over
the relatively recent past and that as a result ofthose changes the protection ofchildren
from sexual abuse has been strengthened and improved. The system remains impe1fect,
abuse still occurs, but the changes that have been made have brought an
improvement. " 19
The Coun(v Council's Admissions

17.

In their Closing Statement of the same day, Nottinghamshire County Council, through their

counsel, said:
"The Inquily has heard extensive evidence as to the extent of abuse at Beechwood
throughout its existence. It is clear that children in care placed at Beechwood between
1974 and 1998, the period for which the County were responsible, were very badly let
down. The County accepts that the evidence heard by the Inquiry that the culture at
this home was defective in many ways throughout this period. Large numbers of
children were sexually abused during this period by a large number ofemployees. This
should never have happened. Further large numbers of children were subject to
physical and emotional abuse there. This should also never have happened.
The children who were placed at Beechwood were vulnerable. Some had been sexually
abused whilst living with their families. Such children needed a high quality of care
and it is clear that they did not receive such care, or anything close to it. Children were
19

Day 15, pp. 66-69.
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failed by staffat Beechwood who were part ofa climate where physical and emotional
abuse were the norm. Staff at Beechwoodfailed children in their care by not detecting
the sexual abuse going on around them. The children were farther let down by social
workers and others to whom the abuse was disclosed. They should have been believed
but invariably were not.
The children were also let down by the County who were responsible for overseeing
and scrutinising the care in Beechwood. It is clear that such oversight was wholly
ineffective. The County accepts that its failures in relation to Beechwood were wideranging and comprehensive. These failures were systemic. Former Beechwood
residents said in their evidence to the Inquiry that they were failed by the Council. They
were right.
Now, whilst the focus of the case study has been Beechwood, it is o,f course clear that
sexual abuse occurred in a number of residential homes run by the County during this
period, including but not limited to Amberdale, Greencroft, Hazelwood and Wollaton
House. The County failed a significant number of children in its care. For this, it is
profoundly sorry.
Turning now to the second case study, namely child sexual abuse in foster care. Again,
it is clear that the County failed a significant number of children in its care. As with
the Beechwood case study, the treatment that these children were subjected to was not
limited to sexual abuse, but often included horrific emotional and physical abuse. From
the evidence heard by the Inquiry. it is clear, again, that social workers and other
county employees far too often adopted a carer-focused rather than a child-focused
approach. Too often children in foster care were not seen often enough by their social
workers and when they were seen were not seen alone. Too often social workers and
others failed to pick up on signs that all was not well. When children did make
disclosures o,fsexual abuse by their foster carers, far too often they were not believed.
There was a flawed approach. whereby some social workers adopted the view that ~f
foster carers were experienced or well-regarded for the apparent quality of their care,
they could not possibly abuse children in their care. There was a consistentfailure to
think the unthinkable. Further, as with the sexual abuse in residential care homes, the
County failed to provide adequate oversight. We are truly sorry that this sexual abuse
occurred and that the County failed to keep children in our care safe.
Turning finally to harmful sexual abuse between children, the third case study. ... The
survey conducted by Mr F'isher and Ms. Holloway-Vine {in 1990] revealed very high
levels ofharmfal sexual behaviour between children in the Council's care. The County
put in policies to protect children from harmful sexual behaviour by other children.
However, these policies were not consistently applied. Vulnerable children who had
previously been sexually abused before were placed alongside children who were
known to have abused previously. None of this should have happened, but it did. The
county let down a significant number of children who were sexually abused by other
children whilst in their care. Again, we are pro,foundly sorry that this sexual abuse
occurred ...
... . It is clear that our practice in the 70s, 80s and 90s, together with our knowledge,
understanding and ability to manage, were very dark days. The reasons for that historic
failure are many and complex, and operated as a perfect storm that allowed that
systemic failure to permeate . .... "20

20

Day 15, pp. 78-82.
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The Complainant Core Participants' Perspective
18.

Both Councils correctly acknmvledged in their Closing Statements that there was very
widespread child sexual abuse in residential children's homes run by Nottingham City Council
and Nottinghamshire Coilllty Council (although this week's far more limited words from Mr.
Collins somewhat undermine the City Council's words at the hearings). Many of the perpetrators
were staff, including care workers, Residential Social Workers, Residential Support Workers,
volunteers, caretakers. There was also extensive harmful sexual behaviour between children in
residential care; staff and social services failed to protect children from such abuse, often
facilitated it or turned a blind eye to it, and failed to respond appropriately when they learned of
it.

19.

[n foster care, the picture is equally concernmg. The evidence which we have heard and
considered suggests that a considerable number of children who were placed in foster care by the
City Council and the County Council suffered sexual abuse at the hands of their foster carers or
other children in the foster family, usually unchecked and undetected by children's services or
other agencies.

20.

Successful (and unsuccessful) prosecutions of a number of former staff and former foster carers
who \Vere serial offenders over the last forty years represent the tip of the iceberg in the light of
the evidence which has been made available to this Inquiry. This is clear from the evidence we
have heard and considered from the 89 complainant CPs' accounts, and the additional accounts
from and summaries regarding many other care leavers from Nottinghamshire, including those
who have come forward and reported sexual abuse to the police.

21.

We suggest that a significant reason for the extent of this abuse is likely to be society's
contemporaneous attitudes towards children generally. Forty, fifty years ago, it was a much more
adult-orientated and adult-focused world. Corporal punishment of children was relatively
common and perceived by many as acceptable. 21 It was even seen by some as good for a child.
The word of an adult carried much more weight than the word of a child. As Mickey Summers
put it, "in those days, children in care were meant to be seen and not heard. " 22 Children who did
not conform in a \vorld designed by and for adults were regarded as problem children or

21

LI7 is just one example of a complainant core participant who was beaten by her parents (Day 2, page 116,
lines 12-14).
22
Day 15, p. 15, lines 7-8.
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troublemakers. They were seen as the problem, rather than their behaviour being seen as a
manifestation of an underlying problem. 23

22.

This logic led to children in care being treated as an underclass, second class citizens who you
could not do anything for, and who just had to be managed. Mark Cope gave evidence on how
Beechwood was there to "contain'' the children; Michelle Foster described a ''culture of
managing the children rather than caring for them." Institutions such as Beechwood were

regarded as a sort of "dumping ground" for children with the most disruptive and "deviant"
behavioural problems: see Mr. Rigby's evidence, Day 9, pp. 7 and 8. Mr. Rigby described some
of the children coming into Beechwood as "very devious ... in all sorts of things. Absconding
was just one of them. "24 He \Vas contemptuous of the children: "we had to take all comers." That

perception of Beechwood as a dumping ground unsurprisingly had a huge effect on the children
who had been 'dumped' there: this was borne out by C21 on Day 2 ("we knew what Beechwood
was, the local children. I knew what it was. It was a bad boys' home").

23.

Amongst the Beechwood witnesses in particular \Ve smv evidence of a deeply troubling mindset:
as we put it in our Opening Statement on Day l, we expected the evidence to show "an
underpinning attitude which saw vulnerable children as feral, sexually active troublemakers."

This prediction was certainly borne out by the oral evidence we heard.

24.

F37 summed it up in her powerful words during her oral evidence:
"My experience of care was relentlessly awful. I belonged to an underclass of girls
who were treated as worthless. We were not believed by anybody. We grew up being
told that we deserved everything that we got. Because I was a child in care, I was
prejudged at every stage of my life. Every child has to try to understand the logic of
what is happening in his or her life. The child in care with no support will always
struggle with this. I was not allowed to make the mistakes which ordinary teenagers
would normally make because I was part ofan underclass . .... As a child in care, I was
always assumed to be a liar. Social Services knew what was happening to me. They
had been told. But they did not act because I was a child in care and, therefore, was
not to be believed. l7w reputation I was given by Social Services as a bad girl has
followed me throughout my life to this day. I know this is true of so many other girls
who are in care. We were not bad girls. We were just girls. "25

25.

Similarly, D44 says:

23

For example, D7 told the Inquiry that her longing for the love and affection (which she was missing at home)
lead to her looking for love from a boyfriend and so ending up having sex when she was very young and ultimately
being taken into care on the basis that she was said to be "beyond parental control".
24
Day 9, p. 38,lines 15-17.
25
Day 3, page 136, line 20 - page 137, line 19.
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""Everyone just saw me as a bad Lad. 17w police would just treat me like a baddun. "
He also never reported to his parents, saying "Jvfum wouldn't have believed me. Dad
would have said I was making it up. "26
26.

Were it not for this attitude, no child would have been placed in an institution like Beechwood,
with its dilapidated living conditions and broken furniture, drab and regimented existence, where
bullying was rife, where many children were not offered any form of education and where there
was a real risk of children suffering sexual abuse or becoming engaged in harmful sexual
behaviour. No one would have placed an institution like Beechwood right next to the local redlight district, and Pl 6 would never have been arrested, prosecuted and imprisoned as he was, as
opposed to being treated as the deeply vulnerable child that he was. It would have been
recognised that D9 was a child \vho was being raped and physically assaulted by a violent,
controlling man in his 30s, not a teenager who had a boyfriend. 27

27.

It was the prevalence of this attitude amongst those who were charged with caring for children,
together with these children's early life experiences, which made these young people so
vulnerable to sexual exploitation both by those charged with their care and by others, including
other, slightly older, stronger children who were their peers. Feeling unloved, unwanted and a
second-class citizen was inevitably going to make any child vulnerable to exploitation by others.
It was also inevitably going to act as a barrier to disclosure if abuse or exploitation occurred. As
D4 put it,
"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 're there in the first place. You 're vulnerable. You've got no family. So who is
going to care? "28

28.

We summarise below a number of significant factors which we have identified from the evidence.

(a) Cnildren Going into Care are Particularly Vulnerable
29.

TI1e particular vulnerability of children in care is now widely recognised, including in Article 20
of the United Nations Convention on the Rights of the Child, 1989, which grants all children
deprived of their family environment the right to "special protection and assistance". Although
a detailed analysis is beyond the scope of these submissions, the Inquiry will be aware of the
vexed questions regarding the long-term outcomes for children who are taken into child

26

Day 15, p. 27, lines 17-21.
Day 15, p. 35, line 6 - line 24.
28
Day 15, p. 22, lines 1-6.
27
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protection systems, and the over-representation of care leavers in the statistics on homelessness,
early school leaving, contact \vith the criminal justice system and unemployment.

30.

Most children who are taken into care have had very bad early life experiences. Any child in care
is necessarily there due to a traumatic event, a breakdown in their family arrangements. The
statutory criteria which result in a child becoming looked after by the local authority in
themselves indicate the child's likely vulnerabilities at point of entry to the care system. For
example 29 :

(i)

A care or supervision order under s. 31, Children Act 1989 (Part IV of the Act) may only
be made by the court if it is satisfied that "(a) the child concerned is suffering, or is likely
to suffer.

sign~ficant

harm; and (b) that the harm, or likelihood of harm, is attributable

to (i) the care given to the child, or likely to be given to him

ff the order were not made,

not being what it would be reasonable to expect a parent to give to him; or (ii) the child's
being beyond parental control" (s. 31(2));

(ii)

For a child to become looked after pursuant to s. 20, Children Act 1989 (Part III of the
Act), one of the threshold criteria in s. 20(1) must be satisfied, namely that the child
requires accommodation as a result of "(a) there being no person who has parental
responsibility for him [or her]; (b) his [or her] being lost or having been abandoned; or
(c) the person who has been caring for him [or her] being prevented (whether or not
permanently, and for whatever reason) from providing him [or her] with suitable
accommodation or care'';

(iii)

If a child is accommodated by a local authority pursuant to s. 21, Children Act 198 9, this

inevitably means that the child falls within the terms of Part V of the Act, 'Protection of
Children,' which includes a number of circumstances in which the child is plainly likely
to be very vulnerable at the point of entry to care. Part V encompasses children in police
protection whom the local authority is requested to receive (s. 46(3)(£)). Section 21 also
encompasses those transferred from police custody under s. 38(6), Police and Criminal
Evidence Act 1984, i.e. children involved in the criminal justice system who have been
refused bail post-charge, and are accused of what is likely to be a serious offence.

29

This is not an exhaustive list, as there are of course other ways in which a child may become looked after by a
local authority.
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31.

Children who enter care may have no expenence by this time of adults safeguarding and
protecting them, or of having healthy relationships \vith adults \vhom they can tmst. Many of
them have already suffered abuse - sexual, physical or emotional - or neglect in their family
home or whatever prior setting they are in when removed into care.

32.

[n addition, removal from parents and families may often be traumatic in itself, regardless of the
adverse life experiences which may have resulted in the decision for the child to be taken into
care.

33.

There were many examples of this vulnerability of children at point of entry to the care system
in the evidence we heard and considered. This includes the following:

(i)

Ll 7 told the Inquiry:

"I grew up in a home with no love. ... Well, we didn't really see much of our
parents. We didn't have anyfitrniture. We only had mattresses . ... !if it's on a
school day, just get yourse(f ready and go. You come back from school. You
never saw them until round about 9 o'clock at night. but I worked out where
she was going, to bingo, .... So I just used to go outside and wait, ask someone
to go and call, so that we can get the key and get in. "
LI 7 was about four years old. She and her sister were sexually abused by her brothers
and other older boys, until she was taken into care. 30

(ii)

C21 told the Inquiry that his home life before he went to Beechwood was awful. He
suffered sexual abuse, serious physical abuse and psychological abuse. 31

(iii)

Nl suffered serious sexual abuse and violent abuse before she went into care. 32

(iv)

Before F37 went into care at the age of two and a half after being abandoned by her
parents, she used to be looked after in the street by her elder sister between 8am and
6pm.33

(v)

Not only had D3 l been subjected to abuse, but she also had learning difficulties. An entry
in her social care records reads: "[D31] is a very emotionally-damaged child. She came

30

Day
Day
32
Day
33
Day
31

2, page 107, line 21- page 109, line 16.
2, p. 157, line 20 - p. 158, line 5.
3, p. 6, lines l - 16; p. 11, lines 12 - 15.
3, p. 93, line 15 - p. 94, line 6.
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into care having gone through many damaging experiences (neglect. sexual abuse).
Since she has been in care, some of the negative experiences she had had have.further
compounded her feelings o.f worthlessness, low self-esteem, etcetera. She has been 'let
down' in her view by almost everyone, and she seems to have a sense ofhopelessness for
the future. [D31 'sj behaviour can be very sexualised, and she is very vulnerable due to
this. "34 031 was also desperate for love and got pregnant because of this. 35

(b) Because of these early

l~fe

experiences and their isolation, these young people are

particularly susceptible to grooming
34.

The Inquiry has before it substantial evidence about the vulnerability of children in care to
grooming. Nl told the Inquiry: "[Andris Logins] was the only person there who was nice to
me. "36 He would give N 1 cigarettes and say: "'Ifyou ever need anything', you know, 'I'm here',
do you know what I mean'?" 37 Nl thought she was the one with the power, because it was her
turning him on. 38

35.

When L45's foster father first started to interfere with her, she did not know what sexual abuse
was and she was very confused because he seemed to be showing her affection forthe first time. 39

36.

We also heard evidence of two contrasting factors w-hich made children particularly vulnerable
to abuse when they entered care:

(i)

First, some children \Vere desperate to go home, and to escape the care setting, and this
was a factorused to facilitate their abuse. Thus, for example, D44's evidence is that his
abuser, a senior member of staff, said the following:
"He called me into his office and said he had all the power as he was my mum
and dad now. He told me ifI wanked him off, he would make sure I went home
the next holidays. I really wanted to go home, so I did it. " 40

[~~~i~:~:?.~~:~~:~:~~~:¥.~:J similarly, did not disclose because, "he didn't want to step out of line, as
his aim was to get out of Sycamore House." 41 John Dent told D7 that it was his say-so
as to whether or not she would be allowed to go home. 42 Ll 7 gave evidence that she

34

Day
Day
36
Day
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38
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5, page 16, lines 7 - 19.
5, page 18, lines 11 - 18.
3, p. 26, lines 15 - 16.
3, page 25, lines 12 -14.
3, page 27, lines 6 - 24.
4, page 65, lines 16 - 25; page 66, line 14 - page 67, line 3.
15, p. 26 line 22 - p. 27 line l.
15, p. 33, lines 16-17.
2, page 82, lines 5-15; 102, line 17 - page 103, line 12.
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thought that if she did what she was told by Colin Wallace she would be allowed to go
home. 43
(ii)

Second, and in stark contrast, some children \Vere terrified of going home, and so abuse
in care was endured without complaint or disclosure as it was not as terrible as the
alternative. Thus, for example, Pl8's compelling evidence was that:
"I didn't say anything to anyone about the abuse by the person at Beechwood
at the time, as I knew I was only ever going to be at Lindens for a short while
before we were moved on. I also didn't tell anyone about the sexual abuse in
foster care at the time. as I didn't really know any better and none of the abuse
seemed abnormal at the time. I had been abused all my life at home and in fact
what had been happening at home was worse. Being in care was better than
being at home. At least I had my own bed. I had food more than once a day. I
didn't get beaten like I did at home. I was never left alone the way I was by my
mother/or days on end and I was clean. I didn't have to go to the city baths. I
didn't want to mess that up. I wanted to stay there, so I wasn't going to report
any wrongdoing in case they sent me home again. "44

A 76 refers to her terror of the family home as a barrier to abuse, in a slightly different
way. Unlike Pl8, she was not scared that she would be returned there if she disclosed,
but she was regularly being sent back to the family home where she was abused and so
she had a total distrust of all the adults in her life. She says:
"This was also at a time where I was still being sent home to my birth family
to be neglected, abused, and raped there by Womb Carrier [as she refers to
her mother] and my maternal uncles and no one seemed to care about that
either ....
I used to turn up Caudwell House, after visiting home, completely distressed,
filthy. dirty, traumatised and nobody asked me what was wrong, so why would
I try and tell anybody what was happening? Womb Carrier constantly
threatened me with violence. Nobody seemed to care ... How could I have told
anybody what had happened to me as a child when everyone around me seems
to be abusing me in some way, physically, sexually or emotionally, and nobody
seemed to want to give me any sort of basic care or love. "45

43

Day 2, page 126, lines 17 - page 127, line 9.
Day 3, p. 142 line 22 - p. 143 line 12.
45
Day 5, p. 116, lines 1-5 and p. 119 lines 1-5 and 15 - 19.
44
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(c)

Because of these early life experiences and because these children do not have and have
not had a normal family life, they have not always understood what is happening to them
is wrong

37.

Ll 7 thought what Colin Wallace was doing to her when she was an 11-year-old was just
standard. 46 Pl2 "didn't really see it as abuse. just something she accepted in life. "47 D34 "didn't
think it was sexual abuse at the time. "48 D5, similarly, did not realise at the time that what was

happening was abusive. 49 A 73, sexually abused at Beechwood by F29 on at least 12 occasions,
explains why there was no contemporaneous disclosure: "because I was only young and I didn't
really think anything of it. I did not understand what F29 was doing to me was wrong when I
was a child. "50

38.

D37's experiences prior to entering care meant that he had no sense that sexual abuse \Vas
abnormal. He described being forced to participate in masturbation competitions with other boys
and members of staff on multiple occasions, saying "I remember winning one of these. I thought
it was great. I thought I'd won something. I thought I'd achieved something. Because of my

childhood, I thought this was normal. " 51

39.

L48 encapsulated this issue in oral evidence:
"And nobody sits you down and says to you -- I mean, I was taken away by adults. So
you've already got a fear of strange adults, and nobody ever sits you down and says to
you, "If somebody does this to you, it's wrong. And if somebody does that to you, it's
wrong. And you should tell somebody". So I'd come from a home where I just had a
mum. I had never lived with a mum and dad, I had never lived in a proper core family,
ifyou understand what I mean, so the things that were happening, we didn't know, me
and my brother, that they weren't normal things that normal families do. So it's hard
to understand that these things don't happen and -- in the situations that we were living
in, we didn't mix with other people. We were kept separated from other people by F358
and F275. We didn't generally mix, we were going to school, coming back home. That's
all we did. You know, we didn't watch TV So we didn't see what other things were
happening in the world, you know. You know, we didn't know it wasn't normal for
somebody to stick your fingers in a mustard pot because you bite your fingernails and
make you suck mustard. All these sort of weird things that we were being made to do.
We didn't know that if you didn't like something and you were sick, that you were
supposed to eat it because that's what people make you do. "52

46
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2, page 129, lines 4-6
15, p. 17, lines 3-4.
15, p. 19, lines 5-6.
15, p. 34, lines 17-18.
15, p. 47, lines 9 - 17.
15, p. 20, lines 18 - 21.
4, page 12, line 10 - page 13, line 12.
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(d)
40.

Sexual abuse is very d(fficultfor any child to disclose or talk about

C21 felt sick, dirty and ashamed.s 3 He blamed himself. 54 His biggest fear \Vas the other boys
finding out what had happened to him and the bullying he would then be subjected to.ss

41.

L48 said:
"I knew what being gay was and I knew that there was something wrong with what was
happening. The abuse was also stirring up lots of emotions inside me as well. I felt shame,
embarrassment, guilt and the abuse would play on my mind. He told me that I was gay and
I suppose, in that environment. I started to question matters myself This was fuelled by
F359 openly telling everyone I was gay and back then there was a stigma attached to
homosexuality. "s 6

42.

A number of witnesses gave evidence about how they felt able to pluck up the courage to disclose
physical abuse, but not sexual abuse: for example, this was the evidence of D5, D33, L43, D9,
C21 and Pl. The poor response to their disclosure of physical abuse in tum operated as a barrier
to taking the even more difficult step of disclosing sexual abuse. In L43 's case, for example, he
would tell police he was being physically abused in Beechwood and the police would tell the
staff what he said, but nothing would happen: he would still be returned to Beechwood.s 7 D5's
evidence was that when she reported the physical abuse she was experiencing at the hands of an
older man who was "very controlling, very violent and raped her, " after running away from
Broughton House, the police "never took her seriously, and one said, 'but you will go back for
more.' Another officer said that she was a waste ofpolice resources." 58

43.

P l 's expenence of disclosing physical abuse was summarised and read by Counsel to the
Investigation, as follows:
"He disclosed physical abuse to his key worker at Redtiles,but says, "I did not tell him
about the sexual abuse I suffered as I didn't really trust him. I could speak about my
physical abuse but not my sexual abuse; my physical abuse was easier to talk about as it
was less intimate.''
He also reported his physical abuse to his key worker at Forest Lodge, but says that
again "I did not tell her about my sexual abuse because I found it too hard to talk about. "
P 1 says: "Every time I reported my abuse, it was ignored and brushed under the
carpet. ""s 9

53
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2, page 163, line 20.
2, page 163, lines 15 -17.
2, page 165, line 25 - page 166, line 23.
4, page 28, lines 7 - 15.
3, page 62, lines 16 - 25
15, p. 35, line 25 - p. 36, line 3.
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(e)

Because of their early life experiences and their subsequent experiences in care, many
children simply have not had any trust in any adults, or have felt there is anyone they
can tell about any abuse

44.

Many of the witnesses, in their oral and written evidence, describe a deep distrust of authority or
the absence of any trusted adults in whom to confide.

45.

For example, when L48 was asked why he had not told one of his teachers at school (because he
loved being at school), he simply said that he did not trnst adults. 60 D44 explains that his parents
would have assumed he was lying. 61 Nl said that, at Beechwood, there was no nurturing, there
were no empathetic staff, no one to talk to if you were having a bad day. This was the same
throughout the care system. 62 Pl2 said there was "nobody she could trust and talk to properly. "63
D3 7 said, "Even if I had wanted to report the abuse, there was no-one to talk to, and who would
have believed me? The staff at Beechwood were members of the community and I was just a
kid. " 64 A 76 put it this \vay:
"'It is difficult to articulate how it.feels to grow up as a child literally having no one to
talk to about how you feel, no one who cares for you and no one who you tntst. I never
stayed in one place long enough to feel like I had any one adult who I could trust to
report What had happened to me at the time. "65

46.

When D7 was first sexually assaulted by John Dent, she said: "J couldn't tell anybody. I had
nobody to tell. I had nobody to talk to. I just felt that people would think I was a rebellious
teenager and making excuses, that I was in a care home and I wanted to get out. "66 Summarising

later, D7 explained why she did not have a good word to say about Social Services: "There was
nowhere or nobody in the whole of Social Services that I could talk to, that I could say: "Can
you help me, please help me". There was nothing. "67 D7 didn't like her social worker and she

had minimal contact with him. 68

47.

The evidence indicated that these children frequently had not had any fonn of meaningful
relationship with their social worker. For example, Ll 7 did not have any form of relationship
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with her social worker; she describes her as being racist and horrible and lying to her. Ll 7 also
saw her social \vorker as just part of the system. 69

48.

Two of our clients, D36 and D48, have provided the Inquiry with statements concerning their
lack of any meaningful relationship with Paddy Tipping when he \Vas their social \vorker, and
their inability to speak to him about their abuse as he came across as unapproachable. 70 L43
couldn't remember either of his two social workers coming to see him when he was at
Beechwood. 71

49.

Multiple other victims and survivors gave similar evidence. For example, C21 did not get on with
his social worker (who had earlier disbelieved him when he had complained to her that he \Vas
being physically assaulted by his stepfather). 72 The only time Nl can remember seeing her social
worker was just before she was taken into care and her social worker had his tongue down his
mother's throat. 73 P7 has no recollection of any social worker involvement in her placement at
all (even after her siblings were removed from her foster home because their teachers noticed of
signs of physical abuse). 74 Pl6 does not recall his social worker attending his police interview,
let alone visiting him in his children's home. 75

(/) Children are often not seen alone, thus making it even more difficult to disclose
50.

This was a common theme to emerge in the evidence: that children were often not seen alone,
adding an additional barrier to disclosure. This is a particular difficulty in the context of foster
care, where the foster carer may have almost total control over the child. It was unusual for
children in foster care to disclose to their social workers. This was probably due, at least in part,
to the very limited ongoing contact children in foster care have with their social worker and
consequently the lack of opportunity for the child's social worker to build up any sort of
meaningful relationship with the child. Social workers often did not see children in the absence
of their foster carers.

51.

For example, L48 and his brother were never allowed to see social workers on their own. It was
written in the file many times, but still no one insisted that their social worker saw them on their
own. 76 They were led to believe that social workers were there to make trouble rather than to
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protect. 77 Furthermore, L48's foster father, F276, was a social worker and he knew L48's social
worker. 78

52.

F37 said that F235 \Vas always in attendance when social \vorkers visited and refused to allow
social workers to see F37 or her siblings on their own 79 and the consequence was that F37 could
not tell her social worker why she kept running away. 80

53.

P7 had no recollection of any social worker involvement in her placement at all (even after her
siblings were removed from her foster home because their teachers noticed of signs of physical
abuse. 81

54.

L45 was always given a colouring book and felt tips when the social worker came, but subject to
perhaps one exception, she was never allowed to see a social worker on her own with the
consequence that her social worker wrongly recorded that she was much loved by her foster
family when that could not be further from the truth. 82

55.

Pl 's evidence was to similar effect. His social worker never spoke to him alone:

"If he did, I might have told him what was happening to me.

But because he only spoke
to mew ith the foster parents present, this wasn't an option. I think this was a very serious
failure. I had an okay relationship with him, "He never did anything wrong to me, but I
think he should have tried a little harder to make sure everything was okay. He was a
trained professional ... He should also have made sure there was a safe confidential way
for me to raise any concerns. "83

56.

Pl4 describes being unable to disclose the abuse to medical professionals, as when she was taken
to a doctor after trying to take her own life, a member of staff from Beechwood remained in the
room so she had no privacy. 84
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(g)

In a world where children in care have a label simply because they are in care, they.feel
that they are like(v to be disbelieved, they are disbelieved, and perpetrators know they
are likely to be disbelieved and are able to threaten them accordingly

57.

N l said: "there is a lack o,ftrust between children in local authority care and their care providers.
In the course of my work. I have met various young people who have not reported incidents o,f
abuse because they thought they wouldn't be believed. " 85

58.

L48 was frightened he would not be believed: "Because when you tell people, as I.found out,
obviously, when I did report it, they just call you a liar. Social workers tend not to believe kids.
You fantasise. We were told that nobody would believe us, you know, "You are a child. Nobody
will believe you. You're a liar. You'll go to hell". I mean, I was always told that. I wasjhghtened
-- I have been frightened ofdying since I was 6 years old, because I was always told "You are a
liar and you will go to hell". "

59.

86

F37 originally did not tell her social worker about F235 sexually abusing her, but only about how
unfair he was being to her, because she felt that no one would believe her. 87 After F37 did tell
her social worker and was apparently disbelieved (at the time F37's social worker told her that
she had an overactive imagination), F37 felt she had been labelled as a liar and thief because of
her background, because she was in care. 88

60.

Other witnesses' evidence was to similar effect: fearing they would be disbelieved, or disclosing
and being disbelieved, or perpetrators telling them no one would believe them. For example, P 12
told a residential social worker at Skegby Hall that she had been abused, but was told to "piss off
to bed. " 89 Nl was disbelieved by her mother when Nl told her Andris Logins was having sex
with her. 90 Pl6 and CTI's short exchange on Day 15 is also relevant:

"Q . .... You say that if you made an allegation as a child. you weren't going to be
believed. What made you feel that way, P 16?
A. The staff thought ofme as a troublemaker and a liar, so anything that I said wasn't
believed. '' 91
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61.

P14 was threatened by the male member of staff that no one would believe her as she was on
suicide watch. 92 We return below to the CPS reliance on mental health as a reason to take a 'No
Further Action' decision in abuse cases - a factor which is particularly galling and distressing
given that poor mental health is often caused or exacerbated by the abuse, and given that many
abusers used poor mental health as a basis for threatening their victims, as in P 14' s case.

62.

L45 didn't tell the police or her social worker about the abuse,
"Because the police wasn't -- the police just thought we was bad anyway. We were
always -- because the - they always used to say that, the police. The police was the
ones, and the council, them people who put me there in the first place. They was the
ones. I couldn't tell them. They wasn't bothered. A1y social worker. I'd see them like
twice a year, once a year, ~if that, and I wasn't alone. There was one time, like I said,
when I seen the tree. that I was with my social worker, and then I don't know. l don't
know if I was used to it. I honestly do not know why I didn't tell her, but eve1ybody
knew anyway. So it was pointless anyway. She was just going to go. She just left. She
just went every day. She went. Every time she came to see me, once a year, twice, once
every six months when the Welfare come, I didn't say anything. You couldn't say
anything, but I knew that they knew. I know they definitely knew. Common sense told
me, they was there, they knew. "93

63.

This distrust of the police is echoed by many others, including Pll, D42 and D48. D48 puts it
simply: "J have not reported this to the police. I don't deal with the police. "94 He describes how
his childhood taught him that if you reported things to the police, "you were put down as a
'grass"'. PI 1, similarly, who spent the vast majority of his childhood in care, from the age of
approximately 18 months, says all his life his mindset has been, "snitches get stitches."

64.

For many of our clients, the police were complicit in their abuse. When they ran away from
abusive children's homes, the police brought them back and returned them to their abusers. When
some of them reported physical abuse to the police, it \Vas not taken seriously and no action was
taken. When some reported sexual abuse, they were disbelieved. In Pl6's case, when the police
became involved he was criminalised as a result of his having suffered child sexual exploitation,
having been repeatedly raped by older men.

(h) Perpetrators were in a position ofpower
Staff

65.

This is a very clear and obvious point, supported by the evidence: staff in residential settings,
such as Beechwood and other children's homes, were in a position of power. The power dynamic
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m a residential environment is particularly pervasive; whilst the relationship, for example,
between a pupil and teacher in a primary school is imbalanced, the child is not under the teacher's
control 24/7. In Beechwood, Ranskill Gardens, Skegby Hall, Farmlands and the other children's
homes where our clients and others were abused, staff had total control over each and every
aspect of their lives.

66.

It is not surprising that abusers used this position to threaten and cajole children. For example,
when D4 arrived at Beech\vood a group of male staff cornered him, one of them saying "welcome
to Beechwood," another telling him no-one cares about him now that he's arrived, and another

forces him to give oral sex. He did so. 95 D47 was raped and sexually assaulted at Skegby Hall by
Mr. Marriott and F278. F278 threatened to have her sent to prison if she told. A staff member
said, "Try. It's your word against mine. " 96 Robert Thorpe blackmailed L45 .97 As mentioned
above, Pl4 was told no-one would believe her if she disclosed, because she was on suicide
watch. 98

67.

There was a particular power exerted by staff exerted over children who were homesick, or
children who were terrified of being sent home, mentioned above at [36] of these submissions.

68.

At remand homes, staff had a particular hold over children, as they were placed there for a short
period, usually 6 weeks, and their fate would be determined by the resulting report. P 15 has given
evidence that his fear of getting a bad report at Beechwood was a barrier to disclosure. 99 Mr.
Rigby accepted when questioned that some children at Beechwood would probably have been
afraid to disclose abuse, because they would be afraid that they be labelled as a troublemaker and
this would be held against them at a case conference. 100

69.

D36 describes another fear which operated as a barrier to disclosure: he did not report abuse
because staff used to threaten complainants with "an 'unruly' certificate, if they made trouble,
which could lead to them being put in the secure unit. "101

70.

Fear of physical violence is a particularly pervasive and common theme in the evidence before
the Inquiry, in relation to staff and also foster carers.
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Foster Carers
71.

In addition to fear of physical violence against oneself, there is also evidence of playing siblings
off against one another, and threatening one sibling if another does not comply. PT s abuser, for
example, used to stand at an upstairs \vindow and summon her inside \vhen she was playing. She
would always comply even though she knew what was going to happen. She said: ''!was a child.

If! didn't go in, I would be beaten. And, ifl didn't go in, me and my two siblings would be beaten.
That was standard. And I don't mean beaten. I mean ferocious. violent attacks. So I would do it
to protect my two siblings. " 102

Other Children
72.

With harmful sexual behaviour by other children, the evidence indicates that they were often in
a stronger position, due to being older or bigger. For example, L43 was sexually abused by
another resident on two occasions who was slightly older than him and bigger and physically
stronger than him; D3 l was sexually abused at Greencroft by a number of boys who were much
older than her103 ; and Pl6 describes the child who abused him as an older, violent and controlling
bully, who he was petrified of. 104

73.

TI1ere is also evidence, at Beechw-ood, of new arrivals being set upon, where the boys behaving
abusively are more 'settled in' and comfortable, and thus in a stronger position than the new boys.

(i) Children were, and often felt, completely powerless

74.

The powerlessness which children felt is clear from the powerful evidence given by all victims
and survivors. This powerlessness was described by P7 in her evidence during the hearings:

"So I knew that to protect those that I loved, I had to comply with absolutely everything
that he said. There were no ~fs. There were no buts. !just got on with it. Iwasn'tallowed
friend~hips. I didn't have the normal childhood. My teenage years, my being a young
woman, that's -- that was all wiped away and, to this day, I don't even know how that
would take place, of growing up from childhood, et cetera, in a happy, healthy and
balanced way. It was very, very distorted. I jelt like I was suffocating. I used to hide in
the wardrobe for hours where I would fall asleep. and that's where my imaginmy
friends came to play. I would hide behind a sofa because it was my way ofhiding where
nobody could find me. And that still went on until I was in my 20s. So my whole world
became quite distorted of reality. There was no reality because, what -- at that age,
what is reality? The only reality I knew were the ferocious and violent beatings and
sex. That is the only world that I knew. And that is the world that I complied with. " 105
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(j) Children have often been told or led to think that they will be disbelieved, or that there will

be repercussions (f they complain

75.

F235 used to tell F37 she was a bad girl and a trouble maker and threaten that Social Services
would take her away .106 L l 7 did try and complain at the home in Lincolnshire and at Amberdale
but was told that she was making serious allegations against respectable staff and she'd get into
a lot of trouble. 107

76.

L48 was told he would go to hell if he lied to a social worker. 108 L48 probably would not have
told his social worker even if he had been able to see his social worker on his own, because he
would have been scared of the repercussions. 109

77.

P 16 felt unable to tell one of his teachers about the abuse he suffered, because he \Vas afraid of
the repercussions. He thought she would just go back to the home and he would be in more
trouble .110 P 16 didn't think any staff at the home would believe him, because they saw him as a
troublemaker and a liar, and when he did make an allegation it was swept under the carpet. 111

(k) Perpetrators are protected, and know will they be protected, by an attitude that regards
children as the problem and some children, like children in care, as troublemakers, rather
than asking why children are behaving as they are

78.

Many victims and survivors have described being treated like troublemakers, a problem to be
managed. Michelle Foster spoke about fellow staff at Beechwood in the early 2000s treating the
children "like they were a problem, the way you would treat ... a sick cat." 112

79.

The Inquiry has heard from and considered the statements of multiple people who were treated
in this way, as children who were feral, delinquent, promiscuous troublemakers. This includes
the moving evidence of Pl6 on the final hearing day. The decisions to arrest, prosecute and
imprison Pl6 and ignore the abuse which he disclosed exemplifies the attitude of seeing children
like Pl6 as the problem rather the very vulnerable young person he was.
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80.

The Inquiry has also heard and considered evidence which shows that the behaviour perceived
as challenging was often in itself linked to abuse. For example, L48 was admitted to South
Collingham Hall due to behavioural problems in his previous foster placement. 113 F37 said:
"My playing truant and misbehaviour was directly linked to the abuse, as I detail later. It
was clear to anyone that I was unhappy. This became more and more frequent and I would
stay out later to try to avoid being abused. I would be hidden by friends in a wide number
of locations. I would ojien be sought by the police when I did not return home. " 114

81.

Even disclosures were sometimes treated as examples of the child's 'bad' behaviour. For
example, in l 986, A257 alleged that her foster father, F97, had sex with 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. 115

82.

Witness after witness described running mvay from care, to escape their abuse, but never being
asked why they were doing this. This is a matter we raised in our Opening on Day l of the hearing
For example, Ll 7 said: "they never asked me [why I ran away]. " 116 L43 wasn't asked why he
kept running away. 117

83.

C2 l said: "My placement at Beechwood would have been prevented in the first place, ifsomeone
had sat me down and asked me why my behaviour was like it was at the time. "118

84.

L45 didn't tell the police because the police just thought that children like her were bad. 119 She
was mnning away and drinking and sniffing glue to make her feel better because of the abuse. 120

85.

Whereas, as was unusually and accurately recorded in D3l's social care records, "{D31] is in
desperate need a/direct help to aid her in working through her feelings about what has happened
to her in her young

l~fe.

She appears to be holding most of her feelings inside, and is unable to

let them out in appropriate ways. Her anger seems to be manifesting itself in aggression, selfhate, offending and sexualised behaviour. " 121
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Vulnerability of Children in Care to Abuse, and Barriers to Reporting for Children in Care

86.

There is regrettably little high quality information available regarding (a) the particular
vulnerabilities of children in care settings to abuse, (b) barriers to reporting which may exist for
children in care over and above those which exist for other children, and (c) facilitators to
reporting abuse for children in care.

87.

One of the reasons for the lack of quality research and data about the first issue - the particular
vulnerabilities of children in care settings to abuse - arises from a matter identified by Carolyne
Willow, a former social worker and distinguished children's rights campaigner, now Director of
charity Article 39. In a November 2017 paper, Abuse in Children's Settings: How Much is
Known? 122Article 39 stated that, "there is no easy way to discern or track the prevalence and
nature of abuse allegations made by (or about) children in institutional settings" as many local
authorities do not initiate section 4 7 inquiries when an allegation of abuse is made, and the
available data is patchy at best. Article 39 reported that, having made Freedom of Information
requests, 53 local authorities provided information to them about the numbers of allegations of
abuse or neglect which they had received against adults working in children's institutional
settings (i.e. excluding foster care); "a further 85 local authorities either did not have the data
requested, provided incomplete data or refused to release it"; 2 local authorities stated that they
had no relevant institutional settings in their area; 14 local authorities failed to reply at all; and
"the most frequent response ... was that the local authority kept records only ofaggregate number
of investigations pertaining to children in families and other settings. "

88.

The knowledge gap on this issue is particularly concerning to us, as many guidance documents
which aim to advise professionals on how to recognise and respond to abuse and neglect in
children work from the premise that the child will be in a family setting. See, for example, the
NICE Guideline [NG76], Child Abuse and Neglect, October 2017 123 : section 1.2, 'factors that
increase vulnerability to child abuse and neglect' mainly consists of a list of 'family factors'
(primarily parental factors, about impact on the task of parenting).

89.

Similarly, in relation to barriers to reporting, there is some useful generic guidance available,
such as HM Government's guide, What to do

~fyou

're worried a child is being abused: advice

for practitioners (March 2015). 124 This includes some of the barriers to reporting which the
122
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[nquiry has heard about during the October hearings (e.g. at [16]: "many children and young

people who are victims of sexual abuse do not recognise themselves as such. A child may not
understand what is happening and may not even understand that it is wrong."). However, what
it does not contain is an explanation of the particular barriers to reporting which a child in care
may face, or indeed the particular facilitators to report which a child in care may need.

90.

We ask the Inquiry to make detailed findings about both (a) the particular vulnerability of
children in care to abuse, (b) barriers to disclosure for children in care, and (c) facilitators to
disclosure for children in care. This should draw upon the extensive and detailed evidence from
victims and survivors, and, in respect of the question of barriers and facilitators, also from
Professor Hackett's report. These findings will be of assistance in themselves in filling what is
an evidential gap in the existing literature for professionals in England and Wales. We also seek
a recommendation that the Department for Education be tasked with preparing a specific guide
to identification of child abuse in care settings, including particular vulnerabilities which children
in care may have, particular barriers to reporting which may a.rise, and ways to facilitate children
in care to disclose if they are being abused.

91.

To assist the Inquiry, we have included as an Appendix to these submissions a recent report about
a very different part of the UK, prepared by Ms. Stella Perrott and the Edinburgh Child Protection
Committee ('CPC') (see Appendix 7). It dates from April 2017 and it concerns the sexual abuse
of children in residential care by a staff member, 'Y'. We of course do not invite the Inquiry to
make any findings about this report, and Scotland does not fall within the Inquiry's remit in any
event, but we include it because we were strnck by the similarities between its findings and the
evidence we have heard in relation to children in the care of the Nottinghamshire councils.

92.

The Edinburgh CPC report covers, amongst other topics, child vulnerability (see pp. 2-3);
grooming and offending by Y (see pp. 3-4: note in particular the concerns raised about the
informal way in which he was recruited, 25 years ago, which resonates with the evidence we
heard from Mark Cope and Michelle Foster); the residential environment (pp. 4: one home is
described in a \vay w-hich sounds very similar to Beechwood and Michelle Foster's "office

dwellers" concern - "low staffing, excessive time spent in the ojji.ce and close relationships
between residential care officers discouraged young people from believing that the staff were
there jar them'') and child disclosure (pp. 6 - 7, including: "when the abuse was first reported
or alleged many staff did not believe the victims and some staff thought that the victim was
causing trouble or was attention seeking," and see the 'circle of disbelief' on p. 8, describing
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how all those who worked with Y had a deep trnst in him, which led to disbelief in accusations
against him and "too ready an acceptance of any information that cof?fzrmed his innocence").

93.

Given the similarities of the evidence in these hearings and the report's findings, the learning
points may be of interest to the Chair and Panel. We drmv particular attention to learning point 4
on p. 7, which has resonance in relation to Nottingham and Nottinghamshire and underpins our
request for a recommendation to address this 'knowledge gap':
"professionals from all disciplines were insujji.ciently inquisitive about the source of
the victims' distress, challenging behaviour or symptoms of sexual abuse/ exploitation
and they were also insufficiently informed by knowledge of barriers to disclosure and
how offenders groom children and their environment. This knowledge gap contributed
to the narrow scope of enquiries and inability ofagencies to uncover the truth."

B.

CASE STUDY: BEECHWOOD

94.

We said in opening:
"At Beechwood we say there'.~ horrijj1ing evidence which will emerge over this threeweek hearing about the nature and scale of physical abuse. Report after report
describes frequent absconding, near daily and aggressive attitude on the part ofstaff,
a culture that violence and injuries were not unusual. " 125

95.

This has undoubtedly been borne out by the evidence heard and considered over the three week
hearing. We highlight here some particular aspects which we submit should be included in the
Inquiry's findings.

Not Child-Centred
96.

TI1e dilapidated fabric of Beechw-ood can only have led children at Beechw-ood to think that they
had no value and the system placed no value on them. The poor physical surroundings reflected
a lack of care, a disregard for the children who lived there.

97.

Children who went to Beechwood did not feel loved or cared for. That is the clear evidence of
the many former residents which the Inquiry has considered. As a member of staff, Mark Cope
did not believe that children at Beechwood felt loved or cared for. 126 He described Beechwood
as a holding unit whose function was to contain rather than children. He said that this was not
just the ethos of staff, but came from above.
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98.

As a visiting social worker, Margaret Stimpson saw Beechwood a "depersonalising place with
a punitive and uncompromising regime, "totally alien to anywhere she has experienced before or
since. 127 Margaret MacKechnie recalls a certain harshness and a strictness about the place when
she first visited. It certainly wasn't homely. There was a lot of wear and tear and it did not have
a nice feel.

99.

N 1 described a general culture of physical abuse, no nurturing, no empathetic staff (she recalled
crying for her mum and being told to shut up). D7 said that Beechwood had a strange
atmosphere .128

100. The Inquiry has now heard harrowing evidence about the oppressive, threatening controlling
atmosphere at Beechwood, which deprived children of autonomy. We raised in our Opening one
specific example which encapsulates the total lack of autonomy, in Rod Jones' statement:
"Enderleigh was an awful place. I found later that it had a padded cell. I understood that girls
had to show a soiled sanitary towel before being given another. " 129

101. Paddy Tipping was concerned that children were told what to do rather than listened to, and
children complained that they were pushed around, bullied a bit and certainly not appreciated.
He told the Inquiry that, when he took those complaints forward, he was told this was how the
system worked and that young people's behaviour could be changed by a short, sharp shock.

102. Mr. Fenwick's evidence suggesting that he had regular discussions with staff about the need to
treat children with sympathy and empathy should be rejected. Mark Cope certainly did not recall
any such discussions 130 and that was not the way in which the place was run. We submit that Mr.
Fenwick's evidence was simply not accurate in this regard.

103. Similarly, in the light of the evidence of, in particular, the former residents, Michelle Foster,
Bronwen Cooper and the 2002 Report of the National Care Standards Review into the death of a
resident at Beechwood, Margaret MacKechnie' s evidence that children seemed to like it at
Beechwood should also be rejected. It is demonstrably inaccurate.

104. The evidence from complainant and institutional witnesses is largely clear and consistent, that
children at Beechwood were seen as problems or challenges rather than vulnerable children who
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needed to be helped. Mark Cope's evidence was to the effect that Beechwood had the reputation
as being the place where the really problem children went, and its name was almost used as a
deterrent. It was regarded as a dumping ground for all of the difficult children and the atmosphere
was hostile. He said, "it felt like we were dealing with objects, not humans ··· this had a terrible
impact on the children ... we never actually saw an individual child, it was what they'd done
wrong. " 131 Similarly, Kenneth Rigby described Beechwood as a dumping ground that "had to
take anybody that was disn.tptive in any sort of community home in Nottinghamshire. We had no
say on who should come, and. therefore. we had to take all comers, and that could be extremely
disruptive to what had probably been a settled unit. " 132

105. Even in October 2018, \vhen giving evidence at these hearings, when he was asked questions
about whether staff could have done more to prevent girls being sexually abused in the light of
Colin Wallace and John Dent's convictions, Mr. Rigby described some of the girls at Redcot as
very promiscuous and said that male members of staff had to be very careful and give these girls
plenty ofleeway. We referred to these comments in our Closing Statement on Day 15; they were
profoundly troubling and indicated a fundamental, apparently unshakeable view on Mr. Rigby's
part regarding the children who were in his care at Beechwood. Decades on, and despite Mr.
Wallace and Mr. Dent's convictions, Mr. Rigby's views about protecting male staff from
promiscuous teenage girls persist.

106. Mr. Rigby eventually accepted in an answer to a question from the Chair that the staffs attitude
towards children was part of the problem. Others also accepted that there had been failures. Mark
Cope acknowledged that that there was one child who was a known sex worker, and yet staff did
nothing specific to protect him, and that this was a failure. 133 Jim McLaughlin conceded that he
was not sure all of the children were seen as being vulnerable as they should have been.

107. As for Mr. Fenwick, it is extraordinary that in his witness statement to this Inquiry, at [40], he
should say: " ... and it has been suggested, and there may well be an element of truth in the
suggestion, that the close proximity ofNottingham red light district may well have played a part
in girls creating opportunities to disappear. "134 This clearly reflects the attitude of the man in
charge of Beechwood for a decade towards the children who were supposedly in his care.
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108. Michelle Foster said that, when she worked at Beechwood, many of the staff regarded the
children as dangerous rather than vulnerable. They also regarded themselves as better than the
children who they were meant to be looking after, and they made sure the children were aware
that this was thought they thought. The approach of staff and managers was very adult-centric
and staff focused.

109. Mr. Rigby saw the staff at Beechwood as being vulnerable, rather than the children. He describes
the staff as \'ulnerable three times in his statement.

110. Mr. Rigby said that after he passed on the concerns about Colin Wallace, the response of Mr.
Saul had been to tell house wardens to remind all staff of the need to be aware of their actions
around female residents, and the response of Mr. Bussell had been to the effect that Girl A would
seek the attention of any male member of staff on duty.

111. After Colin Wallace was dismissed, Mr. Rigby said that the only action which was taken to
prevent a repetition was to mind male staff yet again of the need to be careful around female
residents. He could not remember any action being taken to provide guidance or put in safeguards
to protect the female residents.

112. When Mr. Rigby saw Mr. Dent in the TV room with his arms around two young girls, his only
action was to tell Mr. Dent not to put himself in a situation where he might be giving mixed
messages to the girls. He did not speak to the girls at all.

113. Children were labelled because they were in care by both the staff at Beechwood and by the other
adults with whom they came into contact.

114. L43 said that, in 2002, when police brought him back to Beechwood after he had run away, staff
said he was troubled, he was always mischievous and always getting up to no good, and he was
always trying to get out or cause trouble. 135 Neither the staff nor the police asked L43 why he
kept running away. The police just weren't bothered. The police's attitude was that they just
didn't have time for this. 136

115. Staff at Beechwood continued to allow Robert Thorpe to come and see L45 (and to sexually
assault and rape her) even though she had disclosed that he had raped her and he was much older

135
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than her. Staff seem to have treated L45 as if she was simply being jealous because Robert Thorpe
was having sex with other girls. 137

Lack of Training, Policies and Procedures
116. Staff at Beechwood had little, if any, training or guidance except from other members of staff.
As a police cadet, Mark Cope worked as a de facto residential social worker. He had no training
before he started. Kenneth Rigby accepted that, apart from himself and Mr. Bussell, residential
social work staff \Vere untrained and had no qualifications, and they certainly had no training in
how to care for vulnerable children.

117. The training which Mr. McLaughlin received was all from other members of staff at Beechwood.

118. The Policy and Procedure Guidance provided to staff at Beechwood was of no practical use.
Mark Cope described it as "War and Peace" and he said that staff had no time to read it. Mr.
Fenwick did not recall the Policy and Procedure Guidance.

119. Michelle Foster was not given any training when she first started. She was just given a key and
told to get on with it. She said training was only available for permanent staff. But she also said
that there was such a shortage of staff there was no time for anyone to undergo any training.
Furthermore, most training was about managing children rather than caring for them and building
relationships with them.

120. Michelle Foster also said a lot of people had obtained their jobs because they were friends of
someone, they did not know how to deal with young people and proper background checks had
not been carried out.

121. Also, Michelle Foster said that the Policy and Procedure Guidance was very regimental and old
fashioned and of no practical use. She also said that staff did not have any effective supervision
when she was working at Beechwood, and there was no policy to deal with sexual activity
between children.

Staff Shortages
122. Staff to children ratios were frequently very high. Mark Cope said that sometimes there were as
few as two staff on duty for twenty-one children. This effectively meant that anything more than
containment was impossible.

137
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123. Mark Cope said that staff frequently did not use log books or incident sheets and, if they did do
so, it was usually to record negative comments. Record keeping was generally poor throughout
the relevant period.

124. Senior staff, like Mr. Rigby, had very little day to day contact with children at Beechwood. Mr.
Rigby himself did not provide any supervision for staff, but left this to the House Wardens in
individual houses.

125. When Michelle Foster worked at Beechwood, there were severe ongoing staff shortages, many
staff would not work with certain other members of staff and the temporary agency staff who
were employed were as much trouble as they were worth.

Physical Abuse
126. Throughout its existence, there was a culture of physical abuse and bullying at Beechwood as
well as other children's homes in Nottingham, Nottinghamshire and neighbouring counties
during the same period.

127. A 79 was in Beechwood on five separate occasions, from the age of 3 to 17. He describes vividly
the "fighting culture" which he saw and experienced there each time. 138

128. Ll 7 told the Inquiry about she was bullied by other children at Beechwood 139 and how she was
subject to severe physical abuse in children's homes: " .. in these children's homes they are
beating you like they are beating another man, and I can't ··· that's too much for me, it hurt, so I
used to fight them back. " 140

129. Nl said: "There was a general culture a/abuse at [Beechwood]. .. I suffered physical, sexual and
emotional abuse there. "

141

There was a culture of staff members physically abusing children

there. 142

130. L43 went to Beechwood in 2002 aged 11. L43 said: "It was just a horrible place to be in .... I
used to get terrorised by the older kids because I was quite little, and it happened daily. all the
time . ... I used to run off. try not to be there . .. I've told the police. when I was in there, not to
138
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take me back. .. I am in tears, holding on to them, "Please don't take me. " 143

[f there

was an

argument, and a member of staff intervened, they usually made it worse .144 The building was like
a prison. 145

131. L45 thought it was really good when she got to Beechw-ood, because she did not get beaten every
day, although they all got hit. 146 But it was an awful place and so she and other children just used
to run away to escape. 147

132. Mark Cope thought that children arriving at Beechwood were probably expecting to be physically
abused because of its reputation. 148 Jim McLaughlin recalls having a fight with a child when he
was first arrived at Beechwood.

133. Mr. Fenwick conceded that his view that staff did not perpetrate physical abuse against residents
may be mistaken.

134. After F3 took A3 l 6 by the throat, A316 clearly had strangulation marks on her neck the next day
when her general practitioner examined her. F3 eventually accepted that the child who had
complained through his other that F3 had threatened to hit him and poked him with a billiard cue
was not exactly lying, and he had been out of order.

135. We informed the Inquiry from the outset, in our Opening Statement, that client after client has
described to us a 'fight club' operating in the cellar of Beechwood over at least four decades.
There are 11 clients within our group alone, who experienced this from 1963 (A 79) to 1992
(D34). They are:

(i)

A79: 1963 (on his first period there)

(ii)

D5: 1971I1972

(iii)

D22: 1978 I 1979

(iv)

D36: 1979

(v)

D28: 1979 I 1980

(vi)

037: 1980

(vii) D44: 1980/1981
143
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(viii) D33: 1984 - 1986
(ix)

A74: 1985 I 1986

(x)

Pl4: 1989 - 1990

(xi)

D34: 1989, 1990, 1991, 1992 (he was in Beechwood several times)

136. The evidence bears this out. Whilst some witnesses suggest that this was consensual and operated
fairly, this is not credible evidence. Survivor after survivor has described their terror of the fight
club. Even if some children did indeed join in genuinely \villingly, it is clear that many felt they
were being used by staff as their playthings, being forced to fight whilst staff placed bets, and
they did so under duress.

13 7. Similarly, we have dealt in our Closing Statement on Day 15 with the Freddie Krueger mask,
which D34 describes as terrifying. The institutional witnesses have accepted that there was such
a mask and it was used by staff in 'games' with the children, although there is a dispute regarding
whether it scared children. We suggest that Mark Cope's evidence in this regard was nai:Ve and
misguided, a product of him working as a very inexperienced young man in a poisonous and
violent system.

138. The same culture of physical abuse and bullying persisted until Beechwood was closed. Michelle
Foster was the key \vorker of the young resident who died. She was being bullied. Michelle Foster
constantly had to deal with bullying.

139. The 2002 Report of the National Care Standards Review into the death of a resident at
Beechwood concluded, amongst other things, that: "there was bullying and assaults and nothing
appeared to be being done to protect the ... {children]. " 149

140. Staff at Beechwood and other children's homes were aware or turned a blind eye to physical
abuse by other staff. For example, Ll 7 described the physical abuse she suffered at the hands of
No-F426, how this often happened in front of other staff and how other staff would join in. 150 Nl
describes Mr. Rigby assaulting another resident and then herself in full view of two members of
staff.1s1

149 Day 9, p. 136.
150 Day 2, page 119, line 16 - page 122, line 1.
151 Day 3, page 14, line 19 - page 15, line 19.
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141. When L43 was there in 2002, staff regularly used to give children a heavy slap round the back of
the head. It was a daily event. 152

142. No stafhvere ever subjected to disciplinary action for physical abuse.

143. In the light of all of the evidence, Mr McLaughlin's description of Beechwood as a "positive

environment" and Mr. Rigby's assertion that: "the staff did all they could in the way that they
were caring for the children" ·· "nothing more could have been done to engage the trust of the
young people at Beechwood" are simply not credible.

144. TI1is evidence should be rejected, as should Margaret Mackechnie's evidence describing the
children as liking it at Beechwood, being happy at Beechwood and giving a good account of
being there. \\<11ether or not children did indeed say anything of that sort to Margaret Mackecknie,
her evidence is plainly not reflective of what life was truly like for children at Beechwood and
the weight of the evidence before you.

145. As Dr Lindsay of the National Care Standards Commission told the Nottingham Post after the
inquest into the death of the teenager \vho hanged herself after being bullied at Beech\vood:

"After the special review of the Beechwood facility in April 2002, colleagues indicated
to me that they had serious concerns about the home's inability to safeguard the

children in its care. Most of the residents were not attending school regularly, there
was bullying and assaults and nothing appeared to be being done to protect the victims.
We believe there was also evidence ofdrug use and sex. They shouldn't be exposed to
this type of behaviour. " 153
The Inter-Relationship between Physical and Sexual Abuse
146. The evidence shows the multi-faceted inter-relationship between physical and sexual abuse at
Beechwood - the many adults who abused physically and progressed to sexual abuse; the many
children who disclosed physical abuse and were disbelieved or no appropriate action was taken
so this created an additional barrier to reporting sexual abuse; Bronwen Cooper's findings that
children would not have felt safe physically or sexually and "the whole atmosphere of the home

was not safe sexually, " in part because of the macho culture with staff banter and inappropriate
sharing of pornographic images.

152
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14 7. [n some instances, this culture of physical abuse led directly to the sexual abuse of vulnerable
children. For example, Andris Logins went up to comfort Nl as she was crying on her bed after
Mr. Rigby had beaten up another resident and they had sex. 154

148. In her memo of 2Qth March 2002, Jo Walker, \vho was Unit Manager at Beechwood at the time,
refers to an incident of rape in another home being associated with intimidation and bullying
between residents and then to a young man being urinated on in his bed at Beechwood the
previous \veek. 155

149. In the 2002 Report of the National Care Standards Review into the death of a resident at
Beechwood, the authors concluded that more might have been done at Beechwood "to create an
environment where vulnerable young women and men were not liable to be sexually exploited by
each other". 156

Sexual Abuse was Rife at Beechwood
150. DCI Griffin correctly described Beechw-ood as being "riddled with" sexual abuse. As D7 said,
"!was supposed to be in a place of safety and I was actually more - more {in] danger than I was
before I went in the home. "

151. Staff at Beechwood and other children's homes were aware or turned a blind eye to inappropriate
sexual behaviour or sexual abuse by other staff.

152. Ll 7 described a lot of sexualised behaviour by staff. She said about staff: "... their hand5 could
stray. But you got used to that because, like you say, you see other people doing it So you didn't
think much of it. But in the common room it was - you didn't go into the common room to watch
TV, let's say. But that was the TV room. But I always just remember it. I've been in a couple of
children's homes like that, where they bring the blankets with them and underneath the blankets
they did used to get sexual with you." 157

153. Fred, who worked in the gardens at Beechwood, told C21: "You aren't the first and you won't
be the last. "158

154
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154. Nl described Andris Logins wearing really tight trousers and other clothing which was really
inappropriate for the job. 159 See also, Mr Clark's conversation \vith NI and her friend, after Nl 's
friend caught Nl having sex with Andris Logins and Nl then ran away. 160 Nl believes that all
or, if not, most of the staff at Beechwood knew of the abuse but failed to report or prevent it. 161

155. Mr. Rigby and other senior members of staff completely failed to take any appropriate action
after Mark Cope told of the concerns relating to Colin Wallace.

156. After Colin Wallace was dismissed, Mr. Rigby could not recall any investigation into whether
Mr Wallace had had sexual relationships with any other residents at Beechwood.

157. Mr. Rigby said that he had taken up the "odd remarks" he had heard about F29 with Mr Saul, but
Mr Saul had reassured him that these were rumours with no foundation and Mr. Rigby had
accepted this, because F29 had been Mr Saul's deputy for a long time.

158. Mark Cope accepted that both management and stafhvere aware of Andris Logins being overly
touchy feely with girl residents and yet they did nothing. 162 Mr. Cope was put down and made to
feel very small by Jim Saul when he reported his concerns about F204 to Mr. Saul, and Mr. Saul
told him to just get on \vith his job. 163

159. Mr. Rigby describes coming across Mr. Dent in the TV room with his arms around two girls. Mr.
Rigby states that Mr. Dent was not the least embarrassed and the only action w-hich Mr. Rigby
took was to advise Mr. Dent not to put himself in a difficult situation, where he might be seen by
the girls as giving mixed messages to them.

160. Mr. McLaughlin's gut instinct was that F29 had a sexual interest in young men and he had
concerns about F29 working there with young children. He thought other who worked there had
the same view. They chatted about it. But he never formally raised any concerns. He was only a
trainee.

161. Bronwen Cooper correctly concluded in 200 l that the sexualised and inappropriate behaviour of
staff at Beechwood had created an environment where there was a high level of risk of sexual
abuse not only by staff but also by fellow residents.
159
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162. TI1is sexualised culture in Beechw·ood led directly to harmful sexual behaviour between children.
L43 was but one of many victims. Michelle Foster points to the toxic mix of known perpetrators
and some of the most vulnerable children in society in a home with a largely dysfunctional staff
and significant staff shortages.

The Failure of Management and Lack of Oversight
163. TI1ere was a complete lack of oversight over senior management staff. Staff like Mark Cope did
not feel able to report any concerns they had over the heads of their immediate superiors. Mark
Cope never saw and did not know the Home's Advisor in any event. Jim McLaughlin wishes in
retrospect he had voiced concerns about F29, but he does not knmv to \vhom he would have
voiced those concerns as F29 was the officer in charge at that point.

164. TI1ere was a complete absence of any managerial willingness to change the culture at Beechwood
either amongst senior staff working at the home or in the higher echelons of the local council.
Allegations of abuse which were made by residents were not properly investigated. Neither were
any concerns about inappropriate behaviour. When witnessed or admitted, most inappropriate
behaviour by staff was effectively ignored. Disciplinary proceedings were not used. Mr. Fenwick
could not recall a single occasion when disciplinary action was taken. In July 2002, Beechwood
was, as Dr. Lindsay of the National Care Standards Commission told the Nottingham Post, like

a "rudderless ship" .164

165. Beechwood should have been closed many years before it was finally closed, because of its
culture and not because of its size. It certainly should have been closed after Bronwen Cooper's
investigation. It should also have been closed immediately after the 2002 Report of the National
Care Standards Review into the death of a resident at Beechwood.

166. The attitude of senior management towards Beechwood is exemplified by Michelle Foster's
evidence about how Margaret Mackechnie visited her at Ranskill Gardens the day before the
inquest into the death of the child who died and threatened her that if she did say anything at the
inquest about children in Beechwood having sex and taking drugs, it would have cost her job.
Margaret Mackechnie had never attended an inquest before. She would therefore not have gone
to tell staff what to expect. She did not know herself.

164
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167. Margaret Mackechnie had not paid any meaningful attention to Beechwood in the four years
since she became Assistant Director at the City Council in 1998 and therefore responsible for
Beechwood. Beechwood would not have been in the state it was in 2002 if she had done so.
Margaret Mackechnie was purely concerned with reputational management and her own position.
Hence the pressure placed on Bronwen Cooper when she recommended Beechw-ood's closure
the year before, and her resistance to the same recommendation being made in the 2002 Report
of the National Care Standards Review. By the time of this inquest, Margaret Mackechnie had
repeatedly ignored warnings that children at Beechwood were unsafe and recommendations that
Beechwood should be closed, whereas Michelle Foster has no axe to grind. Margaret Mackechnie
was also frequently evasive in her answers to the questions she was asked, stating what 'should'
have happened or what she 'imagined' happened, and not what had happened in practice.

168. In short, Michelle Foster's evidence about what happened between her and Margaret Mackecknie
at the time of this inquest should be accepted in full, and Margaret Mackechnie' s evidence
rejected.

Beechwood was not an Outlier
169. Beechwood was far from unique. It is clear from the evidence that other residential children's
homes in Nottingham and Nottinghamshire at this time were very similar. This is clear from the
evidence about recmitment and training (the lack thereof was not institution-specific), from a
number of institutional witnesses who moved between institutions, and from the complainant
evidence.

170. Ll 7 was also subjected to and witnessed sexual abuse and bullying in the children's home where
she was placed in Lincolnshire after she left Beechwood in 1980 165 and also at Amberdale in
1981 .166

171. L43 described Wollaton House as being as bad as Beechwood. "Just like Beechwood, people was
having sex left, right and centre . ... It wasn't as vile as Beechwood, but it was up there on the
same level. " 167
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172. D3 l was regularly sexually abused by other, older male residents at Greencroft, and, she was
eventually glad to be allowed to go back to the home she had been removed from to get away
from the bullying at Greencroft. 168

173. Working at Greencroft, Mr. McLaughlin became aware that a female member of staff was having
a relationship with a 16-year-old boy in her care, but he does not appear to have reported it and
nothing seems to have been done about it. 169

174. Between 1986 and 1995, some nine members of staff at Amberdale were dismissed, or resigned
or were subsequently convicted for reasons relating to sexual abuse of children. 170

175. Michelle Foster said that Ranskill Gardens had very similar problems to those at Beechwood. 171

C.

CASE STUDY: FOSTER CARE

Relevance and importance

176. The Inquiry's decision to include a case study on foster care within this Investigation - uniquely
amongst the IICSA local authority-specific investigations - is extremely important. Foster care
now accounts for the overwhelming majority of care settings in which looked after children live,
not only in Nottinghamshire but across the country. It is the setting in which most children in
care are now placed: 74% of children are placed in foster care, compared to only 9% in children's
homes. 172 This is therefore a key area in which the Inquiry's recommendations will have an
impact for the current and future protection of children in care.

177. Given the extensive and disturbing evidence before the Inquiry concerning Beechwood and other
children's residential homes it is tempting to see foster care principally in terms of its difference
from past care arrangements. Clearly many of the horrific institutional features of Beechwood
and its culture, or that of other residential homes, are not replicated in a foster placement.
However, the Inquiry must not be unduly reassured by this contrast. We ask that the Inquiry
consider the risks to children in foster care from two angles:

168

Day 5, page 17, line 24 - page 18, line 1.
Day 7, page 114, line 15 - page 115, line 10.
170
Day 9, page 67.
171
Day 9, page 57, lines 1 -6.
172
Statistic cited in our Opening Statement, Day 1, p. 191, lines 18 - 19 (from Ofsted's 2017 figures, published
on 29th March 2018 and available here hltps ://ivmv .goY. uk/government/pub licalio ns/fosteri ng-i n-england- I 169

apri l-20 l 6-to-3l-march-2017/fostering-in-england-2016-to-2017-main-findings).

48

INQ003565_048

(i)

First, it should be recognised that the nature of foster care creates certain particular
challenges in protecting children from sexual abuse, and that increasing use of foster
placements by local authorities necessitates an additional focus on addressing these
challenges. One such challenge is the relative isolation of children in foster placements.
Evidence cited by Professor Hackett in his report suggests that abused older children and
adolescents most often report to their peers. 173 This demonstrates one drawback in the
move toward placing children in foster care or smaller residential homes, since they have
less contact with peers in similar circumstances to whom they may feel comfortable
reporting abuse. 174 In some cases this will be even more exacerbated, where foster
placements are at a significant distance from their existing support structures in out-ofarea placements.

(ii)

Secondly, despite these particularities, the extent of discontinuity between historical care
settings on the one hand and foster care on the other should not be overstated. The evidence
heard in this Investigation has revealed that historically children were left exposed to
sexual (and other) abuse in residential homes because of particular systemic failings.
Several of those failings - or very similar difficulties - can now be seen manifested in the
context of foster care. These include, for example, the failures of effective oversight. This
issue is examined in more detail in section F of these submissions. The need for effective
oversight is only heightened further where children may be experiencing heightened
barriers to reporting abuse in foster placements - for example because they are distant from
friends, family and social workers. Despite this, oversight mechanisms for foster care are
now less extensive than for residential children's homes.

Nature of the Abuse
178. The evidence indicates that children who were sexually abused by their foster carers often
suffered physical and emotional abuse at the hands of their foster carers as well. For example:

(i)

06 gave detailed evidence about the psychological abuse he endured at the hands of F70.
As D6's early childhood had been extremely chaotic and violent, he "developed a ve1y
structured and almost obsessive approach to tidiness. "He would collect rocks or pieces

of driftwood from the beach and arrange them in his room, and F70 would come in and

173
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swipe them all off the dresser for no apparent reason. "! would expect that kind of
behaviour/ram an angry 3-year-old, but not.from a foster carer,'' D6 said. 175 F70 also
disrupted D6's drawings and his other things. This was distressing and made D6
extremely anxious. 176 F70 also physically abused D6, including by throttling him and
hitting him over the head \vith a frying pan. 177

(ii)

F235 used to regularly beat F37 after she started at school. 178

(iii)

L48 describes F275 and F358's household as very oppressive. He and his brother were
not allowed to watch TV. They were made to strip in the garden and then had cold \vater
thrown over them to teach them to stay clean. They were beaten with slippers and canes
from the garden. L48 had stand with the wet sheet over his head if he wet the bed. 179 L48
was also subjected to severe physical and emotional abuse by his subsequent foster father
F276. 180

(iv)

L45 was treated "worse than an animal" by her foster carers. She was treated completely
differently to her foster carers' own children. She didn't eat with them. She had to bath
in their dirty bath water. She wasn't given sanitary towels. She had to do all the chores.
She was subject to racist abuse. She was treated like a slave and never given any love. 181
L45 was also subjected to severe physical and emotional abuse. She believes her foster
mother clearly hated her. 182 Note, too, that L45 is also convinced that everyone in her
foster placement knew what Robert Thorpe was doing to her. 183

(v)

P7 suffered severe, horrific physical abuse, over a lengthy period of time, which she
detailed in her oral evidence. 184

Lack of a child-centred approach

179. In the past one key manifestation of this problem was an overprotection of staff through their
unions, or as a result of close relationships with management and local authority colleagues. For
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example, the Inquiry heard evidence that the aggressive approach of staff unions during the 1990s
"absolutely" impacted on the delivery of childcare services at that time, because the energetic

defence of staff interests was "at the expense of putting the child first". 185 In one case a
disciplinary hearing chair was openly attacked for placing the interests of a child above the
interests of social service workers, and the Inquiry was told that this was representative of
systemic issues in children's residential care within the County at that time. 186 The evidence
before the Inquiry regarding foster care - as elaborated below - shows a worrying similar pattern
in respect of foster carers, whereby a carer-focused approach interferes with the protection of
looked after children and it is the carers who form close relationships with local authority officials
and who benefit from support, rather than the children under their charge.

180. The Inquiry is clearly limited in the extent to which it can thoroughly investigate broader
problems with the current foster care system. However, it is uniquely positioned, by virtue of its
historical remit, to identify how- some troubling historical failures in preventing and responding
to child abuse continue to be borne out in the modem foster care context, and to recommend
appropriate responses. Drawing these lessons from the present investigation is a particularly
important imperative given that among IICSA's three local authority-focused investigations, it is
only the Nottinghamshire Councils investigation which includes a case study on foster care. It is
therefore crucial that the Inquiry's findings and recommendations in respect of foster care in
Nottinghamshire are strong and wide-reaching.

181. The following submissions set out key issues arising from the evidence in respect of foster care.
Recommendations which are asked to be made in respect of them are set out below in section H.

Carer-focused systems and cultures
182. Evidence before the Inquiry shows that within the foster care system in the Councils a culture
has existed which prioritises the provision of support to foster carers in their own right, rather
than focusing on caring for the looked after children themselves.

183. Jayne Austin referred to this as a "carer-focused" approach. She explained how when she joined
the County in 2002 "there was an emphasis on the carer rather than the child" and that there was
a ''clear need ... to address that and to provide a fostering service that had a child focus with the
protection of the child being the supervising social workers' paramount concern". 187 She

explained how the carer-focus led social service workers to place undue trust in carers: "Things
185

See the evidence of Stuart Brooke, Day 13, p. 20 line 24- p. 21 line 9.
Day 13, p. 26, line 10 - p. 27, line 8.
187
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like, 'Oh, they're really good carers', 'Oh, they have been fostering for ages', 'Oh, they're really
experienced', almost prefixing the statement with, 'So there can't be anything wrong with them'".
Within this culture, foster carers themselves would also come to expect unequivocal support from
the Councils and to feel "let down" if supervising social workers objectively investigated a
complaint. 188

184. Jayne Austin's evidence to the Inquiry was that it was this carer-focused culture which led to a

"significantly higher" number of allegations of abuse in the Mansfield District than in other
areas, including - but not limited to - the cases of Patrick Gallagher and F77. 189 This is
corroborated by the evidence of Rowena Hicks, who spoke of how during the criminal
investigation of F77 she was moved to report concerns about the fostering service's support for
F77.190

185. Other evidence of a carer focused approach can be found in the documents produced by the
Councils relating to foster care. For exan1ple, the Finders' Keepers report 191 and the Report of
the Director of Social Services Service Review of "Looked After'' Provider Services 192 , produced
by the County Council in the 1990s, both place a heavy emphasis on the perceived need to make
fostering attractive to carers in order to increase recruitment and retention rates. Neither
document gives significant any significant attention to measures required to prevent sexual abuse
or facilitate its reporting. Indeed the only section contained in the Finders' Keepers report
regarding abuse is a single page which focuses on reassuring carers about the possibility of
allegations. 193 It says that "[a]llegations, or the anxiety ofallegations, are one o.fCarers' biggest

concerns" and concludes with a rec01mnendation that "The Department should ensure that
measures outlined in the Report are taken to improve the process for Carers when allegations
are made."

186. A similar approach to allegations - that is, one which is principally focused on reassuring foster
carers that they need not fear such allegations - is contained elsewhere in the evidence before the
Inquiry. TI1e Social Services Inspectorate Standards for Fostering Services which were annexed
to the Finders' Keepers report explained the role of social services in case of a complaint, without
any apparent concern about conflicts, as: "ensur[ing] that children looked after are protected

and that foster carers are supported through the process of any investigation of alleged child
188 Day 10, p. 110 lines 3-9.
189 Day 10, p. 115 line 20 - p. 116, line 17; see also, concerning F77, Day 10, p. 120 line 15.
190 Day 10 164:10-19.
191 NSC00093 l. "-'=~~~
192

193 NSC00093 l _5 l (internal page 52).
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abuse." Rod Jones spoke about an article in the magazine Focus 194 which he explained was an
attempt to "reassure" foster carers who feared allegations being made against them. More recent
publications designed to provide similar reassurance have been provided to the Inquiry in
evidence: for example, the 2009 DfE document Protecting Children - Supporting Foster Carers:

Dealing with an allegation. 195

187. Jayne Austin spoke about her efforts to combat this approach within the County, and of the

"challenge" involved in doing so where a particular culture existed 196 , notwithstanding her
specific efforts to achieve this change.

188. It is notable that the Inquiry heard no equivalent evidence of express efforts by the City Council
to move from a carer-focus to a child-focus. To the contrary, public statements made within the
last year by the Alison Michalska suggest that no such change of approach has been attempted.
For example, in a comment quoted in the Narey and Owers report which was clearly designed to
reassure foster carers she said that,

"Periodically one hears in the press and amongst commentators that allegations
against foster carers are out of control, that local authorities investigate every
allegation however minor it may be, including where this disrupts the foster placement.
I have never seen any evidence that such an approach is routinely taken by local
authorities. "197

189. The focus on carers is similarly reflected in the evidence of David Mellen regarding visits to
children in care. 198 He described the last time he has spoken with a child in foster care as having
been in the context of a visit in August "primarily" to meet with a "long-serving foster carer"
who had suffered a bereavement. The foster child appears to have been spoken to as an
afterthought in the carer's presence when she happened to be present. Mr Mellen said that in the
ten years he has held his current role he could not recall ever having spoken alone to a child in
foster care .199 He later spoke about the importance of independent support and advice provided
to foster carers, which is "particularly important ... where they are going through difficult times

- perhaps there's been an allegation against them". This is a striking contrast to the City's
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hUps:/hvmv.gov.uk/gon:rnment/nploads/svslem/uploads/attachment data/filc/679320/Foster Care in England
Review.Qill pp. 39-40.
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position that in the provision of support for children, independence of the advisor or supporter is
not important.

190. Although the context was different, it is important that Ms Michalska rightly conceded in her
evidence that the 2017 Serious Case Review in the case of Child J criticised the City for not
having a child-centric approach. 200 We suggest that the approach to foster care by the City is also
not child-centric.

191. The persistence of a carer-focused approach in the City accords with the experience of 06, whose
evidence involves the most recent case of foster carer abuse directly covered by a complainant
CP's evidence. His experience was of a system which was far from child-focused. He explained
for example, how the care process involves a lot of different people and the child is "talked

around. "You 're not recognised as a sentient being. Decisions are made for you usually without
including you in the process. You 're summarised and your behaviours are described. not
enquired about." 201 He also described how the supervising social worker provided by the
fostering agency was a close friend of his foster carers 202 , and that there was no professional
distance between them, to the point where she relocated to the Isle of Wight to live near them.

Insufficient oversight
192. The broader question of independent oversight and review mechanisms is addressed elsewhere
in these submissions (see section F). In general, these apply not only to foster care but to all
looked after children. However, there are arguably some reasons \vhy the need for oversight is
even greater in respect of foster care. This is in part because of the potential isolation of children
in foster care, and in part also because of risk of close connections forming between long-standing
foster carers and social service workers. An additional factor is the nature of the population of
children who are in foster care: Alison Michalska recognised that "our most vulnerable children

in care, most of them are in foster care". 203

193.

Despite what are possibly more significant needs for oversight, evidence before the Inquiry
suggests that foster care experiences the same or weaker forms of oversight than care provided
in residential homes.

200
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194. Weaker oversight begins in the process of foster carer recrnitment and the placement of children.
Jayne Austin noted that in her entire career of 35 years she could not recall an instance of a
prospective foster carer being assessed as unsuitable because of a risk of sexual abuse. 204 While
residential care workers have - over the period scrutinised by the Inquiry's hearings increasingly professionalised, foster carers are lay people in need of training and direction.
Despite this, evidence before the Inquiry indicates that training for foster carers has been treated
as non-mandatory, subject to carers' other commitments and levels of interest. 205 Meanwhile
guidelines provided to foster carers have tended to focus on carers' rights rather than their
obligations (this is for example the case with the Charter for Foster Carers annexed to the I 996
Finders' Keepers Report).

195. Where an allegation does arise, there are grounds for concern about whether it will be dealt with
appropriately, even in recent years. The 2012 audit conducted by Hazel Halle of County
responses to allegations of abuse in foster care found that procedures had not been followed in
26% of cases, timescales had not been met in 26% of cases, and record keeping was problematic
in 26% of cases. Only 68% of cases were compliant with procedural guidelines, and in one case
it was reported that social services had not reported an allegation not the relevant CF A and
supervising social worker for a period of three weeks. 206

Out-of-area placements
196. Witnesses who appeared before the Inquiry expressed broad agreement that out of area
placements can be problematic for a number of reasons, with particular concerns arising with
placements at a greater distance. The most significant reasons for concern about these placements
are ( 1) that the distance diminishes both formal and informal oversight; (2) foster carers operating
out of area may access even less training and infonnation about their roles; and (3) less support
is available to children who are placed out of area.

197. D6 testified about the dramatic impact on levels of oversight regarding his placement when his
foster carers moved to the Isle of Wight. The distance between the Isle of Wight and Nottingham
meant that social workers often didn't visit because of staff and resource shortages, and that as a
result his social worker contact became "sporadic". 207 At the same time he explained how the
distance created by the move also undermined informal systems of oversight: "the situation in
Yorkshire had been different. The extended family, their extended family lived very close, like the
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grandparents lived the house behind us. There was that sort of oversight by family. Moving us
400 miles to the south, there was no oversight. There was nothing to control his behaviour. " 208

Although D6 had been living with these foster carers for around a year before the move to the
Isle of Wight, it was after that move that the carer became increasingly violent, emotionally
abusive, and eventually sexually abusive.

198. Other evidence heard by the Inquiry from institutional witnesses suggests that the problems
experienced by D6 are not isolated. Sonia Cain said that in the past the practice was to ask the
local authority in the other location to visit a child on behalf of the County Council. But this is
"not something that happens so often now" and rather "the expectation is that the social worker
that they have established that relationship with will visit wherever the child is living. " She

conceded that these out of county visits sometimes would not happen due to other commitments,
and that in some cases visits might not happen or a matter of months at a time. 209 One difficulty
with analysing Ms. Cain's evidence, unfortunately, is that much of it was aspirational, regarding
what should happen rather than what is in fact happening on the ground.

199. Diminished oversight is not the only difficulty arising from out of area placements. Rod Jones
spoke for example about the probability that carers living at a distance would not attend local
authority trainings. 210

200. Perhaps more significantly still, children in out of area placements are recognised as benefitting
from reduced levels of support. Sonia Cain referred for example to "all the support that's around
a placement, including the CAMHS support. the friending, independent visitors, reviewing
officers" and said that

"it'.~

all easier if those placements are local. " 211 In her witness statement

she explained in particular that children placed out of area \vould fall through the cracks in respect
of mental health support: "Our colleagues in the Child and Adolescent Afental Health services
could not support an out of county placement and the local CAMHS would not support a child
who was the responsibility of another local authority. " 212 Steve Edwards expressed similar

concerns about mental health support for children placed out of area and the difficulty of
arranging multi-agency support. 213
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20] . Despite all of these difficulties having been acknowledged by the Councils, out of area
placements continue at a significant rate. Steve Edwards recognised that 15% of County foster
placements are not only out of area but outside of a 20 mile radius from the County. 214 Moreover,
some of these out of area placements may involve children with more complex needs, since the
reason a child is placed at a distance can be because it is "very difficult to find a foster placement
for that child". 215 For these children it might be expected that more oversight and support would
be needed rather than less.

202. Despite this the evidence before the Inquiry appears to be that out of area placements remain
entirely unregulated. Sonia Cain recognised for example that no restriction exists on the use of
out of area placements. 216 D6's case indicates that foster carers with existing City Council
placements been able to move significant distances to remote locations in very recent years. More
troubling still, it shows that that no process for reviewing this move exists, even where foster
carers were known to be deliberately relocating to distance themselves from allegations of
improper behaviour. 217

IF As
203. D6 also raised concerns about the role of Independent Foster Agencies ('IFAs') in his care. He
pointed out that the respective functions and lines of oversight as between separate companies
providing foster services and the City Council itself were, in his case, not clear. 218 He felt that the
lack of standard procedures in the use ofIFAs meant that things "become a lottery". 219

204. While the Inquiry has not had the opportunity to hear extensive evidence regarding IFAs, the
evidence suggests a correlation between the use of IFAs and out of area placement220 , meaning
that these placements are particularly susceptible to the difficulties identified above. Moreover,
the Inquiry has also heard other material suggesting that Council oversight mechanisms are
weaker in respect of IFA placements. David Mellen told the Inquiry that he has never visited a
child in an IFA placement 221 . Steve Edwards went further and said that the supervision of IF A
activities was "not the responsibility of the council." 222
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205.

Despite the Inquiry's limited scope to investigate the semi-privatized nature of foster care
services, this evidence raises at least sufficient indication that legitimate concerns may exist about
the extent to which IF As are appropriately used and regulated. We address this further below in
the Recommendations section, Part H.

D.

CASE STUDY: HARMFUL SEXUAL BEHAVIOUR BETWEEN CHILDREN

The Extent of Harmful Sexual Behaviour Between Children in Residential Care 223
206. The snapshot of the extent of harmful sexual behaviour amongst children in residential care in
Nottinghamshire on 29 1h June 1990 set out in the Greencroft Report is shocking, in particular,
bearing in mind that this was only the harmful sexual behaviour which staff knew about. The
actual incidence of harmful sexual behaviour amongst children must have been much higher.

207. But, equally shocking, in the light of the number of children who staff knew either had been
sexually abused by other children, or had committed acts of sexual abuse against other children,
is why harmful sexual behaviour between children had not even been identified as a significant
issue, let alone had steps taken to address it long, long before 1990.

208. Harmful sexual behaviour between children was clearly rife in residential care homes long before
1990 as well as subsequently. Plainly, harmful sexual behaviour between children did not start
in the 1990s.

209. Ll 7 describes the other children at Beechwood as "too highly sexed for me. They were really
highly sexual. "224

210. Kenneth Rigby said that he was at least aware of the risk of sexually violent behaviour amongst
children at Beechwood when he worked at Beechwood between 1975 and 1993 225 and Mark Cope
referred to an unwritten policy of keeping known perpetrators apart from known victims of sexual
abuse (or at least trying to make sure they didn't share a bedroom)226 .

223

Children in foster care also suffered from hanuful sexual behaviour at the hands of other children (for example,
D47 was raped by an older child in her foster placement: Day 15, pages 28 and 29), but the main focus of this part
of our written submissions is on harmful sexual behaviour between children in residential care.
224
Day 2, page 112, lines 23-24.
225
Day 7, page 48.
226
Day 8, page 119, line 23 - 121, line 25.
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21 l . Mark Cope was able to recall one example of a resident who was underage and pregnant as well
as one relationship bet\veen residents w-hich he appears to have thought he could do nothing
about, because they were not having sex on the premises (Day 8, page 141, line 8 - page 142,
line 18).

212. David Fisher, who was Deputy Principal at Amberdale between 1975 and 1996, seems to have
been mvare of the possibility of young people behaving sexually inappropriately together, and
possibly abusively, throughout his career and he thought others probably were as well 227 . The
Amberdale Report arising out of a series of sexual assaults by one resident over a number of
months in 1987 and 1988 as well as the 1991 Sandown report and the 1993 report about harmful
sexual between children provide further examples of the prevalence and awareness of the issue.
The 1991 Sandown report records that, in one 12 month period, every child who was at Sandown
was involved in incidents of sexual abuse, whether they had previously been abused or not. 228

Key Reasons Why Harmful Sexual Behaviour Between Children is Rife in Residential Care
213. The apparent complete absence of any real concern amongst so many staff about harmful sexual
behaviour between children is inexplicable unless the underlying perception of those staff about
the children who \Vere suffering abuse was that they were somehow less deserving than other
children. How otherwise was the repeated sexual abuse of young girl like D3 I, who had learning
difficulties, by boys who were several years older than her, effectively tolerated, and D3 l left in
Greencroft for so long until she reach the point where she wanted to go home, despite all the
reasons why she had been taken into care in the first place.

214. This attitude is reflected in the lack of any meaningful action w-hich was taken in the light of the
extent of harmful sexual behaviour between children revealed by the Greencroft Report.

215. In her evidence, Bronwen Cooper described the environment atthe time of her inspection in 2001
as one where sexual exploitation was potentially rife. It was in fact rife. 229

216. TI1e 2002 Report of the National Care Standards Review into the death of a resident at
Beechwood concluded that the environment at Beechwood was an environment where vulnerable
young women and men were liable to be sexually exploited by each other. 230
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228

Day 9, page 66.
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217. L43 said that, in 2002, sexual activity between children at Beechwood was an almost daily
activity and nobody did anything about it. 231

218.

L43 was sexually abused by another resident on two occasions who was slightly older than him
and bigger and physically stronger than him. L43 reported both incidents to staff after the second
incident. Only the second incident was recorded. L43 reported what had happened even though
he could be overheard by other residents and they were laughing at him and calling him gay. L43
states that, at the time, staff were about as responsive as a brick wall. But the police were called,
and they took his clothes and the perpetrator away. Hmvever, the police did not take a statement
from L43 at the time. Sometime later, staff took him to a police station and asked him ifhe wanted
to talk about it, but made it clear that, if L43 wanted to take things further, he would have to be
moved away from Nottingham. L43 to wanted to stay in Nottingham, so he decided not to police
interview. [n the meantime, the perpetrator had initially remained in Beechwood, even though he
and L43 had to live in very close proximity, L43 was scared that the perpetrator would try to rape
him again, and L43 started wetting the bed and therefore suffered further humiliation. In the end,
L43 was moved to another home away from Nottingham anyway. This home, however, was
completely different to Beechwood. They made him feel welcome, the atmosphere was 'vann,
and he was very grateful for the move. 232

219. But L43 said Wollaton House was "Just like Beechwood, people was having sex left, right and
centre. " 233

220. For her part, Michelle Foster described a seriously toxic mix at Beechwood of children who had
seriously sexually offended against other children mixed in with children who had disabilities
and earlier learning stages, as well as children who wouldn't go to school or didn't get on with
their parents, 'vith so few staff to look after them that they couldn't do anything other than try to
manage and monitor. 234

221. When Michelle Foster worked at Beechwood, there was still no guidance as to how to deal w-ith
harmful sexual behaviour between children, and staff were given no training (Day 9, page 45,
lines l - 4). "Wilen Michelle Foster later went to work at Ranskill Gardens, there was also no

231

Day 3, page 65, lines 7 - 17.
Day 3, page 67, line 7 - page 80, line 7.
233
Day 3, page 81, lines 7 -8.
234
Day 9, page 16, line 21-page18, line 3.

232

60

INQ003565_060

guidance as to how to deal with sexual behaviour between children (Day 9, page 46, lines 12 16).

222. Michelle Foster described an incident when staff made comments about one resident, who had
disclosed that she'd been raped by someone outside the unit, like: "Rape, my arse. She's a
fuckaholic" and said that many staff regarded the children as promiscuous and just saw everything
as consensual. 235

223. For his part, David Fisher does not recall the recommendation in the Greencroft Report that steps
should be taken to separate the sexually abused and perpetrators in residential homes actually
being taken, though perhaps that may have been no bad thing. 236 Nor does he remember any
particular measures being put in place or training being given to prevent further incidents of
hannful sexual behaviour amongst children after the Amberdale Report 1988 was produced. 237

224. Sue Gregory believes that her evaluation report of Sandown in 1991 should have led to a review
within the County of the measures in place to prevent hannful sexual behaviour between children
in residential homes. 238

225. TI1is attitude also explains the widespread ignorance of the 1990 Greencroft Report amongst
others working in Social Services.

226.

Even though Margaret Stimpson was a children's services manager responsible for a number of
children's homes in Nottinghamshire in the 1990s, including Edwinstowe Hall, she was not made
aware of the 1990 Greencroft Report, or of any of the other significant reports about harmful
sexual behaviour between children in Nottinghamshire children's homes which were produced
in 1988, 1991 and 1993. Yet a report in 2004 revealed there was a significant amow1t of harmful
sexual behaviour between children at Edwinstowe Hall in the 1990s. 239

227. Similarly, Sue Gregory, who carried outthe evaluation report for Sandown in 1991, \Vas unaware
of the l 990 Greencroft Report. 240
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Part of a Culture of Abuse, Bullying and Inappropriate Behaviour

228. The culture of physical abuse, bullying and inappropriate and sexualised behaviour by some
adults in these children's homes created an environment where hannful sexual behaviour
between children thrived.

229. D3 l and other girls suffered serial sexual abuse at the hands of older male children at Greencroft
without any effective steps being taken to protect her for more than two years until D3 l reached
the point when she wanted to go back to the home which she had been removed from, because
of the bullying at Greencroft.

230. Pl6 was subjected to physical abuse by a member of staff and was badly bullied by the other
resident who also sexually abused him.

231. When Bronwen Cooper carried out her investigation of Beechwood in 2001, she correctly
concluded that sexualised and inappropriate behaviour of staff at the home created an
environment where there was a high level of risk of sexual abuse not only by staff but also by
fellow residents. "I.felt that the whole atmosphere of the home was unsafe sexually. There were
not appropriate sexual boundaries in place. And I felt that vulnerable children in this situation
would not have felt safe physically, sexually, and I also thought it would be very hard for any
child to talk about any experience of inappropriate sexual behaviour that could have happened
to them ... in talking to the staff that I interviewed. some of those staff who experienced such
inappropriate behaviour -- sexualised touching and unwelcome texts --found it very hard to talk
about and very hard to report themselves, so I felt, if they found it difficult, children would
certainly find it d~fficult." 241

232. The 2002 Report of the National Care Standards Review into the death of a resident at
Beechwood similarly correctly concluded that more might have been done at Beechwood "to
create an environment where vulnerable young women and men were not liable to be sexually
exploited by each other. "242

233. In a memo dated 201h March 2002, Jo Walker, who was Unit Manager at Beechwood at the time,
refers to an incident of rape in another home being associated with intimidation and bullying
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between residents and then refers to a young man being urinated on in his bed at Beechwood the
previous \veek. 243

234. Michelle Foster agreed with Bronwen Cooper's description of the atmosphere at Beechwood,
saying that there was a masculine, sexually charged atmosphere amongst a lot of staff as well at
the time.2 44

235. Sue Gregory believes that the mam reasons why there had been so much harmful sexual
behaviour between children at Sandown were a lack of management and leadership within the
home, a dysfunctional staff group and a lack of oversight. 245

236. Staff working in residential have been and remain consistently and inappropriately dismissive of
children's complaints ofhannful sexual abuse by other children.

237. Pl6 tried to report the sexual abuse he was suffering at the hands of another resident in his
children's home, but his disclosure seems to have been dismissed and ignored.246

238. The 1988 Amberdale Report records how staff dismissed the complainant's disclosure of sexual
abuse by the another despite supportive medical evidence and the reason why the alleged
perpetrator was in Amberdale.

The Current Position
239.

Daniel Yates, as a current Deputy Manager in a residential home, was very confident of his ability
to make decisions about whether abuse has taken place or not, if an allegation has been made.
But Mr. Yates has consistently found allegations unsubstantiated and he \Vas unable to identify
any circumstances in which he might find any allegations substantiated: Day 10, in particular
pages 81 and 82. In an email, Mr. Yates suggested that it may be relevant to ascertain whether an
11 year old girl had consented to having sex with a 21 year old. 247 Mr. Yates is currently employed
by a private company and he was unaware of any possible conflict of interest, if, in any given
case, he was to conclude no assault had taken place. 248
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240.

Daniel Yates also gave a recent example of possibly untrained police officers very quickly
dismissing a child's allegation of being raped by another resident on the basis of her behaviour
when they spoke to her. 249 He too then dismissed the allegation. 250

241. In an audit presented the Nottinghamshire LSCB in June 2018, a litany of criticisms was made
of the approach to allegations of harmful sexual behaviour between children. These included:
'There was a level of drift in identifying and/or appropriately responding to harmful sexual
behaviour ... Discussion between the police and Children's Services \Vere not consistently taking
place in line with guidance. Local authority staff were slow to advise relevant health professionals
of harmful sexual behaviour cases. Children's social care professionals were inappropriately
conflating police bail and prosecution decisions with risk assessments. There \Vere some concerns
regarding the recognition of online safety .... there was more than one plan in place ... Advice
given to children and their carers was inconsistent. " 251

242. David Mellon, the political lead for Children's Services on the City Council since 2008,
suggested that harmful sexual behaviour between children would not normally be notified to him,
because it would be unlikely to get into the public realm. 252 This in tum suggests it is unlikely to
be or to be seen as a political priority and Mr. Mellen does not have a sense of the scale of harmful
sexual behaviour between children in care in residential homes or in foster across the City and
he has never asked to given one. 253

E.

KEY THEMATIC ISSUES- RISKS TO CHILDREN

243. TI1ere are a number of key, thematic underpinning issues w-hich have emerged from the evidence
heard in October. They reflect what we said in our Opening Statement on Day l, but are now
supported by evidence which has borne out our predictions. We highlight five matters.

(a) Lack of Child-Centred Decision-Making
244. Critical to all our clients is the importance of the child being heard and listened to, and having a
real opportunity to speak up and get out. Adult interests have often been put ahead of theirs
historically - even promotion prospects, as we heard from one witness. 254 They all consider it
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critical that institutions place the child at the heart of their decision-making, and ensure the child
is heard and understood. Central to that is ensuring that children in care have trusted protective
networks to protect them from abuse, and that they are facilitated in disclosing if they have been
abused.

245. The evidence makes clear that one of the key underpinning failures in respect of all three case
studies, and more generally in Nottingham and Nottinghamshire, has been the absence of childcentred decision-making. Witness after witness who described Beechwood as a "dumping
ground" saw children as detritus, a problem to be managed. Similar attitudes prevailed in

Farmlands, Ranskill Gardens, The Ridge, Sycamore House, Hazelwood, Amberdale, The Leys,
Skegby Hall, Greencroft and all other institutions where the victims and survivors suffered
physical, psychological and sexual abuse. The staff at Beechwood who were disciplined in the
early 2000s had no real interest in or focus upon the children in their care; they were focused
upon bmvdy banter with each other and not upon the people who really mattered. The carerfocused systems and cultures which we have described above also fail to focus upon children.

246. F37 made clear her view that children in care are still treated as second class citizens. She said,
"I know that there is still an underclass of girls and boys in Nottingham and elsewhere who are
seen as worthless liars. who are not deserving ofcare, that needs to change. No child is worthless.
I ask you to do all that you can to champion this simple but vital point: no child is worthless. " 255

247.

F37 is right. Although the accepted thinking and the current statutory and policy approach is
more child-centric, the old attitudes and thinking persist. Not all children in care are genuinely
perceived by all of those who have dealings with them as being extremely vulnerable young
people who have almost inevitably been shaped by the extremely difficult life experiences which
they have had to date.

248. One of the pervading messages from past investigations and inquiries is that, so often, the voice
of the child or young person who has been neglected or abused has not been heard as she or he
has been growing up. It was for this reason, and follmving the death of eight-year-old Victoria
Climbie, that Parliament in 2004 amended Sections 17 and 47 of the 1989 Children Act placing
duties on social workers to, so far as is reasonably practicable and consistent with the child's
welfare, ascertain and give due consideration to the child's wishes and feelings, consistent with
Article 12 of the UN Convention on the Rights of the Child: section 53, Children Act 2004.

255

Day 3, page 138, lines 18 - 24.
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249. But many of our clients were abused despite section 53 being in place. Section 53 is meaningless
unless children are enabled to communicate concerns without fear to a trusted adult. Children in
care are often isolated with their concerns, without an adult to whom they can talk. Children
communicate best when they feel they have a protective figure in whom they can confide. Section
53 is also meaningless unless children are cared for in an environment where their care-givers,
be they foster carers or residential home staff, place their best interests at the forefront of
everything they do.

250. We asked you in opening to examine closely the true contemporaneous picture on the ground
with Nottingham City Council and Nottinghamshire County Council. However, in this respect,
it is significant that the evidence we have heard is solely from one perspective, from the
institutions themselves. The Inquiry has not heard or seen any evidence from any children
currently in the care of either the City Council or the County Council. More specifically, there is
no evidence from any children currently in the care of either the City Council or the County
Council that:

(i)

they know and feel comfortable that they knmv what sort of behaviour by others they
should report if it occurs;

(ii)

they know who they should tum to if anything happened to them of an abusive nature
which they felt uncomfortable about;

(iii)

they have any fonn of relationship with any of these individuals and would feel able to
confide in them if something of an abusive nature happened to them;

(iv)

they know how to contact that person and are easily able to do so;

(v)

they are confident that they would be believed if they did confide in them;

(vi)

they are confident that this individual would take appropriate steps if they did disclose
anything which was concerning them;

(vii) they are confident that tl1ere would be no repercussions forthem if they did report anything
which \Vas concerning them.
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25].

Much store was placed by the Independent Reviewing Officer ('IRO') system by institutional
witnesses but, quite apart from the structural concerns we have with the IRO system, particularly
in how it operates in the City Council (addressed in the Recommendations section, below at Part
H) it must be borne in mind that there is no evidence whatsoever before the Inquiry from children
currently in foster care or residential care about how regularly they see their IRO, what sort of
relationship they have with them, or how effective they consider the CRO system to be.

252. TI1ere is no evidence from children currently in care about how many of them knmv they have a
right to an independent advocate or in what circumstances, or how many have exercised that
right, what their experiences were and the reason why they would or would not use the service
again. TI1is was not an issue we could explore in evidence during this hearing, but it is a critical
one, particularly given the very narrow circumstances in which a child is entitled to an
independent advocate under ss. 24d and 26, Children Act 1989 (essentially, when the child is
making or planning to make a complaint, or some other very limited circumstances).

253. We submit, in short, that the [nquiry has heard only one-sided evidence about the current picture
for children in care - from the two councils themselves. The Inquiry must bear in mind that the
evidence which has been heard from institutional witnesses on behalf of the councils about the
impact which policy and procedural changes have had in recent years is only one side of the
story. The Inquiry should treat this evidence with appropriate scepticism and bear in mind both
the manner in which some institutional witnesses have given their evidence and chosen their
words with care. In addition, the Inquiry will be aware that, with our limited resources, our team
identified a number of documents which cast doubt upon the picture painted by the corporate
witnesses for the councils.

(b) 'Red Flags'
254. Professor Hackett's report states that, as disclosure to parents is significantly related to stopping
abuse, and disclosure rates to professionals are low, this suggests that the care system may be

"structurally weak in its ability to support children and young people in disclosing their abuse
experiences. "256 This is borne out by the evidence summarised above.

255. Given the many barriers to disclosure, it is critical that objective indicators are considered which
may identify children at risk of sexual abuse or sexual exploitation, and children who may have
already been abused.

256
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256. The evidence indicates that there were multiple red flags for the institutions in relation to many
of these victims and survivors, which were ignored or disregarded. D42 caught a sexually
transmitted infection from her abuser aged 7 or 8. Positive pregnancy tests for very young girls,
for example, such as D9 and D4 7, were ignored or put down to them being promiscuous
troublemakers, rather than children who were being exploited and abused. This is not historic
only; D9 and D4 7' s treatment is echoed in Mr. Yates' clumsy emails about whether an 11-yearold in the children's home which he manages had "consented" to have sex with an adult in his
20s. The DfE guidance for professionals now identifies children suffering from sexually
transmitted infections or becoming pregnant as possible indicators of child sexual exploitation. 257

257. Other obvious red flags include children who have sexualised behaviour, as was the case for D3 l,
a very vulnerable child with learning disabilities.

258. A critical red flag which consistently appeared in survivor accounts is rnnning away. Children
rnnning away from placements is a potential indicator that something is very badly wrong at the
placement. Many witnesses gave or had read evidence about absconding to escape abuse, and
they were often returned to their abusers by the police when caught. The Inquiry has also heard
substantial evidence about children being punished when they ran away to escape abuse - for
example, D34 was made to strip naked to stop it happening again when he was returned to
Beechwood, a practice which was, in itself, humiliating and degrading, and Mr. Rigby
acknowledged that at least for a period there was a practice of placing children in pyjamas when
they were returned, having rnn away. 258

259. Absconding or going missing from care is not only a potential indicator of abuse in the placement
from which the child is rnnning away; it also places the child at further risk. Over the past ten
years three Parliamentary reports 259 and the Children's Commissioner260 have raised grave
concerns regarding vulnerable children - including victims of trafficking and sexual abuse, who
are at risk of being retrafficked, further abuse or sexual exploitation - going missing from local

257

Day 7, page 37 line 11 - page 38 line 1.
HASC, The Trade in Human Beings: Human Trafficking in the UK, HC 23-1, May 2009; All Party
Parliamentary Group (APPG) for Runaway and Missing Children and Adults and the APPG for Looked After
Children and Care Leavers, Report from the Joint Inquiry into Children who go Missing from Care, June 2012;
HASC, Child exploitation and the response to localised grooming, HC 68-1, June 2013.
260
Office of the Children's Commissioner, Accelerated Report, Briefing for the Rt Hon Michael Gove A1P,
259

Secretary of State for Education, on the emerging findings of the Office of the Children 's Commissioner's
Inquiry into Child Sexual Exploitation in Gangs and Groups, with a special focus on children in care, July
2012.
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authority care, particularly children's homes. The Home Affairs Select Committee vividly
described children's homes as 'holding pens' for traffickers. This issue was to the forefront of
discussions concerning widespread abuse of young girls in particular areas - for example, arising
from Rochdale (see the Local Safeguarding Children Board's report261 ) and Rotherham. 262

260.

A June 2012 Report from two APPGs 263 estimated that 10,000 children go missing from care
each year, and when they go missing they are "in great danger of being physically or sexually
abused or exploited. " The same Report also included this stark statistic: almost half of children

in children's homes placed many miles from home ("the statistics of the sheer numbers of very
vulnerable children living so far away from home are shocking and the inquiry has seen evidence
that one local authority placed every single child in its care outside its boundary"). It drew a link

between distant placements and absconding.

261. As regards the hearings in this investigation, regrettably some of the witnesses viewed
absconding only as an indicator of the children's bad behaviour. Mr. Rigby, for example, said
this: "some of the children coming into Beechwood were very devious. They were devious in all
sorts o.f things. Absconding was just but one of them." 264

262. We are most concerned, however, that the evidence suggests that absconding is still not treated
as seriously as it should be, and that there is a continuing failing in the institutional response to
what may be an indicator that a child is being abused.

263. Oftsed's 2017 report concerning Nottingham City Council found that when children nm away
there is still not a systematic effort to identify why this has happened:
"The council does not always fully understand the reasons why children go missing
and therefore does not always give children the help that they need. "
"Staff do not consistently carry out return home interviews when children go missing,
including children looked after. They therefore do not explore the reasons why children
go missing, which limits their ability to construct and implement appropriate risk
management plans. Managers do not oversee return home interviews consistently or
effectively enough. " 265

261

Rochdale Borough LSCB, Review oflvfulti-Agency Responses to the Sexual Exploitation of Children,
September 2012; see also HC 68-1, above, June 2013.
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See e.g. Guardian, 27111 August 2014, Rotherham: many victims referred to in report are now missing from
system, available at ="'-=-'-'-'-'-'-'-~===="-='-="--"-~==""-"-'-'-="'""-='-'-~=~=="-'='-==~'-==
263
See above at fn 252.
264
Day 7, p. 38 line 25 - p. 39 line 6.
265
OFS008274, p. 4, [12].
69

INQ003565_069

We submit that this is a continuing obstacle to identifying children who are subjected to abuse,
which raises very serious concerns. Meaningful and sensitive return intervie\vs are critical to
understanding what drove the child to run away, to conducting effective risk assessments, and to
taking steps to reassure him or her and safeguard.

264. We asked Ms. Michalska if she accepted that this was a continuing obstacle to identifying
children who are subjected to abuse. She did not answer the question. She pointed to
improvements in her Council's Ofsted performance since 2014, despite this particular issue missing children - being an area which had seen no improvement in this time. It was identified
by Oftsed in 2014 as an area of concern, and yet by 2017 it remained an area of concern.

265. For the County, the evidence of Mr. Owen, Chair of the County Council's Children and Young
People's Committee, also raised concerns. He was asked about this issue on Day 12, by Mr.
Frank. Mr. Owen chairs the Children and Young Person's Committee and a September 2018
report showed that 259 children have gone missing from care in Nottingham in the past year. The
September 2018 report indicated that the Committee would be developing "early intervention
strategies" to reduce the numbers of missing children who have multiple occurrences of going
missing. When pressed, Mr. Owen indicated that a report would be available on progress on this
issue within two to three months, i.e. before the end of January. We ask that the Inquiry pursues
this and ascertains what progress has been made by that time.

(c) Lack of Effective Oversight Mechanisms
266. An underpinning concern throughout much of the three week hearing concerned lack of
independent, robust oversight of children's services.

267. Margaret Stimpson's statement hints at some of the weaknesses in Regulation 22 inspections, for
example. She was responsible from 1992 for undertaking inspection visits to three residential
children's homes which she managed. She says, "There was minimal preparation in terms of
training to undertake this task and I was briefed, with other colleagues, during the course ofone
afternoon as far as I can recall. "266 She frankly acknowledges that, at the time, "the link between
Regulation 22 visits and child protection was not emphasised" although she says that later
changed, 267 and the regulatory picture is now very different.

268. The system is now very different, but this brings many new challenges, particularly because:

266
267
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(i)

Most children are now in foster care, an environment in the total control of the foster
carer; and

(ii)

Outsourcing and privatisation for IF As and private companies running children's homes,
such as Homes2Inspire, bring additional issues in respect of oversight, touched on in
some of the documents to which CTI took Mr. Yates when he was giving evidence.

269. There were many examples of the language of 'independent' being used when in fact there \Vas
no true independence. Bronwen Cooper's role, for example, was described as an "independent
investigation officer" when in fact she was employed by, and accountable to, Nottingham City
Council. She frankly accepted that this had the potential to compromise her independence, saying
"I put the word 'independent' in inverted commas deliberately." 268 In truth, the word

'independent' could be placed in inverted commas in relation to many other aspects of the
evidence, including in relation to the role by which the institutional witnesses for both councils
placed so much store, the Independent Reviewing Officer ('IRO'). Similarly, local Safeguarding
Children Boards are closely intertwined with local authorities, nationally and in Nottingham and
Nottinghamshire.

Independent Reviewing Officers

270.

IROs were introduced by the Children and Young Persons Act 2008, s. 10, inserting a news. 25A
into the Children Act 1989. Section 11 of the 2008 Act gives the Secretary of State the power to
make further provision concerning IROs in England, and s. 12 is the Welsh equivalent.

271. As we made clear in our questioning of the corporate witnesses for the Councils, although the
very name of IROs indicates that they are independent, the IRO guidance only defines this in
terms of IROs' need to be independent from the line management of cases and not being
responsible for preparing the child's care plan. The statutory guidance does not prescribe where
the IRO service should be placed within the organisational structure, including whether IROs
should be local authority employees; rather, this is left to local discretion.

272. In 2013 the House of Lords Committee on Adoption Reform recommended that the Government
should implement section 11 of the 2008 Act to employ IROs outside the local authority
(Recommendation 24), but this was rejected by the Government.

268
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273. [n a 2014 review of IROs, conducted by the National Children's Bureau and Loughborough
University, Mr Justice Peter Jackson as he then was highlighted the importance of independence
of the lRO: "the comforting cliche of the JRO as the local authority's 'critical friend' should be
discarded. IfIROs are going to do their job properly, they should be neitherfriends nor enemies
of their fellow professionals - they should be independent."

274.

269

In neither council are the IROs independent. This is, we recognise, not in breach of the standards

set; the statutory guidance does not prescribe true independence and so the title itself is
misleading. [t requires Bronwen Cooper's inverted commas. As Mr. Pettigrew put it in relation
to the County IROs, having described the line management structure, "I understand that may not
be independent enough in some people's eyes, but it's more independent than some other local
authorities. ''270

275. TI1e evidence raised particular concerns regarding IROs in the City Council. First, the line
management structure involves the IROs being managed by Helen Blackman, who is Director of
Children's Integrated Services. 271 She thus manages both the IRO teams and fieldwork social
care teams. [n contrast, Mr. Pettigrew said in evidence that the County system involves the IROs
being line managed by Laurence Jones, who also line manages the team supporting the local
Safeguarding Children Board and Quality Assurance, not by Steve Edwards \vho manages
children's social care and other fieldwork services. 272 [n his third Witness Statement this week,
Mr. Pettigrew has clarified that the IRO service is line managed by the Service Director for
Commissioning and Resources, not the Service Director for Children's Social Care (although
both are ultimately line managed by him). 273

276. Second, Ofsted has criticised the City Council in both 2014 and again in 2017 on the basis that
their IROs don't have sufficient capacity to carry out their functions. In the 2017 report it was
said that:
"Independent reviewing officers do not have the capacity to sufficiently monitor the
progress of children's plans between review meetings ...
the independent reviewing officer (JRO) service that is responsible for the oversight
and scnttiny of[care] plans, does not have sz~fficient capacity to monitor the progress
ofplans in between their review meetings; in a small number ofcases, children's plans
drift as a result. leading to delays in securing permanence. "274
269
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277. Third, IROs in the City Council co-locate with the placement service and the CSE coordinator. 275
This is in contrast to the County Council, which ensures IROs are separately located. Mr.
Pettigrew in answer to questions from us concerning IROs said that they sit in County Hall where
there are no fieldwork social work teams. He has subsequently clarified that it is Meadow House
in Mansfield rather than County Hall, but the point holds good: the social workers for looked
after children have a different office base to the IROs - in fact, they are 10 miles away: Mr.
Pettigrew' s third statement, [7].276

278. Ofsted in a 2013 thematic report 277 raised concerns that with co-location come "inherent risks
that relationships could become too close" and impact on IROs' ability to provide the level of

challenge necessary. The report also noted that co-location could blur the boundary between the
independent review mechanism and operational management.

279. Ms. Michalska did not agree with this concern, and pointed out the advantages to sitting together,
including communication. However, we note that the Ofsted 2013 report highlighted that this
may be a disadvantage, as with co-location, the informal nature of many interactions with
practitioners may mean that IRO involvement in care planning is not always recorded.

280. Ofsted in its 2013 thematic review ofIROs said, "excessively high caseloads were seen in nearly
all local authorities. This was the most significant factor that hindered IROs in carrying out their
role effectively. "278

281. On Day 14, we asked Mr. Pettigrew questions regarding his statement at [7ef.34]. He says in the
statement that there are "14 fiill time equivalent IROs. " We asked how many individual IROs
there are. The reason for this question is that, when Mr. Pettigrew in his statement says each
individual IRO holds cases of between 50 - 65 children, we wished to ascertain whether this is
each of 14 individuals, or each of a larger number. This is important because the IRO Handbook
at [7 .15] states, "It is estimated that a case load of 50 to 70 looked after children for a fiill time
equivalent !RO, would represent good practice in the delivery ofa quality service. including the
full range offanctions set out in this handbook."279 If the average of 50 - 65 per IRO had been
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calculated on the basis of division between a larger number, including some part-time IROs, this
could hide the true picture. We are grateful to Mr. Pettigrew for agreeing to check the position
and clarify. 280 He has now addressed this point in his third statement, at [6] .281 There, he clarifies
that there are in fact 14 full-time IROs, and, in addition, "2 IROs engaged separately in
connection with fostering." It is unclear whether these two additional IROs are also full-time. He
then provides the current average caseload per IRO, of 61 children each. It would be helpful if
he could clarify whether (a) the two additional IROs are also full-time, and, if not, (b) how the
calculation of 61 children per IRO has been reached, in order to ascertain \vhether the case load
falls within the IRO handbook guideline.

Political Oversight Mechanisms
282. We submit that the evidence shows that the political oversight mechanisms are fundamentally
flawed. Mr. Owen's evidence on Day 12 was particularly concerning. It is clear from his evidence
that effective scrutiny by elected members of the County Council's Children and Young Person's
Committee is non-existent. In particular:

(i)

It was clear from his evidence that the way in which he and his Committee purport to
discharge their obligations to oversee the County Council's responsibilities as a corporate
parent, and champion the interests of children in its care, does not involve actually
meeting with or hearing from children. Whilst foster carers' representatives are welcome
to come and address the committee, looked-after children do not get equal treatment in
this regard. 282

(ii)

They purport to discharge their obligations by announced rota visits to children's homes.
On these rota visits they go during working hours when children are in school and speak
to staff only (although he says he has met "the odd child, " and he once wanted to talk to
a child who didn't want to talk to him 283

-

this appears to be the sum total of his

engagement with children directly during rota visits). They also only go to children's
homes, despite the vast majority of children in care being in foster placements. He
accepted that this is "a limited range of Looked-after children, but nevertheless they are
able to go and visit the homes and talk to the children if they are about at the time" w-hich they are not ordinarily, given the times of the visits. The visits appear to be little
more than tick-box exercises and there is no in depth analysis or probing investigation.

280
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No steps appear to have been taken to have oversight of foster care placements - other
than by engaging with foster care representatives, but not looked after children in foster
placements.

(iii)

It is clear he and his Committee have received very little information regarding abuse;

(iv)

The Lead Member for Children's Services ('LMCS') has a tightly defined role under s.
19, Children Act 2004, and the relevant statutory guidance (see Appendix 8). Mr. Owen's
role is set out in the guidance; see in particular pp. 5-6. One part of that role is:

"The LlvfCS is responsible for ensuring that the needs of all children and young
people, including the most disadvantaged and vulnerable. and their families and
carers, are addressed. In doing so, the IMCS will work closely with other local
partners to improve the outcomes and well-being of children and young people.
The IMCS should have regard to the UNCRC and ensure that children and young
people are involved in the development and delivery of local services. ''
Given this obligation upon Mr. Owen, we asked for a question to be put pursuant to the
Rule 10 mechanism, namely how does he, as LMCS, ensure that children are involved
in the development and delivery of local services, including systems which enable
children in care to report abuse. There was no clear answer, as he instead referred to
individual children speaking to their social workers. From his evidence overall we are
unclear as to how he complies with the above obligation under the statutory guidance.

(d) Leaving Care 284

283. Although it only currently affects one of our cohort group, it is an issue of ongoing importance
for children in care and for their transition to adulthood. Effective care leaving services may also
assist victims and survivors with facilitating disclosure of abuse, and/or ensuring that they are
provided with the services they need, including counselling or other support.

284. Historically, the levels of care which the Councils have provided to vulnerable children leaving
care were virtually non-existent. For example, N l did not receive any aftercare or support from
the local authority when she left Wollaton Hose at the age of 16. She was just put in a damp,
cold, dingy bedsit and left to her own devices.2 85 L48 said: "When you leave care, you 're cut off,
that's it. It's one day you 're in a system called care,

ifyou can really call it care, and the next day

284
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you're cut off without any lifeline, without any help. and you're left to go on your own merry
way.

n286

285. The Leaving Care scheme is relatively recent, having been introduced only in 2000. The
reasoning behind it was that it is necessary to address the disadvantages faced by care leavers
and provide a smooth transition to adulthood for young care leavers, unlike the abrupt experience
described by NI and L48. Young people who have been in the care of local authorities for a
substantial period are unlikely to have adequate financial, emotional or practical support from
their families. Research has long demonstrated that this group is particularly vulnerable: more
likely to suffer homelessness, be imprisoned, and be on benefits than others; and less likely than
other young people to continue in education or to secure stable employment. These difficulties
may of course be in part due to the experiences which led to their entry into care in the first place.

286. It was against this backdrop that the Department of Health conducted an important consultation
in 1999, called, !vie Survive, Out There? New Arrangements for Young People In and Leaving
Care. At that time, the amount of support provided by local authorities to care leavers \Vas "very
patchy across the country". The absence of support and inadequate transition planning

undoubtedly contributed to the stark statistics cited in consultation document: 75% of young
people leaving care had no educational qualifications; up to 50% of young people leaving care
were unemployed; and 20% experienced some form of homelessness within two years ofleaving
care.

287.

Following the consultation, legal changes were made: see the Children (Leaving Care) Act 2000;
Children (Leaving Care) (England) Regulations 2001 and Children (Leaving Care) (Wales)
Regulations 2001; and associated Guidance. However, problems persisted. Many young people
who should have benefitted from the scheme did not do so. There were serious difficulties with
the transition process. Regrettably, some local authorities failed to comply with their duties,
despite the mandatory and clear nature of statutory scheme, and despite a series of judgments
from the Administrative Court, including the lead case of R (.!) v. Caerphilly County Borough
Council [2005] 2 FLR 860 and, later, R (G) v. Nottingham City Council (No. 2) [2008] E\\lHC

400 (Admin), and attached as Appendix 5) ('the G case'). The latter is the case in which Munby
J (as he then was) described Nottingham City Council's "catalogue offailings" towards a care-

leaver as "depressing, " given the decade that had passed since the 1999 consultation process,
and the three years that had passed since the landmark Caerphilly case clarified local authority
obligations to care leavers.

286
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288. Detailed research in 2006 showed that children and young people continued to be at sharply
heightened risk of homelessness soon after leaving care; continued to have low educational
attainment, with the majority leaving care without any qualifications; and that the majority failed
to establish a stable pattern of education, training or \vork in the early years after leaving care precisely the problems which the 1999 consultation paper and 2000 scheme were intended to
address. A further consultation paper was issued in 2006, followed by a 2007 White Paper which
focused on children in care, and recommended some changes to the Leaving Care regime. In
November 2008, Parliament passed the Children and Young Persons Act 2008, extending support
for young people in and leaving care; and revised guidance was issued and in force from April
201 l.

289. However, by 2013 there was continuing evidence that the problems were not being addressed:

HM Government Care Leavers' Strategy (October 2013). It remains the case now that care
leavers face significant disadvantages. Approximately 10,000 young people leave care in
England each year aged between 16-18 years old. TI1ey leave home at a younger age and have
more abrupt transitions to adulthood than their peers. Unlike their peers who normally remain in
the family home, care leavers will often be living independently at age 18. Information from the
Children Right's Director's surveys on care leavers and Children in Care Council meetings shmv
that many care leavers feel that they leave care too early and often feel isolated and lonely.
290. The Leaving Care scheme has a number of critical elements 287 . Two key aspects of it are (i) the
appointment of a Personal Advisor and (ii) the creation and maintenance of what is called a
'Pathway Plan'.

291. TI1e Personal Advisor has the functions set out in the Care Planning, Placement and Case Review(England) Regulations 2010, Regulation 44, including a duty to "provide advice (including

practical advice) and support." "liaise with the responsible authority in the implementation of
the Pathway Plan" and "co-ordinate the provision ofservices and take reasonable steps to ensure
the [care leaver] receives such services."

29 2.

The Pathwav Plan is a crucial document for a care leaver. It should be based upon a Pathway
Assessment of Needs which must assess the needs of the child prior to leaving care, '·

"... with a view to determining what advice, assistance and support it would be appropriate to
provide ... " (Children Act 1989, Sch 2, para 198(4)). The assessment must address the person's

287
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needs, and consider various matters, including "physical, emotional and mental health. " It must
take into account the views of the child (Regulation 42(2)(g), Care Planning Regulations 2010)
and also the views of the Personal Advisor, the IRO, education institutions and persons providing
healthcare (Regulation 42(2)(h)). As quickly as possible after the assessment is completed, the
Pathw-ay Plan must be prepared (Regulation 43). It must set out "the advice, assistance and
support" which the local authority intends to provide both while they are looking after the child,
and after (s. 23E of the Children Act 1989). The Plan should have concrete, clear targets, setting
out "the date by which, and by whom. any action required to implement any aspect of the plan
will be carried out'' (Regulation 43(2)). It should be a "detailed operational plan": G case,
Appendix 5, [34].

293. The Personal Advisor's role is summarised in the G case at [31]2 88 : "part of the personal
advisor's role is, in a sense, to be the advocate or representative of the child in the course of the
child's dealings with the local authority ... the personal advisor plays a 'negotiating role on
behalf of the child. 'He is, in a sense, a 'go between' between the child and the local authority.
His vital role and function are apt to be compromised if he is. at one and the same time, both the
author of the local authority's pathway plan and the person charged with important duties owed
to the child in respect of its preparation and implementation."

294. The Leaving Care scheme is very important for victims and survivors. The Pathway Plan should
be based on an assessment of the individual's needs, which may in many cases involve access to
appropriate counselling or mental health support, or securing access to records. The Personal
Advisor mechanism is also potentially useful in facilitating disclosure, given that many care
leavers are isolated in their transition into adulthood and may have few trusted adults in whom
they can confide. The Personal Advisor could provide a route to disclosure for some care leavers.

295. This is the backdrop against which D6 gave evidence, complaining of a lack of independence or
effectiveness on the part of his Personal Advisor, \vho is a Nottingham City Council employee.
D6 has no Pathway Plan detailing his needs and setting out how they are to be met. A Pathway
Plan was prepared by his Personal Advisor previously but it does not contain specific detail and
it is not up to date. D6 has for a three-year period been attempting to secure access to his records,
for example, and has repeatedly raised this with her Personal Advisor, to no avail.

288

This concerned the Personal Advisor's role under predecessor regulations (Regulation 12, Children (Leaving
Care) (England) Regulations 2001) but they are materially the same.
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296. [n the G case the High Court considered, as it had in Caerphilly, whether a Personal Advisor
could lawfully "have [his]feet in both camps", i.e. both be an advocate for the care leaver and
also be involved on behalf of the local authority in the preparation of the Pathway Plan. The
answer, both times, was clear: no. This is impennissible. See G at [38(iv)] and [39]. This is
entirely logical; how can a single individual both undertake a task which is the responsibility of
the local authority, and also act as an advocate for the child in engaging with the local authority
in respect to that task? The Court was very critical of Nottingham City Council for routinely
breaching its obligations to care leavers and usually having its in-house Personal Advisors
performing both roles. The Council informed the Court that it was "taking urgent steps to resolve
the situation": G case, [39]. It does not, however, appear from the evidence of D6 that the
situation has yet been resolved, in 2018.

297. We do not agree with Ms. Michalska's or her counsel's legal analysis, or Ms. Blackman's
analysis, to the effect that there is no difficulty with the current structures and systems at the City
Council in this regard. \\<11ilst it is correct that, in theory, it is possible to be an employee of a
local authority and perfonn the role of Personal Advisor, it makes it very difficult for the
individual to perform the role of 'go-between' between the care leaver and the local authority
described in the cases. It would have to be scrupulously carefully structured and managed to
ensure that the Personal Advisor's independence is not compromised. It is clear that there have
been no such scrupulously careful arrangements here; as the organisational chart makes clear,
there are 9.5 Personal Advisors, all line-managed by Ms. Blackman and Ms. Michalska, and D6
gave practical examples of how compromised his Personal Advisor has been. We also suggest
that it is clear that there are many circumstances in which the Personal Advisor being an employee
line-managed in this way without any independence would create a problem. For example, what
about children or young people who might have a civil claim against the Council which should
be brought within a statutory limitation period? Would a Personal Advisor employed by the
Council be an appropriate person to assist the young person in making decisions about this?

298.

Further, we note that the 2017 Ofsted report raised concerns about the City Council's leaving
care support, stating that, "care leavers do not receive a consistently good service as the service
is not proactively making efforts to keep in touch with all care leavers. This is an area of
weakness. "289
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OFS008274, p. 8, [34].
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(e) Extent to which Historic Concerns Have Been Addressed by the Councils

299. We have noted above that the evidence regarding how children in care now are being supported
comes only from the institutions. In our Closing Submissions on Day 15 we raised concerns
regarding whether the rhetoric from the corporate witnesses is supported by evidence of what is
occurring on the ground. We do not seek detailed, nuanced findings on the current position; we
recognise that there simply has not been sufficient tested evidence to result in this. However, we
urge scepticism regarding the corporate witnesses assurances that all has changed. Particularly in
respect of the City Council, there are multiple items which make our clients uneasy in accepting
Ms. Michalska's reassurances.

Nottingham City Council

300. We highlight a number of items which cause concern, and indicate that, in at least some respects,
lessons have not been learned:

(i)

Child J SCR, INQ002949: This 2017 SCR concerning the death of a 7-year-old girl is an
important document. The child was not in care (as Ms. Michalska pointed out \vhen \Ve
took her to this document290 ) but we have drawn it to the [nquiry's attention as it raises
serious concerns regarding the extent to which Nottingham City Council children's
services operate in a child-centric way, and also regarding poor, ineffective multi-agency
practices. The social workers dealing with this child accepted the aunt's version of events
and proceeded on the assumption that this \Vas a challenging, complex child. They
considered any concerns regarding the aunt's behaviour were due to the child being
difficult. Pages 63 - 65 in particular analyse the lack of focus by the City Council on the
child. Para. 4.96 has particular resonance given our clients' experiences:
"When children make disclosures they are asking adults for help. If they are
being abused. they are taking a risk, as the disclosure might lead to fi1rther
abuse. It is essential that professionals handle these disclosures sensitively.
that children are reassured that they [did the right thing/. 11
In summary, this SCR finds there was a lack of a child-centric approach; Nottingham City

Council's children's services were focussed on supporting the aunt and dismissed any
concerns about the aunt's behaviour on the basis the child's behaviour was difficult, a
claim reported to children's services by the abusive aunt herself; and there was a failure to
identify maltreatment. How can the panel be satisfied that the problems identified in
relation to abuse of the complainant CPs and others are all historical, when precisely the
same problems and themes have arisen in this recent case?
290

Day 14, p. llO, line 5.
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Nottingham City Council v IM [2016] l WLR 2995 (Appendix 6): In this recent case,

(ii)

Keehan J heavily criticised the "egregious failures of the local authority," in a case very
similar to the G case almost a decade earlier. It is not a sexual abuse case; it concerns an
application for an interim care order in relation to a newborn baby. We raise it because it
concerns children's services and lesson learning. Ms. Michalska and the principal solicitor
were obliged to file and serve statements explaining what had gone wrong here (see [14]).
We ask the Inquiry to consider, in particular, [18] (in which the Court made clear that the
explanations provided by Ms. Michalska and the principal solicitor were not adequate) and
the section headed 'local authority - failings and poor practice' at [29] onwards. It is a
shocking case in itself, but it is all the more shocking given \vhat occurred in the G case
previously. This suggests lessons were not learned and poor practice continued unchecked.

Ofsted Report, 2017 (0FS008274): it found that the experiences and progress of children

(iii)

looked after and care leavers "require improvement". It found that when children run away
there is still not a systematic effort to identify why this has happened (noted above), which
is a grave concern given the link between absconding from a placement and being unhappy
there.

Nottinghamshire County Council

30 l. In our submission, one of the common denominators for why there was so much abuse in the past
was complacency of social workers and managers. Many of our clients are grateful to Mr.
Pettigrew for his offers of support or the respectful way he behaved towards them during the
October hearings. Many are of the firm view that the County Council has been better in recent
months and years on a number of matters in relation to survivors seeking accountability and
redress. They are aware of Ofsted's largely positive conclusions in 2015, including its noting of
the County Council's good use of return home interviews for children who have absconded.
However, many of our clients are concerned that there may be an element of misplaced
complacency amongst the County Council's corporate witnesses.

302. On Day 14 we sought to ask Mr. Pettigrew questions regarding a particular SCR, regarding a
child known as 'Perry. ' 291 Our concern, in a nutshell, is that the historic evidence suggests there
were multiple failures which resulted in children being abused with impunity and in many cases
being unable to disclose, including (i) social workers not seeing children alone; (ii) allegations
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of possible sexual abuse or inappropriate contact not being taken sufficiently seriously; and (iii)
poor record-keeping and lack of oversight. Each of these concerns persists in the Perry SCR.

303. At [ 171] - [ 173] the Safeguarding Children Board found that social workers failed to see children
alone and failed to act on the father controlling access to the children:
"171. Access to the children at important moments was controlled by father. For example
when allegations about unwanted sexual behaviour or the use of the internet for
transmitting inappropriate images were being reported. There was contrast between
what the children disclosed away from home and how they presented when at home or
when interviewed by a social worker for example.
172. Father was highly influential in persuading the siblings were doing nothing that was
without their consent. There is little recorded evidence about how professionals
developed an understanding about how far each of the siblings had an understanding
about consent taking account of their respective ages and cognitive development.
173. High reliance was given on the children having a 'warm relationship 'with their father
but less sceptical attention given to other indicators such as his control of the children
and their access to key professionals and the children's ability to speak freely."
304. At [174] onwards, the SCR found that there was a risk from inappropriate contact and
relationships which was not properly managed by County social workers. At [175] it found that
multiple serious allegations \Vere not reported to the police, and, when a rape allegation was
discussed with police officers, social workers were inappropriately delegated to investigate.

305. The SCR also finds serious failures in record keeping and oversight in this case.

306. Mr. Pettigrew's response was that 'Perry' was a one-off and not systemic, particularly given the
Ofsted clean bill of health on the same issues at the same time. We suggest the Inquiry simply
cannot say either way it is indicative of any more widespread failures. The Perry SCR does raise
some troubling issues about manipulation of social workers by a controlling adult, resulting in
children not being seen alone and appropriately. This is a crucial issue for Nottinghamshire
County Council to address with all its social workers.

307. We have included, for completeness, another very recent SCR, concerning 'Peter', at Appendix
3. This is a complex report, much of which is irrelevant for present purposes, but we provide it
because it is a case concerning child sexual exploitation and yet there \Vas no section 47
investigation initiated (seep. 35). The Inquiry will also see that the police declined to attend a
MASH meeting on the basis that Peter was 16 (ibid).
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F.

KEY THEMATIC ISSUES- IMPACT OF ABUSE
The Long-Term Effects of Child Sexual Abuse

308. The Inquiry has heard and received detailed evidence regarding the life-long impact of child
sexual abuse. Everyone is an individual and therefore responds as an individual, but the longterm consequences of child sexual abuse are generally profound.

309. Some of the evidence has described this impact vividly. We ask the Inquiry to have in mind the
evidence of Mandy Coupland and Maxine Robinson, who both gave powerful evidence about the
effects of abuse on victims and survivors on Day 13.

310. L43 said: "The memories are still with me. The impact of the abuse is still there daily. and I don't
believe I will ever be able to obtain closure". 292 P7 said:
"I will never forgive them jar instigating what became self-destruction of my life, that
impacted my marriage, friendships, relationships. I lived in the darkness for so many
years. There was just -- it was just full of hopelessness. Fuelled with such anger and
rage. I'm not actually in that place anymore, but I need everybody to understand the
psychological effects that it has notjust on myself butfor other survivors. We Jee! like
we are an outcast of society. We don't feel believed. which is one of the biggest
stumbling blocks to coming forward. We are not believed, and then, when we do
eventually find that trust to disclose, we're not believed. So we hold on to all that pain
and we tend to cope with our se(f-harming and addictions because that's the only way
we can cope with the pain, to release the pain. And that's what I need everybody to
hear. So it doesn't really matter what colour you are. It doesn't matter where you come
from. You know, we all carry the same pain. It's so -- it'.~ been so badly hidden in society
and I just thank you for actually making this day happen, that I dreamt of when 1 used
to hide in my wardrobe as a little girl. 1 visually knew that something big was going to
happen, and this day has come. " 293

311 . Child sexual abuse often has a lifelong effect on the mental health of a victim. Many of the
complainant CPs suffer from clinical depression or PTSD. For example, D7 was diagnosed as
suffering from depression when she \Vas 20 years old. She has taken anti-depressants ever since.
She was diagnosed as suffering from PTSD in 2004 .2 94 P7 has had a nervous breakdown, suffered
from PTSD, OCD and bulimia. She has made multiple suicide attempts. 295

312. In particular, child sexual abuse makes it very difficult for victims to trust other people. This in
tum makes it very difficult for victims to make and maintain normal and close relationships.
Many complainant CPs testified to this.
292
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313. D7 said: "J also have trust issues getting to know new people, whichlfeel is because !was abused
by the man who should have been looking after me. I don't have very many friends because of
that. "296 Ll 7 would describe herself as a recluse. She doesn't trust people and she doesn't have

friends.2 97 N l said: "J have never been able to trust anybody. "298 L43 said: "I've got bad trust
issues. I can't --1 can't sit and speak to people. I struggle to open up.''

299

P7 has huge problems

with trust. 300

314. Child sexual abuse also leads to many victims abusing and often becoming dependent on drugs,
alcohol and other substances with all of the consequences that abuse and dependence of this kind
entails.

315. Ll7 started glue sniffing. 301 C21 abused alcohol for 30 years and drugs for 25 years to "Numb
the pain, numb the mind, numb the thoughts. "302 Nl turned to drink, drugs and prostitution and

took anti-depressants until she met the man who became her husband and she managed to tum
her life around. 303 L45 started running away and drinking and sniffing glue to make her feel better
because of the abuse. 304 P7 had a problem with alcohol and became addicted to paracetamol at
one time. 305 P7 has also been addicted to cocaine. 306

The Continuing Barriers to Disclosing Abuse
316. For many people, like D20, the only way to deal with abuse is to lock it away somewhere in your
mind and avoid thinking about it at all. It is impossible to confront, because the consequences of
doing so would be so devastating.

31 7. Shame and embarrassment continue to be a significant reason why victims of sexual abuse to not
disclose their abuse as adults. C2 l said that, as an adult, he continued to feel ashamed and
embarrassed by what had happened to him.
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318.

Many victims also continue to think they are not going to be believed. Again, C21 continued to
think that no one would believe
and a half years ago.

307

him_i:!:P9_~t.tll~-.sexual

abuse he had suffered as a child until three

! Dale Boone i

Similarly, L._._i?._~~~¥.-~~J!continued to believe until 2014 that he would not

be believed ifhe reported his abuse ("I didn't think that anyone would believe me and I felt their

attitude would be that most boys would love to get that sort ofattention/ram an older woman" 308 ).

319. Because of popular misconceptions that that one of the consequences of being abused is that the
abused is likely to become an abuser, many who have suffered abuse are likely to keep the abuse
which they suffered secret. As P7 said, many men are afraid to come forward for fear of being
labelled a potential abuser. 309

Recent Experiences with the Police
320. For many victims of non-recent abuse, the police simply do not have or have not put sufficient
resources into investigating the crimes which \Vere committed against them. TI1is is devastating
for individuals. As is the treatment which some victims still continue to receive from some police
officers even today.

321. We address these issues further below, but at the heart of both of them is the need for victims to
be believed and to feel they are believed.

322. As D7 said her overall experience with the police: "Very good. I felt - I did feel believed. I felt

understood by the police. They made it very good. "3 lll C21 said: "!felt believed ... And that that made all the difference. '' 311 Nl said: "Just- I wanted justice. I was like, yes, somebody to
listen to me and basically to believe me. "312 "It was the crucial factor ofit all, that! was believed.
I think that gave me the strength to carry everything on." 313 L45 said: "They got someone from
Derbyshire police. He was brilliant. ... He believed me from the beginning. "314

323. However, too many victims continue to have a similar experience to L43. L43 was told that,
because he had not wanted to press charges as a child at the time (having been told he would be
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moved away from Nottingham, ifhe did decide to do so), it was too late now and it was implied
that he was only after compensation. 315

324. Often after having spent decades trying to find the strength to report sexual abuse, most victims
need the affirmation and support of being regularly and sympathetically up-dated about progress
with any investigation. This is a fundamental part of demonstrating to a victim that he or she is
believed. But, again, too often it does not happen.

325. D4 is only one example. After he disclosed and gave a video interview, he didn't hear from the
police, so he had to ring to chase them. He was passed from one person to another and an officer
eventually rang D4 on New Year's Eve at the end of 2016 to say they couldn't take it further and
would be taking no further action. They didn't explain why. D4 said, "/finally got the courage
to speak to the police and they treated me like nothing because ofmy history and because I come
from a bad family. I'm really unhappy with how the police have handled it. Even

if there is no

news, they should keep me updated."

The Need for Proper Counselling
326. Having to face up to very traumatic experiences which many people have buried away for many
years inevitably means that people need proper counselling from appropriately trained and
qualified individuals. Many victims need this treatment immediately when they disclose, and
they are likely to need it for a prolonged period of time.

327. Nottinghamshire County Council have paid for L48 to have the counselling which he needs and
it has helped a great deal. 316 Yet, for many survivors that sort of counselling is simply not
available.

328. D7 said: '"there should be better long-term support for survivors and victims of abuse. You can
think you 're .fine for months and then you can be in the supermarket and there is a song on the
radio from 19-whatever and itjust cuts, you 're just gone. "3I 7

329. Ll 7 needed counselling when she disclosed recently, but she did not get it when she initially
needed it and she has never had satisfactory counselling 318 .
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330.

For 020, the lack of proper counselling being immediately available after the police first
contacted her in 2014 has cost her not only her marriage but also the last four years of her life.

331. The standard six week period of counselling which is generally offered to many victims on the

NHS is far too short. Victims need to be able see the same counsellor consistently for as long as
they need to do so.

332. As L43 said, you cannot keep telling people your life story. You don't want to keep re-living

it.319

333. As L48 said: "Because you can't keep switching counsellors. You need to build up a rapport with

one counsellor. It needs to be continuous. You can't go to one counsellor, go so far. because you
can't keep talking to different people about your experiences. You need to build up a rapport with
one counsellor and keep it going. You can't keep swapping and changing. It's got to be with one
person. " 320

334. Amongst our client group there are many individuals \vith extremely fragile mental health, who

are actively suicidal or have previously attempted to take their own lives, who self-harm, who
have clinical depression, PTSD, schizophrenia or associative disorders.

The Approach of Both Councils to Civil Litigation
335. We are conscious that the Inquiry are due to commence their hearing into Accountability and

Reparations for Victims and Survivors of Abuse. In these circumstances, we will make limited
submissions on these issues in this closing statement. However, we hope that the Inquiry will
take into account the experiences of the Complainant CPs in this strand of the Inquiry when
making recommendations in relation to what approach institutions and their insurers should adopt
towards civil claims in the future.

336. Up until this hearing, the approach of both the City Council and the County Council to civil

claims by victims who suffered child sexual abuse whilst in their care has generally been
unsympathetic and uncompromising.

337. Ll 7 told the Inquiry: "[The County Council} denied everything and admitted nothing. They
alleged that I was out of time to bring the claim. "321 The case eventually settled out of court with

319 Day 3, page 85, line 3 - page 86, line 11.
320
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no admission ofliability and no apology. "They put me through six years ofwhat I would describe
as hell. "322

338. L43 was insulted by the level of the offer of compensation from the City Council. 323

339. The County Council did not offer any support or even an apology to Nl after Andrew Logins'
wife accessed confidential infonnation concerning one of his victims, Nl, in the lead up to
Logins' trial (Day 3, page 44, line 10 - page 46, line 11).

340. L43 said: "The memories are still with me. The impact of the abuse is still there daily, and I don't
believe I will ever be able to obtain closure. This has partly been because of the response of the
council. They have never apologised or accepted what happened to me. 11 This is despite Robert

Thorpe's conviction. 324

341. We have already highlighted how important it is for the victims of child sexual abuse to be
believed and to feel that they have been believed \vhen they finally pluck up the courage to
disclose the abuse they have suffered. Yet, almost without exception, the approach of the
Councils and their insurers to date has been the absolute antithesis of what victims need, if those
victims have had the temerity to seek the compensation to which they are properly entitled.

342. The approach of the Councils and their insurers is \vrong. It is extremely traumatic for victims.
Emotionally, it is very damaging and many pay a considerable price with their mental health. It
also results in a great deal of money being wasted in unnecessary legal fees, if victims are lucky
enough to find lmvyers who are prepared to represent them. This is normally on a no win no fee
basis, because of the limitations on public funding. If everything is denied or disputed and every
legal point is taken, inevitably substantial legal costs will be incurred. Frequently, both parties'
legal costs will very substantially exceed the often derisory sums which victims are advised and
feel forced to accept, because of all of the risks associated with contested litigation, and the
consequence is that victims are not properly compensated.

343. As L24 said, the approach of the Councils to date has in truth been an extension of the abuse
which the victims have already suffered. 325 It is also a considerable waste of public money.
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Access to Records
344. For many adults who have been in care, being able to access their social services records is vital
to their well-being. As Mandy Coupland said:

"People like ourselves, we know our history, we know where we came from, we have
our photo albums, we have our history, our parents tell us. These people have nothing.
Some of them were in children's homes, didn't have families, they were totally there
alone. Their history is those records. "326
345. Yet, being generous, the Councils' provision of social services records to the Complainant CPs
is aptly described as "a total shambles. " 327

346. Being less generous, D6's experiences would tend to suggest that the provision of social services
records to children formerly in care is being treated by some in the City Council like a cynical
game. There is no reasonable explanation for how it took some three years for D6 to gain access
to his records and that they should finally be disclosed by the City Council to D6 the week before
he was due to give evidence to this Inquiry. 328 There is simply no excuse.

34 7. Again, as D6 graphically described, it is game which is played at a tremendous emotional cost to
those who have suffered sexual and other abuse and neglect whilst they were in the Council's
care:

"Last year, I tried to take my life on a number of occasions. including one because I
was receiving no progress from this process. Three years ago. I requested my files. I
received them in bulk just over a week ago. There was one night I covered myse(f in
petrol, and I went and stood outside Loxley House at 3.00 in the morning. I thought
"These people don't value life, but they respond to death". "329
348. The vital importance of records to adults who were abused as children in care has been recognised
by the Irish Commission to Inquiry Into Child Abuse, which in its final report made
recommendations regarding robust record-keeping going forward and remedial work to enable
individuals to access historic records. Similarly, the importance of this issue has already been
recognised by the Inquiry in its report concerning Children Outside the UK: child migration case
study.

349. The Australian Royal Commission into Institutional Responses to Child Sexual Abuse addressed
this issue in its Volume 8, emphasising that recordkeeping is of vital importance, as well as access
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to historical records for survivors: "the creation of accurate records and the exercise of good
recordkeeping practices are critical to identifYing, preventing and responding to child sexual
abuse. Records are also important in alleviating the impact of child sexual abuse for
survivors. "330

G.

CRIMINAL INVESTIGATIONS AND PROSECUTIONS

Admissions by the Police

350. In his Closing Statement on Day 15, the Chief Constable through his counsel, said331 :
" ..... the evidence suggests that, historically, police did not give proper scrutiny to the
reasons why children were absconding or reported as misbehaving or offending .....
"Where the police did take action to investigate, we have heard evidence that the
experience ofcomplainants was mixed. Evidence has been given ~fpoor practice, some
ofwhich is as follows.
"Some complainants were contacted in an insensitive way. They found it difficult to
trust the police due to previous unrelated, negative interactions with police, and felt as
though they were treated themselves as criminal. They did not always feel believed.
They were not consistently updated or told what was going on. They were often
distressed by the length ~f investigations or prosecutions. And some, sadly,felt that the
police did not care and were not provided with adequate support or support at an
appropriate stage. For many, the process ~f the investigation was distressing, even
where the police were supportive, because it took them back to traumatic experiences
from their past.
"Chair, the chiefconstable reiterates his sincere apology on behalfofNottinghamshire
Police for any case, regardless ~f how long ago it occurred, where the actions or
inactions of the police or the way in which allegations were handled by the police in
any way exacerbated or prolonged the pain suffered by any complainant. He
recognises how crucial it is that complainants should be taken seriously, kept informed
and supported and treated with respect by his officers, particularly since so many have
already been failed by institutions in their past. "332
351. Throughout the October hearings counsel for the Chief Constable made plain that the
Nottinghamshire Police wished to learn from the mistakes of the past, and indeed current
mistakes, and make changes where necessary, with the Inquiry's guidance. This approach is
welcomed by our client group. Whilst many of them have an understandable and deep-seated
distrnst of the police which is unshakeable, the approach adopted during the October hearings is
appreciated. It is hoped that the constrnctive dialogue which took place at Trent Bridge and the

332

Day 15, page 93.
Day 15, pages 94 to 95.

90

INQ003565_090

Oval can continue after the Inquiry's spotlight has moved elsewhere, and when victims and
survivors are engaging with other police officers across the force.

352. In his evidence on Day 14, Chief Superintendent Robert Griffin accepted a number of historic
and current shortcomings in how the Nottinghamshire Police have dealt with allegations of nonrecent child sexual abuse of children in the care of the Nottinghamshire Councils. He accepted
in terms that his officers have failed on some occasions to update victims and survivors, when
asked specifically about D33, D5, Pl8, Pl5 and Dl0. 333 He accepted that some victims and
survivors have been contacted via a process which was expressly contrary to their wishes. 334 He
also agreed with and endorsed certain proposed recommendations, for example saying he would
"welcome" a specific training programme for officers relating specifically to the sexual abuse of

children in care. 335

Police Failures: Resources, Expertise and Prioritisation
353. The Inquiry has before it multiple examples of poor responses by the Nottinghamshire Police to
disclosures of abuse. To take one example, P7 detailed in her evidence failures in 2001, and how
that subsequently affected her engagement with the police in 2016. A police officer took P7's
statement in January 2001 and then arrested the perpetrator. P7 said:
"I hadn't heard from [the police officerj for quite a while and things started to go a
little downhill/or me, so I actually made contact, only to be told that he was no longer
stationed there, which completely floored me. They weren't able to give me details of
where he was actually stationed. but I did actually track him down. How, I have got
absolutely no idea, but I didfi.nd him . ... He apologised. He said that because of lack
ofresources. it wasn't within his area to be investigating non-recent abuse, that he was
involved in, you know, murder investigations, etcetera. So I wanted to actually know
what had happened to my file, why nobody had contacted me, et cetera, and he said
that my file had been shelved, and plus witnesses were toofrightened to come forward,
and that, because of time limitation. they were running out o.f time. So he had to speak
to the CPS. who then decided that me and my sibling had been colluding. So there
would be no evidence, but there was evidence because there was social -- social file
records. But I'm quite astounded, because I realised that there was a unit that had been
opened in Mansfield as well as West Bridgford. So I'm just one of the lost children that
was forgotten, and there was no empathy or compassion. " 336

354. A decade and a halflater, P7 was contacted out of the blue by the police. She said:
"I think it was 2016. I had been working- it was around 8.00, 8.30 at night. There was
a knock at the door. There was two male police officers. I became quite concerned. I
thought something had happened to my son. So they said, "No. no, it's nothing to do
333
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with your son. We've come here because there's been an allegation of non-recent
abuse 11, and I looked at them and replied "It's taken you 16 years from my first
allegation to come to me, at between 8.00 and 8.30, to question me about my abuse". I
refused to speak to them and told them to contact my solicitor, and to this day, I have
still not heard a thing. So 1just don't know where they were going with this. "337
355. D42's account, similarly, paints a disturbing picture of police intransigence and disinterest over
decades. After reporting in 2006, she describes the police investigation as incompetent and says,
"!feel like I'd wasted my time and hadjust been fobbed off" More recently, a statement she gave
in 2007 has been lost or destroyed by Nottinghamshire Police, a fact which we discovered during
the course of preparing for this Inquiry. TI1ese factors, combined with multiple other failures in
her case, have led her to the point of feeling that she is "angry ... in turmoil ... disappointed at the
way my allegations ofabuse have been dealt with. I have to do everything myself "338

356. The Inquiry has heard and seen substantial evidence about the failures on the part of the police
to take these issues seriously, and these failures from 2011 onwards were laid bare by the frank
evidence of DI Yvonne Dales on Day 11, who described the serious resource shortages for
Operation Daybreak. The entirety of her evidence is extremely important, we submit. 339

357. DI Dales described fundamental, basic failures to devote appropriate resources, right from the
outset. When she was appointed Senior Investigating Officer ('SIO') in July 2011, it was clear to
her that "the operation wasn't expected to be an onerous task" given how it had been set up on
the HOLMES system, with limited indexing as if this was to be a simple, straightforward case. 340
It had plainly been treated as a relatively low priority matter, with no full-time SIO appointed (DI
Dales was only able to devote one day a week to the operation) and limited staffing.

358. By September 2011 she and DCI Simon Alexander had produced a report highlighting the risks
if the inquiry were not properly resourced. 341 At the time, she was not only concerned about
obtaining more resources - in fact, she was even concerned that the very limited resources which
had already been allocated were at risk. In evidence, she said this:

"Q .... The reason for setting out the risks was because effectively you were putting
forward, or DC! Alexander was putting forward, a paper that wanted to get more
resources. Is that right?
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A. Yes, absolutely, but, more important(v, to make sure that we secured the resources
that we already had on the investigation. I think my concern was that people might
not appreciate the complexity and how already, as you can see, how the numbers are
starting to increase, and I actually used some of the learning, if I'm honest, from my
course as a way of trying to present this in
a really succinct fashion. "342
359. As Mr. Frank elicited, there was not only a shortage of resources in terms of personnel, but,
astonishingly, DI Dales even had to fight to get a second car to use. 343

360. DC Dales became concerned, too, regarding the quality as well as the numbers of staff. She
described how, in staffing an investigation, "it's not about bums on seats, it's about making sure

that we have people with the right skills and the right qualities to go on that team, " but
unfortunately officers had been assigned to her team who were not appropriate. 344 She was "not

entirely sure whether or not they were totally committed" and some of them had particular
reasons why they were not suitable for this type of \vork. She also gave evidence about the limited
specialist training available.

By March 2013, almost two years after her appointment, there were still significant problems

361.

with resourcing of the investigation. 345 In June 2013, the operation was classified a critical
incident, more fitting of its importance - but even this did not trigger the much-needed substantial
additional resource required. 346 Operation Daybreak was not given a full-time SIO until 2015.

362. In light of this sorry chronology, Chief Superintendent Griffin \Vas asked whether the Inquiry
should conclude that, between 2011 and 2015, there was a failure at a senior level to take
Operation Daybreak seriously. He said that, "it might be slightly unjclir to call it a failure ."347 We
disagree. TI1is was a catastrophic failure, over a period of four years, to take Operation Daybreak
seriously, despite DC Dales making her serious concerns clear from as early as September 2011.
The human consequences of that failure are clear from the table of complainant CP experiences,
which describes survivor after survivor who reported to the police during this period, but were
treated inappropriately, not taken seriously, did not receive a timely response.

363. Although Chief Superintendent Griffin did not agree with the label "failure," he nevertheless
accepted the criticism from DI Dales, adding:
342
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"I think at [that] point it was realised by our organisation, related to the scale of that
investigation, that that was wholly inadequate, and I hope my view on that is reflected in
a report that I wrote in November 2014, when I was asked by the force to consider what
an investigative team ought to look like, in relation to more allegations that were by that
time emerging in relation to care homes in the county. " 348

364.

In relation to the impact of those failures, his view is that it concerns only the pace of the

investigation, and his opinion is that it has not impacted the number of prosecutions. 349 We have
t\vo responses to this.

(i)

First, it is difficult to understand what the evidential or logical basis for that opinion is, and
we do not accept it. It is clear that many victims and survivors who came forward during
the period 2011 - 2015 have now dropped off radar and potential prosecutions may not
have proceeded. For example, D33 's evidence is that he \Vas contacted by the police during
this period when Operation Daybreak was starved of resources and low on the
Nottinghamshire Police priority list, in 2013/ 2014. Having disclosed the abuse he suffered
at Beechwood to the police at that time, he has heard nothing further by 2018. There are
many more in the same position as D33.

(ii)

Second, in any event the pace of the investigation is a critical matter, and delays are
extremely serious. Disclosures which are being made concern non-recent abuse. Many of
the perpetrators have already died, are elderly or infirm. Delays of periods of months or
years can be the difference between securing accountability and it being too late.

Communication with Victims and Survivors
Insensitive and Inappropriate Communications

365. In our Opening Statement on Day l we highlighted the issue of inappropriate police
communication with victims and survivors. There are many examples in the evidence which has
been heard or read and in the complainant CP table of inappropriate and distressing
communication at different stages of the process - when first contacting an individual who may
be a victim or witness, out of the blue; when responding to an individual who has come forward
to disclose; when updating the individual about the progress of the investigation. Many have
raised concerns regarding police cars turning up without \Yarning, leading to neighbours asking
questions. Many women amongst our client group describe phone calls and visits from male
officers, even when they have expressly made clear that they do not wish to be contacted by male
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officers. 35° Chief Superintendent Griffin at one point during his evidence may have appeared to
be suggesting that there are difficult judgment calls to make in these cases and so actions which
may appear insensitive to one person may have been appropriate for another, but when pressed
he rightly accepted that many of our clients have experienced the police adopting a process which
is expressly contrary to what they have asked. 351

366. There are also examples of inappropriate communication following a decision that there will be
no further action. For example, P4 was informed of a decision that there would be no further
action about her abuse complaint by text message from the police. She says, "I couldn't believe
that the police did not have the decency to tell me they were closing the investigation in person.
I was insulted they did it by text. It made me feel worthless. "352 L45's description has a similar

tone. When she reported the abuse at Beechwood in 2013, the police wrote to her to tell her they
were not going to investigate. ''!felt the letter from the police was cold and uncaring. They didn't
treat me like a person. It was not the kind of letter I would expect to be written to a victim of
childhood abuse when no action is being taken against their abusers." They did not come round

and explain or even phone. 353

Training concerning Sensitive Communications with Survivors of Non-Recent Sexual Abuse

367. Given the intense sensitivity of such communications, it is concerning that there is no specific
training on how to communicate with victims of non-recent sexual abuse, and no protocol on best
practice in this regard (as DI Dales made clear in her evidence). Rather, it is left up to the
discretion of individual officers, \vith often very distressing results. Chief Superintendent Griffin
referred to various forms of guidance - none of which had featured in DC Dales' answers,
suggesting a problem in itself - but accepted that a consolidated, strand-tying document
providing guidance on appropriate communication with complainants would be \velcome. 354

368. Detective Constable Julie Balodis on Day 11 denied that there is a big difference in expectations
in terms of sensitivity to complainants who come fonvard between 1999 and 2011. 355 She did
describe more training being available now, but her answers then focused upon video
interviewing rather than initial or updating contact, and she could not say how many officers on
Operation Equinox had received any form of specialist training. 356
350
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369. For victims and survivors, it is so important to be believed. As D7 said of her overall experience
with the police: "Very good. I felt-I did feel believed. I felt understood by the police. 17wy made
it

very good. "357 C21 said: "!felt believed ... And that··· that made all the difference. "358 L45

said: "They got someone from Derbyshire police. He was brilliant. ... He believed me from the
beginning. "359 The way N l put it was as follows: "Just - I wanted justice. I was like, yes,
somebody to listen to me and basically to believe me, "360 and, "it was the crucial factor of it all,
that I was believed. I think that gave me the strength to carry everything on. "361 The police
understanding and appreciating that is critical. It may enable the complainant to fully disclose; it
may be the difference between a successful and unsuccessful prosecution. The proposed
specialist training in dealing with victims of non-recent sexual abuse, accepted by Chief
Superintendent Griffin as welcome, should be provided to any frontline officers who may be in
communication with victims and survivors, to ensure that they understand the particular
challenges and sensitivities involved.

Regular Updates
370. Often after having spent decades trying to find the strength to report sexual abuse, most victims
need the affinnation and support of being regularly and sympathetically updated about progress
with any investigation.

371. The Inquiry has heard evidence of good practice in relation to updating from some witnesses. For
example, D7 was greatly helped by how DC Balodis regularly updated her: "DC Balodis kept in
regular contact after that. She was brilliant with updating me with what was happening with the
investigation. "362 Nl told the Inquiry how important it was that DC Mandy Johnson was so
informative so that she knew in advance what \Vas going to happen, and that DC Johnson gave
NI her number and was always available. 363

372. Unfortunately, however, many victims are not updated. For example, L 17 said: "After I gave my
statement, I never saw or heard from them again. "364 The Inquiry will be aware that a number of
complainant CPs had not been updated regarding the progress of their investigations until during
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the hearings themselves when the penny dropped with the Nottinghamshire Police team in the
courtroom, and the complainant CP table contains numerous examples of complainants left \vith
no updates whatsoever for months or even years. This is not a historic problem; it is a current and
ongoing one, even with the better resourced team.

Support

373. Some victims are very supported by the police after they disclose abuse. For example, DC
Johnson helped Nl find counselling and that \Vas really beneficial. 365

374. However, many victims do not get appropriate support and continue to be treated
unsympathetically by individual officers. For example, D7 had to find her own counselling
through ISAS. 366 L43 was told that, because he had not wanted to press charges at the time
(having been told he would be moved away from Nottingham, if he did decide to do so), it was
too late nmv and it was implied he was only after compensation. 367

375. This is an area in w-hich there are pockets of good and bad practice, the evidence suggests.
Specialist training is critical to ensure more consistency and to ensure no one is treated in the
way L43 was treated. In relation to support, we address this further below in the
Recommendations section.

CPS Decision-Making
376. We indicated in our oral Closing Statement that our clients have serious concerns regarding
current CPS decision-making. We submit that the CPS is too conservative in approach, and that
the oral and written evidence from their witnesses revealed that their approach to certain issues
indicates that there is not a true, deep appreciation of how child abuse impacts upon people, and
the culture in the past in the institutions where many of our clients were abused.

377. First, accessing records. We consider the approach adopted by the CPS witnesses in relation to
complainants accessing their records disturbing. Sam Shallow in her statement, at [44]3 68 , refers
to F l-A2 accessing her records: "one of the matters which concerned me was she had reviewed
her social services files and was therefore open to the defence she had tailored her evidence to
fit the files." The CPS should be aware of how fundamentally important it is to many victims of

abuse in care (and indeed many people who were in care in childhood) to obtain their social care
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records for their own peace of mind - to find out what happened to them and what was known
about what was happening to them. For some people, it is a critical part of coming to terms with
the abuse they have suffered, a process described so powerfully by D6 in his evidence on Day 5.

378. Surely, we submit, it cannot be right that taking that simple - and for many - essential step to
start to deal with the past should prove to be any sort of impediment to any future prosecution of
the individuals who have abused them. We requested that CTI put questions to Ms. Shallow on
this point on Day 11. Ms. Shallow' s response was to acknowledge that accessing the records may
be important, but her response - whilst ostensibly sympathetic - made clear that her presumption
is that taking this action is liable to prevent them obtaining justice for any abuse which they have
suffered in the past. 369 She described it as a matter of "priority", "choice, " "conflicting needs. "
We disagree. These matters should not be in conflict. Whilst we of course recognise that a defence
team may use against a complainant the fact that they have seen their records, there is an
objective, clear and strong explanation for this, and the CPS should be willing to confront this
matter head on.

379. The test in the Code for Crown Prosecutors is as follows:

"a prosecutor must be satisfied that there is sufficient evidence to provide a realistic
prospect of conviction. This means that an objective, impartial and reasonable jwy ...
properly directed and acting in accordance with the law, needs to be more likely than
not to convict the defendant. It is an objective test ... "370
An objective, impartial and reasonable jury would understand why survivors who have been in
care in their childhoods may need to access their records, for their own peace of mind or mental
health.

380. If the CPS continue to adopt this approach to survivors who are care leavers who have accessed
their childhood records they are not "empowering" survivors - the term used, rather jarringly, by
Ms. Shallow when addressing this question in her oral evidence. Rather, they are blocking
survivors who have accessed their records from justice.

381. Second, persistence of negative assumptions about victims. Ms. Matthews gave evidence on Day
12 about the improvements in CPS decision-making since the decisions in in the Gathercole case
in 2000 and the Noy case in 2006, which referred to child victims being "promiscuous" as a
reason not to proceed. But as recently as 2016 we see NO-A28 being described as having
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"crossed boundaries" with Logins, and having been "inappropriately physical" with other staff
members. 371 This is deeply concerning language to hear being used so recently when considering
an allegation of rape by Mr. Logins by a survivor who was a 13-year-old girl at the time.

382. It also shows that, despite the ans\ver given by Sam Shallow during the hearings to a question
from CTI regarding the possibility that social services records may be unreliable 372 , in this
instance the records written by Beechwood staff about this child were, many years later, used
against her.

383. Third, jury myths. Counsers August 2017 advice in the NO-F80 case refers at [22] refers to jury
prejudices about \vhether a 14-year-old boy is really a 'victim' of an older woman as a reason not
to prosecute 373

-

precisely the kind of prejudice which prevented

;[?~i~~~~~~~"lfrom
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forward, described above at [304] of these submissions. This ad~1ce·-·wa:s·-·a.ccepted by Ms.
Matthews. However, the test in the Code for Crown Prosecutors is of an "objective, impartial
and reasonable jury", not a jury with unreasonable prejudices about boys being abused by
women. The July 2017 guidelines 374 refer to the "notional jury wholly unaffected by any myths".
Counsel's August 2017 advice does not proceed on this basis. It remains unclear why Ms.
Matthews accepted it, and why no action was taken to correct and address this concerning
approach in counsel's advice. Further, the advice refers to it being a weakness that the victim in
that case has made allegations against multiple people, but a great many of our clients were
abused by multiple people, and it is now clear that previous abuse increases risk to further abuse.

384. Fourth, mental health problems. As a consequence of the abuse which they have suffered, many
victims of child sexual abuse have mental health problems. However many of our clients have
been told or have learnt from evidence in this inquiry that the people who abused them will not
be prosecuted, because they will be painted as an unreliable witness, because of their mental
health problems. For example, P 12 has learned of that from Mr. McGill's statement, which states
at [261] that her mental health difficulties may affect her reliability, and D4 7 - sexually abused
from the age of 8 at the Ridge - was told that charges against her abuser (NO-F278) were to be
dropped due to her having '·an exceptionally severe form of dissociative mental disorder", most
likely caused by early childhood sexual abuse. How does a victim with mental health problems
obtain justice in the face of such decision-making? Or is an abuser who causes significant mental
health problems in effect able to abuse with impunity? Should additional resources be committed
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to obtaining corroborative evidence when a victim has mental health problems, to ensure that
victim has the opportunity to obtain justice?

385. This is one of a number of examples of an apparent mismatch between the approach described
by the CPS witnesses in theory and the decisions in individual cases in practice. Ms. Matthews'
evidence on Day 12 was very sympathetic and understanding regarding mental health. She
acknowledged that, whilst there may be times when a mental health issue impacts upon reliability,
"that said, it's often symptomatic of trauma that that person has experienced. So I am actually
velJ1 care.fill how I assess and understand references to mental health. Indeed, many of the
complainants who have been in these institutions may have had mental health issues as a result
of what they have experienced during their time in institutions. So I think we have to be very
care.fit! how we understand that. "375

Communication of CPS Decisions
386. The Victims' Right to Review ('VRR') scheme is a welcome development, allowing CPS
decision-making to be challenged and tested \vhere appropriate. Hmvever, for the VRR scheme
to work, it relies upon decisions being communicated to victims, and communicated accurately.
They cannot review decisions if they don't know about them.

387. A particularly concerning example which emerged from a close review of the CPS documentation
revealed that Pl2 was never told the reason why Mr. Logins has not been prosecuted for raping
her at Beechwood. Mr. McGill's statement summarises the decision-making in her case (NOA28/ Pl 2). 376 He describes at [260] how Pl 2 - a 13-year-old girl -was, "according to Beechwood
records, " "manipulative, " "had been crossing boundaries with Logins" and "had been
inappropriately physical towards other staff members. " He also, at [261 ], says mental health
issues were identified from her medical records which could affect her reliability, and so a
psychological assessment was requested. This was never pursued by the police - there is no
explanation for that failure. Despite this, the reviewing lawyer decided, in 2016, on the basis of
the information available there was not a realistic prospect of conviction.

388. At [262] of Mr. McGill's statement it says that the decision \Vas communicated to the police in
May 2016 and they were remined to inform NO-A28 of her right to review the decision. However,
see [75] of Pl2's statement where she says the police told her there was no public interest in
pursuing this because of Mr. Logins' conviction and sentence to 20 years (March 20 l 6), and her
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clear indication that she got no document; she also says, at [79], that the police told her that her
case will be taken into account when he is due for release. This is also reflected in the complainant
CP table summary, and was read into the record on Day ] 5. 377 This is very different to the
summary provided by Mr. McGill in his statement.

389.

Pl2 has since 2016 had a positive view of the police; she understood and respected the decision
that it wasn't in the public interest to prosecute when he is already serving a long sentence. She
has been shocked and distressed by the ne\v-found knowledge that this was not in fact why he
was not prosecuted for her rape, but rather the decision was based upon negative slurs about her.
She did not get given a proper, correct explanation of the CPS' s decision and so the VRR scheme
was meaningless in her case. It is unclear w-11ether the failure of communication arose between
the CPS and the police, or whether the CPS provided full information to the police and they failed
to pass it to Pl2. The end result, however, is the same.

390. Ms. Matthews was asked about communication with complainants when she gave evidence on
Day 12. She was asked:

"Q. One more broader thing: at paragraph 14 ofyour statement, which we don't need to
go to. you say that when a decision is made not to prosecute. the police are responsible for
informing the victim or survivor and telling them of their right to request a review.
A. Yes.
Q. At that stage, is it simply the police's responsibility, or do the CPS take any steps to
ensure that the victim is told of that right?
A. Prior to charge, if there's been a formal consultation with the police. whether it's by
telephone or in person, then the duty is on the police, according to the victim code, to speak
with the witness, and explain the decision not to prosecute, and also to inform them o.ftheir
right to review. But what we are encouraged to do in our charging advice is to make that
clear in writing, so that the victim does understand that position.
Q. Would the charging advices be sent to the victim usually.?
A. No."

39 l. The Code of Practice for Victims of Crime (October 20] 5) addresses this at [2. l] - [2.6]. It sets
out an entitlement, pre-trial, for the complainant to be infonned of a decision not to prosecute a
suspect (and a decision to prosecute, or to give an out of court disposal to the suspect): [2.1]. It
also explains that, following a police or CPS decision not to prosecute, "you are entitled to be

notified ofthe reasons why this decision was made, how you can accessfurther information about
the decision and how you can seek a review of the decision if you are dissatisfied with it, in
accordance with their 'Victims· Right to Review' schemes": [2.2]. The timeframe for receipt of
the information is set out at [2.4] (within 5 working days ordinarily, or within l working day in
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certain circumstances). It is only, however, [2.3] which expressly refers to the police being
obliged to give certain information not relevant to this scenario (details of the first appearance
where the suspect has been charged, or details of bail where the suspect is released on police bail
to appear in court). The section does not specify whether it is the police or the CPS who should
communicate in other circumstances. Rather, the two organisations are rolled together.

392. Similarly, the phrasing post-charge is vague regarding the respective responsibilities of the police
and CPS: see [2.8] - [2.11].

393. Ms. Matthews' evidence is clear that the police are expected to communicate the decision not to
prosecute. But there appear to be no systems in place to ensure that the CPS decision is
communicated accurately to the victim. Pl2's case is a shocking example of the need for change
to this process.

394. Further, the Inspectorate's recent report criticising the CPS's communication \vith victims
(Appendix l) reinforces our concerns. It describes sloppy letters with basic errors, and concludes
that victims of crime are being "badly failed" by the CPS given its poor and insensitive
communications.

H.

RECOMMENDATIONS SOUGHT

395. We set out below a long list of proposed recommendations, some national and some specific to
Nottingham and Nottinghamshire. We urge the Inquiry to consider making recommendations as
soon as possible. Whilst our clients appreciate that some topics will need to be examined more
closely in other strands, such as Accountability and Reparations, before a final recommendation
is settled upon, the vast majority of these proposed recommendations are not in that category.

396. D6 in his oral evidence cautioned against the promise without action, describing one of the
frustrations of multi-agency meetings which he has attended with a survivors' group as being, "a
lot of good things were said and very few good things were done. " 378 Our clients seek specific,

detailed recommendations, with tangible, specific targets; they do not wish to see
recommendations which are simply vague exhortations to 'do better'.

378
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397. They also seek recommendations with in-built review mechanisms. They are concerned that some
of the institutions under scrutiny during this investigation may be inclined to make vague
promises and use aspirational words, but meaningful follow-through afterwards is unlikely. As
we indicated at the outset of these submissions, to guard against this, we seek to ensure that the
"bright torch" referred to by Mr. Pettigrew on Day 14 379 remains trained upon Nottingham and
Nottinghamshire institutions throughout the lifetime of this [nquiry, and that there is a further
follow-on mechanism thereafter. We do not want our clients and these issues to be returned to
the shadmvs again once the Inquiry's focus is elsewhere. We ask that all institutions report back
to the [nquiry on progress on a twice annual basis until the [nquiry comes to an end, using a
process analogous to the follow-on procedures when Coroners make Prevention of Future Death
reports. If they do not comply with your recommendations, we \vould seek the opportunity to
then make submissions for your final report on the outstanding matters.

Proposed National Recommendations
398. We seek the follmving national recommendations:
(l) Creation of an independent police investigation body.for child sexual abuse at national

level, akin to the National Crime Agency ('NC'A ')Modern Slawry Human Trafficking
Unit.
The Modem Slavery Human Trafficking Unit (MSHTU) is a multi-agency organisation
led by the NCA. Its role is described as being "to provide a central point of expertise,
support and coordination for the UK's response to modern slavery and the trafficking of
human beings."380 An equivalent specialist body is required, at national level, to act as a
central point of expertise, support and coordination in respect of child sexual abuse.
Operation Hydrant is a national operation, but we suggest that a national bodv with
permanence is required. There are two separate sets of reasons for this proposal:

(a) the reasons advanced by D6 on Day 5 of the hearings; this recommendation is based
upon his idea; and also

(b) the fact that so many survivors of abuse in care have a fundamental lack of trust in
the Nottinghamshire Police (D47, Pl6, D42, all those who absconded from
placements, reported abuse but were returned to their abusers by the police Nottinghamshire Police facilitated their abuse). This lack of trust in the police runs
379

Day 14, page 127, line 12.
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deep, and a separate, national agency setting strategic direction may assist with
engaging such survivors and demonstrating that this is very different to the force
which they distrust so fundamentally. There is a loose analogy here to the creation
of a specific non-South Yorkshire Police/ non-West Midlands Police investigating
team to consider Hillsborough, given the irreparable broken trust bereaved families
had in those particular forces.

(2) Funding for Children's Services Departments.

We referred to the importance of resources in our Opening on Day 1. There have been
catastrophic cuts to funding for children's services across England over the past number
of years, as part of the Government's austerity programme. This has resulted in nine out
of ten local authorities struggling to meet their statutory duties, according to the All Party
Parliamentary Group for Children's March 2017 report concerning children's social care
services in England, No Good Options. 381 Many of the concerns identified in these
submissions and which emerged from the evidence concern or are at least partly linked
to funding shortfalls: chopping and changing of social workers, lack of placement
stability for children, inadequate risk assessments, not conducting return interviews when
children abscond from care. Alison Michalska, then President of the Association of
Directors of Children's Services ('ADCS'), gave an October 2017 interview to the
Guardian 382 when ADCS published a policy paper. Both the paper and the interview

highlighted the concern that swingeing cuts to local authority budgets were placing
children at risk, with a £2 bn shortfall between available funding and essential needs, and
concluded that "the crisis is reaching tipping point.'' We consider it essential that the
Inquiry recommend to central Government that this funding crisis for children's services
be resolved.
(3) Limitation Periods

We submit that limitation periods should be abolished entirely in child sexual abuse
cases. This has already occurred in Canada, parts of Australia and Scotland. We
recognise that this issue is likely to be considered in more detail in the Accountability
and Reparations strand, but as this is a matter of serious concern to our clients in this
strand we raise it here. Our clients are concerned that limitation points are taken as a
tactical device to resist legitimate claims for compensation when, as the Inquiry is very

381
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well aware, so many complainants find it desperately difficult to come forward, and it
often takes decades before they can do so.

In this regard, we support and commend to the Inquiry the Slater and Gordon Civil Justice
Issues paper, filed with the Inquiry for the Accountability and Reparations Module
(September 2016), and in particular question 14 on limitation.

(4) Guidance concerning identification of child abuse in care settings
As indicated above, we seek a recommendation that the Department for Education be
tasked with preparing a specific guide to identification of child abuse in care settings,
including particular vulnerabilities which children in care may have, particular barriers
to reporting which may a.rise, and ways to facilitate children in care to disclose if they
a.re being abused. We have explained the existing knowledge gap and the tendency for
existing documents to focus upon abuse markers in fan1ily settings.

(5) Sufficiency Duty, Children Act 1989
Section 22G of the Children Act 1989 has been in force since 1st April 2011, and there is
accompanying statutory guidance. 383 The aim of the provision was said to be to "ensure

good-quality local placements. " The guidance at [ 1] states:
"Section 22G of the 1989 Act. .. requires local authorities to take strategic
action in respect of those children they look after andfor whom it would be
consistent with their welfare for them to be provided with accommodation
within their local authority area. In those circumstances, section 22G
requires local authorities, so far as is reasonably practicable, to ensure
that there is sufficient accommodation for those children that meets their
needs and is within their local authority area."
The guidance is useful, but it does not address in detail the particular concerns which
have been raised in these hearings concerning distant placements, or absconding from
care. We suggest that the Inquiry should recommend that the Department for Education
consider producing revised statutory guidance concerning the s. 22G duty, addressing
these matters.

383
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(6) Unsuitable Placements for Children: Direct Access to the Court
TI1is recommendation arises from a question Mr. Frank asked on Day 2, following D7's
evidence. He asked CTI the following 384 :

"MR FRANK: I wonder, Mr Sadd, if I could ask one question arising partly
out of the evidence we've heard already today. May I make it clear that the
question I ask, I'm not expecting an instant answer to it. It's really a matter of
law which I shall be glad for some assistance on in due course, but please don't
feel any under any pressure to answer immediately. The question really arises
in this way. Where a child in care, as our last witness was, is in an
inappropriate or unsatisfactory placement, today, under the Children Act 1989
we might think of a remedy under section 8 of the Act. In fact, of course. we
know that section 9 of the Act precludes a child in care from making any such
application. As far as I know. though I don't know for certain, although this
witness's evidence was pre the Children Act 1989, in terms of her experience
in care, the same situation would have obtained then. So we have a situation
where a child is in a wholly inappropriate placement, but there is no legal
remedy for removing that child from that inappropriate placement. I would be
glad at some point to have some understanding as to whether there is a remedy,
if it's not under the Children Act 1989, what that may be, or are we in fact in a
situation where there is no legal remedy for a child in care who is
inappropriately placed? I would be very interested to hear some submission
on that at some point in the filture, if we may. "
Our response, in short, is that currently there is a legal remedy for the child but it is a
convoluted one and not particularly accessible: the child could bring judicial review
proceedings against the local authority for a breach of the obligations under Part III of
the Children Act 1989, namely a challenge to the local authority's decision regarding
suitability of a placement under s. 22C(5) or to a failure to conduct a review pursuant to
s. 220. There is no in-built remedy for the child himself or herself within the Children
Act 19 89 itself. Whilst the local authority must seek the child's vie\vs prior to conducting
a review of accommodation under s. 220, the child does not have a direct way of
addressing unsuitability under the scheme. There is no equivalent in Part III of the Act
to the provisions in Part II which allow a child to make an application witl1 the leave of
the court (sees. ] 0(8)). Judicial review is a clumsy mechanism, particularly ass. 22C(5)
gives the local authority wide discretion in relation to the placement. We suggest that
there should be an equivalent in Part III of the Part II process which grants a child direct
access to the Court if required, with leave.

384
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(7) Independent Reviewing Officers Should Be Independent
IROs should be independent of the local authority. They are currently likely to be seen
as just anotl1er social worker, another local authority professional, and not an
independent, trusted adult. The Government should be urged to reconsider whether to
implement section 11 of the Children and Young Persons Act 2008 to employ IROs
independently of local authority operational management.

In the meantime, we seek a specific and more limited recommendation concerning
Nottingham City Council's IRO system, addressed below.

(8) Government to Give Consideration to an Independent Mechanism for ilfanaging the
Records of Formerly Looked After Children
The rationale for this recommendation is that trust has fundamentally broken down
between many survivors and the councils which were their corporate parents or were
looking after them at the time they were abused. But beyond this there is a problem much
wider than Nottinghamshire or sexual abuse regarding the conflict between local
authorities' interest in reputation and risk management versus looked after children's
interest in redress for past failings and learning about their histories. There are strong
parallels with the situation of child migrants.
We seek a recommendation that the Government consider the possibility of an
independent mechanism, and update the Inquiry on its vie\vs prior to the cessation of the
[nquiry's business. We put this recommendation in this way because the details require
careful thought and it has not been explored during the course of this short hearing. It
seems to us that the independent mechanism could be a national authority, which would
alleviate some of the difficulties in coordination for children who were moved around
various local areas during their time in care. This national body could also be the single
access point w-hich we ask to have established for former looked after children to request
records relating to their childhood - they should be assisted in this process; and the
process should be free of charge and as simple as possible.

CPS
399. We seek the following recommendations in relation to the CPS:

(9) Urgent Review of Its Position Concerning Complainants' Access to Records

107

INQ003565_107

For the reasons given above, the CPS should be tasked with urgently reviewing its
position in relation to complainants accessing their records. TI1e current position is not a
reasonable one, and the CPS should be robust in challenging misconceptions about
access to records. Survivors need and are entitled to know their history. There should not
be a binary choice between 'justice' or knmving your history.

(10) Amendment to the Victims' Code and/ or the VRR Scheme
We have summarised above how there is a lack of clarity regarding who is to
communicate with a complainant regarding certain CPS decisions in abuse cases, in
particular decisions not to prosecute and decisions to discontinue. The Victims' Code at
section 2 should be amended to expressly and clearly set out the respective roles of the
CPS and the police. Further, the CPS should have a protocol or clear practices in place
to ensure that, when delegating to a police force such as Nottinghamshire the task of
informing a complainant of a CPS decision, the complainant is in fact informed of that
decision accurately, and sensitively.

Nottinghamshire Police and the CPS
400. We seek the following recommendations, directedjointlyto boili the Nottinghamshire Police and
the CPS:

(11) Local Protocol I Arrangements regarding Communication with Complainants
Recommendation (10) is a broad proposal, but in any event it is clear that there have
been particular difficulties with communication within Nottinghamshire. There is an
urgent need for the CPS and the Nottinghamshire Police to liaise and agree a process
for communicating CPS decisions to complainants effectively and accurately, in
compliance with the existing Victims' Code and VRR scheme.

(12) Independent Review of Historical Abuse Cases which have been NFAed
Given concerns regarding decision -making in relation to abuse of children in the care
of the Nottinghamshire Councils, there should be an independent review of those
historical abuse cases which have been NFAed. This should consider whether the CPS
should reconsider its decision, and if not, whether to provide a proper explanation to
complainants and how.

Nottinghamshire Police
40 l. TI1e follmving recommendations are sought in relation to the Nottinghamshire Police:
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(13) Clear and Specific Guidance I Protocol on Communicating with Complainants in
Historic Child Sexual Abuse Cases

Chief Superintendent Griffin agreed that such a Protocol would be welcome. It can and
should ensure sufficient flexibility while not leaving important judgements entirely at the
discretion of individual police officers. It is pressing given the many adverse experiences
victims and survivors have had, with crass and distressing communications or radio silence
for months or years on end.

(14) Review: Facilitators ofAbuse and Those Who Sheltered Abusers

Given the evidence which has emerged regarding Beechwood in particular, it is clear that
there \Vere many members of staff or social \vorkers who either turned a blind eye to sexual
abuse, failed to take action to protect children from sexual abuse where there were clear and
present dangers, or facilitated sexual abuse, including through participation in a violent and
physically aggressive culture. We ask that the Inquiry recommend that the Police undertake
a review of appropriate cases to investigate whether any crimes were committed by
individuals other than those suspected of sexual abuse, e.g. perverting the course of justice
in respect of child abuse allegations or other associated offences. The objective is to ensure
accountability not only for the abusers themselves but also for those who have sheltered or
facilitated abusers.

(15) Training: Handling Historic Child Sexual Abuse Cases

As Chief Superintendent Griffin agreed, such training \vould be valuable and welcome.

The Councils
Nottinghamshire County Council On(v

402. We seek the following recommendation:

(16) Historic Review of Council St0;ff

We do not understand the County Council to have undertaken a historic audit of its staff
in the way that the City Council did. We ask that a recommendation be made that it do
so as a matter of urgency. FThis is of particular concern to our clients given that NOA I 04 was indecently assaulted by social worker Myriam Bamkin at Amberdale when he
was 15. She continued in her job for almost 30 years after concerns were ignored. She
worked for the County Council until as recently as 2016 when she was suspended
following a complaint. She has since been convicted and sentenced to two and half years'
imprisonment. Sentencing her, Recorder Paul Mann QC said "the head of the unit
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appeared to have told that member of staff to keep it to himself and it was swept under
the carpet."

(17) Urgent Update from the Lead Member for Children's Services and the County
Council's Children and Young Person's Committee regarding Compliance with
Statutory Guidance
This is an urgent matter given the evidence of Mr. Owen. We suggest that Mr. Owen and
the Committee should provide an urgent update regarding what steps they are taking to
comply with their obligations to children in care, including in particular children in foster
care, and regarding their compliance with the statutory guidance.

Nottingham City Council Only
403. We seek the following recommendations:

(18) IROs: cease co-location
We suggest that the City Council IROs should not be co-locating with the colleagues they
may need to challenge on behalf of individual children. The County Council do not have their
IROs co-locating; the City Council should not do so either.

(19) IROs: review of line management structures
We also suggest that Nottingham City Council should review its line management ofIROs
in order to achieve maximum independence within the existing structures.

(20) Leaving Care Systems: Independent Audit
Given our concern that Personal Advisors at the City Council are insufficiently independent
to perform their essential role, and that D6 remains without a current and lawful Pathway
Plan, we seek this recommendation. There should be an independent audit of the City
Council's Leaving Care systems, including a detailed review of the operational independence
of the 9.5 Personal Advisors and checking whether up-to-date Pathway Assessments and
Pathway Plans, prepared in compliance with the Leaving Care Regulations, have been
prepared for care leavers.

Both Councils
404. We seek the following:

(21) Individual Apologies
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Both Councils should undertake a proactive review in order to consider the need for individual
apologies. The Councils should not wait for failings to be brought to their attention before
considering responsibility and apologies but should do this proactively (Steve Edwards talked
about the importance of self-criticism in his evidence; this must be demonstrated in practice).
Survivors should be consulted individually regarding the form they want an apology to take for example, written, face-to-face with the Director of Children's Services, and so on.

Further, the Councils must recognise also that some victims do not want an apology. For some
of our clients, apologies are meaningless and pointless.

It must also be made clear in every case that an apology is not seen as a replacement for
compensation or other redress.

(22) Review of all current and former council staff who may have failed to take
appropriate action in response to disclosures of sexual abuse
This review should take place, with appropriately severe disciplinary actions to follow·, and
referrals to the police in cases where a criminal offence might have been committed. Our clients
feel strongly that those who 'turned a blind eye' or otherwise facilitated the abuse must be held
accountable, and not only those who sexually abused.

(23) Records: Historic
Whilst our clients seek a national level recommendation regarding records, at least going
fonvard, we also seek a discrete and specific recommendation given the very poor state of
records from the Councils: we endorse Mandy Coupland' s request for independent archivists
to document, catalogue and sort the existing records, to enable survivors to access those
records swiftly. The Councils should also ensure that assistance should be provided to
persons who are accessing their records - help for those with literacy issues, counselling
support if necessary, and so on. Where records are not found, or there are other problems,
information must be provided to the former looked after child in a prompt, transparent and
honest manner, but also compassionately and appropriately (with a proper explanation and
the opportunity to ask questions, but also an entitlement to an explanation in writing).

(24) Mechanism for ensuring independent holistic support to survivor
We make three points in support of this request:
(a) Even if they had the best of intentions and plentiful resources the councils themselves are

not the appropriate body to provide support to many survivors. As indicated in Mandy
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Coup land's evidence, the tmst is irreparably broken for many survivors, and there are real
questions about conflict of interest;

(b) While the survivors' groups are an important mechanism for many victims, they are not
the right fit for every victim/survivor, and nor are they able to provide professional
services;

(c) Ideally this should be more than a 'signposting' service. There is no point in having a

signpost to services which don't meet needs. Funding is needed for real services are
needed, especially in mental health, but also in other areas including adult remedial
education, training and employment assistance and physical health.

Nottinghamshire Healthcare NHS Trust and Greater Nottingham Clinical Commissioning
Groups
405. We ask that the Inquiry make the follmving recommendation:

(25) Urgent(v reconsider the decision to cut the Primary Care Mental Health Service

In her evidence, Mandy Coupland referred to the axeing of one of the City's mental health
services, announced during the course of the hearings in this investigation, on World Mental
Health Day, l0 1h October 2018. A team often nurses who provide mental health care in the
community has been decommissioned due to "funding constraints."385 This is a vital service
for a number of our clients whose mental health has suffered as a result of their abuse in
childhood and subsequent linked adverse life events.

I.

CONCLUSION

406. We ask the Inquiry to make detailed findings, encompassing the matters set out in these
submissions, and to make robust recommendations, as quickly as possible. Our 45 clients have
come forward to assist the Inquiry with its work. They seek real, tangible change so that other
children are protected and do not have the devastating experiences which they have had, as
children in care and now as adult survivors.

385

Nottingham Post, 'City mental health team axed on World Mental Health Day,' 11thOctober2018.
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