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2
TERMS OF REFERENCE

On the 13th June 1989 Mr - was convicted at
the Central Criminal court of the manslaughter of his

youngest son, Liam. This Review was established under
the auspices of the Islington Area child Protection
Committee to inquire into the case. Its terms of

reference were

1. to investigate the events leading up to and
the circumstances surrounding the death of
Liam Johnson on the 25¢th December 1987:

2. to examine the work with Liam Johnson and
his family of +the commissioning and other
agencies and their respective staff in
relation to his welfare:

3. £o examine the co-ordination of services to
Liam Johnson and his family by the commis-
sioning and other agencies and the adequacy
of the liaison between them;

4. to consider the form and management of the
Case Review conducted by the Islington child
Protection Committee agencies shortly after
Liam Johnson's death and the adequacy of the
axchange of information among them;

arising therefrom to make such recommenda~-
tions as the Panel deem appropriate upon the
adequacy of present guidance on the conduct

(93]

of such investigations;
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Johnson's death and the criminal proceedings
and to make such recommendations in this
regard as the Panel deem appropriate;

7. to inquire into any mattar relating to the
above as the Panel may think fit;

8, to report with such recommendations arising
out of the above as the Panel may dean
appropriate including the conduct of child
abuse ingquiries.

While these terms of refarence have at times helpsd to
restrain us from exploring interesting but peripheral
issueaﬁ we have not otherwise found them +to be restric-

tive.




CHAPTER

INTRODUCTION

1.1, It was decided that the Review should conduct all
its proceedings in private, but with a commitment that
its report would be published. Tt was not established as
a totally confidential inquiry in the sense that we were
not required to hold our proceedings in a completely
neutral venue, nor to prevent witnesses from accidentally
meeting one another whilst waiting te give evidence.
Within that constraint, we have tried to ensure that the
evidence given to the Panel in confidence has remained

8C.

1.2, This has obvious implications for osur procedures.
It renders inappropriate the common procedure in public
inquiries whereby people are legally represented and have
the opportunity to cross-examine witnesses who give
avidence. We have permitted participants to have someone
with them while they gave evidence if they wished. Many
have chosen to do so, with Trade Union representation

being the preferred choice.

L3 We have tried to conduct ocur procedure as
informally and fairly as possible and have tried to give
participants the opportunity to deal with any adverse
criticism or matters which were raised after they had
given evidence and which required further comment.

fot

1.4. Some concern has been expressed about the fact
that we have not served any "Salmon" letters, i.e.
letters which draw te participants' attenticn in advance
areas of possible concern or criticism so that they are

iblia o deal with those criticisms when they give

=

Wy,
=

swvidence, It did not appear *o us from Aur preliminar

TEARLNG 2f 0 tne docunents rthat thers was any individual

R

f et
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whose conduct cried out for the S€rvice of Such a letter,
There are brobably few cases in any professional sphers
which if raked over in detail Years afterwards with the

have been done better or differently or where practice
could have been improved. 71qo serve Salmon letters about
those sorts of matters, in our view, inevitably produces
4 high level of anxiety and an unﬁerstandably defensive
attitude in the recipients. They mean that the inquiry
begins on the premize that there are "people who are to
blame". We have trieg instead to encourage partiéipants

and at ways in which practice might pe improved. In
order that no-one should feel that they had been taken by
surprise, or had an inadequate CPportunity of dealing
with the matters raised by the Panel, or had not done

l themselves justice or omitted Something vital, we invited
' all witnesses tgo write or talk to us again if they

wished. Some have done 50, most have not,

THE EVIDENCE
=il BV UENCE

1.5, We have had, of course, no Power to compel
witnesses to attend or require them to produce documents.
Most have dene so in response to regquests by letter or
telephone that they should contact us. we gzt over a 7
w28k period, during August and Septenber, hearing oral
2vidence on the 2quivalent of 22 full working days. We
heard the oral evidence of 75 witnesses, SOome more thap
once. We have received 5 detailed Written Submissionsg
and a vage AmMouUnt of written material.

5, We would like to record that we have received the
fullest Co-Operation fronm all
Drofessioral WiITness ¢ firom Sheffisid)

sad o glva evids.
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criminal Proceedings +o give evidence to us, Their
raeluctance ig understandable but it does mean that our
report lacks the dimension ©f the general public's
perception of the avants and services provided by the
agencies whose conduct is under raviaw,

1.7, As we have stated, we have tried ¢o keep the
evidence given to the Panel confidential. we are awvare
that many of tha witnesses who gave evidence to the Panel
have themselves disclosed both the fact that they have
done so and the evidence given. It is clear that there
has been considerable disclosure about the general issues
in which the Panel were interested,

1.8, Although theres was a considerable measura of
agreement about much of +the evidence we heard, we have
inevitably had to resolve conflicts in the evidence of
witnesses with different recollections of avants, We
have tried to synthesize the evidence we have received to
give as accurate a picture as we can of the key\events,
without necessarily indicating at each point where the
evidence conflictad. Qur promise of confidentiality has
meant that we have not disclosed the Source of a par-
ticular allegation, where that was made orally to us,
unless it is in the interests of that witness to 4o so,
°r 1f the witness had already given- that piece of

a2vidence publicly.

1.9, The main exception to that ig the father himselrf,
He has co-operated fully with our inquiry. 71n fairness
to him it seemed right te peint out where he challenged
the evidence of other witnesses and disagreed with their
account. This could not be done without it being obvious
“hat our source wWas. Hde has therefore consented to ayr
disclosing nis lnvolvement ang e2vidence whare ap-

oropriate.,
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1.10. There 1is another area in relation to which
complete confidentiality is inappropriate. That is the
medical evidence. All the expert medical witnesses who
gave oral evidence to us had already given evidenca in
the father's criminal trial. Prior to the start of the
criminal trial, there was a clear conflict between the
evidence of the Pathologist for the Crown, whose view was
that the injuries had been caused by vioclent shaking and
the Defance Pathologist who thought the injuries were
consistent with the father's account of a fall. Very
shortly before the trial began, one of the Defence
experts pointed out that whereas both pathologists had
previously examined the case on the basis that all the
injuries were caused on the same occasion, in fact the
two most serious injuries were caused at different times.
One consequence of this was that during their oral
evidence at the trial the opinions of the axperts moved
rather closer together than their pre=~trial positions
might suggest. All were cross-examined at some length.

1.11.  As will be clear from Paragraphs 3.151 to 3.163
below, the medical evidence in this case is complex and
the injuries unusual. wWe therefore decided that instead
of asking the medical witnesses to see us individuélly,
we would bring then together in order that they might
discuss the case freed from the constraint of appearing
on one side or the other. We have necessarily set out a
composite of their views and opini- We have not
thought it necessary to preserva quite the same -‘of
confidentiality in relation to expert evidence 1..r6n
P o the evidence of other witnesses. " Samile
grateful to all of them for giving up their tinme for our
benefit, In the circumstances we have not rfelt it
necessary to obtain any expert evidence of our own.



HINDSIGHT

1.12. We have tried to bear in mind throughout our
inquiry that all the witnesses have spoken to us with the
benefit of hindsight and that our own perception is
inevitably coloured by that most useful attribute. We
have also borne in mind that this was not the only case
with which any of the agencies invelved had to deal.

1.13. We have also tried to avoeld Hudging the actions
of individuals with:the benefit of hindsight. It has
seensed to us only right that criticism of the conduct of
individuals should be based upon their Jjudgment and
actions in the light of the information which they knew
or ought to have known at the time.

1.14. We have also borne in mind in reaching judgments
that all the witnesses are several vears more experienced
than they were when they were making these decisions. In
the case of those who were already established prac-
titioners in their field this is obviously less important
than in the case of those who were relatively inex-
perienced at the time when they were dealing with this

case.

RAC

1.15. The Nl in the present case was I, the

o @

B o cach of the children, and his co-habitee were
* L and his brothers were all therefore NN
- Concern was expressad both to tha Area child
Protection Committee and to the Panel that none of its
members were black. Since the constitution of the Panel

was not a matter for us, we have invited those who have
made the criticisms to give us the benefit of their viaws
ce as to th2 appreach we should adopt. We have
comments maasured, constructive and helpf

. RN B - ¢ = = ¥
cannot gyrve us the gercaption of fhe
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agencies' work that a black person with their shared
experience of institutionalised racism would have, They
have sharpened our awareness of problems and issues. We
acknowledge, however, that from their perspective, this
report may be fundamentally flawed.

l.1s. There is undoubtedly a shortage of suitably
qualified black workers within the agencies. The reasons
for this are outside the scope of this report. a number
of those who dealt with the family were "non-white® but
the majority were. This is particularly true within the
:nahbcugggd TGt 5ot VPP AL
thgrw,wnﬁck e miaperveamd M pmime.
Ideallde adiiSushinpe o S SE— i
— WiWnMMg
‘ﬁath; So far as W il Adignised iy PSS,
himself has never eéXpressed a wish to have 2 black
worker, but he may well have preferred to do so. It

simply was not possible.

ISABEL THOMPSON

1.18. We cannot leave this section without paying a
tribute to our cutstanding administrative assistant and
clerk, Isabel. Her skill and flair in organisatiocn has

teen invaluable. She charmed witnesses into attendance,
cersuaded recalcitrant holders of documents to part up
with them and tended to all the practical needs of the
Panel. We could not have managed without her and we are
extremely grateful for all her hard work.



2.1, L died, in circumstances which we describe more
fully in Chapter 3, on Christmas Day 1987, His father
was subsequently convicted of manslaughter. L

had never been in the care of the London Borough of
Islington. His name was never put on the Child Protec-
tion (previously known as the Non-Accidental Injury
(NAI)) Register. His devels L

I

. A ™) TSR
MN‘ At no time during L's
lifetime was it e&vVer suggested that his father had
assaulted him. He wasg not naglected or ill-cared for,

LY

1]

i

2.2. Yet, on his fatherts conviction, the Minister of
State called for an Inquiry, according to Press reports,
in the following terms: -

"I want +to know why this child died.
Surely he was entitled to more protection
from the authorities than he received.
Something went very wrong. wae must find
out precisely what."

Underlying this attitude is a dangerous assumption - that
all violence to children is predictable ang Preventable.
The reality is very different,

2.3, It seems as though we have reached a Stage at
which when any tragedy occurs, particularly one invclving
“ae death of 3 child, there is an immediate demand for a

e = 5
UODLLC ilnguiry rrequently this ig 4 Yesponse to j1;-
= ,
tormed madia pressars “asra the Toca) Authorisy rnave
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assumed statutory responsibility for the child or the
child was known to be at risk, such calls are at least
urderstandable. We examine *the wisdom of them in Chapter
13 below. But if we have reached a stage at which even
imited contact with Sccial Services is sufficient to
raise a hunt for scapegoats, the implications for these
services ari annall;;ﬁ;&w“ o S —
m bMWgate Wanu
T o hmeWMuggag 2 Saghl s sl fipe T o NN 1
S ’rzvesbiqablnmgiﬁd an L 41 aceies soogrmespemse o ¢
MMractlceM PO fahipairhestivwed - -
Mu?uz@?‘szbatlngxwawmes-
‘%am;rcmems. e did Ll Ndiehisguiic - Samas any

Mors ; Judﬂ nent %'a .;ag wWay  sewcigitmie - o
*mmeﬁ”ﬁgf nd particularly those in_gggial Serwimmes,

‘E@nd‘fed the case, There is no e\udence that "something

ﬂeﬁt very wron

5. These whe take the trouble to read the facts as
“e found them to be, and our comments upon them, will we
nope reach similar conclusions, We have obviously
identified areas where practice and procedures could ke

improved and made recommendations in respect of them.

Those who do not take the +rouble to rsad thea

o

[19}
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CHAPTER 3
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AUGUST 1984 T0O DECEMBER 19gs

3.35, L was born in Nethar Edge HOsztal Sheffleld o
the 1st August“1984, auttevfng from sziqht b
Wother breast :-d ‘hin 4m for a tsg‘d.y. ﬁﬁ 1

R
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whereabouts, During these inquiries the health visitor

learned of 1,7 hospital admission. On the 27th September

the mother andg boys were seen by the health visitor ang
the doctor at the clinic in Scarborough, ‘WP was
walking ang pPlaying with other children. L had an
umbilical hernia which the mother was advised about.

3‘33, On the 3rgd October, on a referral from the GP,
L was admitted to Scarborough Hospital with diarrhoea and
vomiting for 3 days. While he was in hospital the mother

visit. The health records were transferred +o Scar-
borough. Scarborough Hospital had an excellent paedia-

3.40. On the 19tk October 1984, I wag readmitted with
the same complaint and was in hospital until the 22nd.
The medical view was that this gig not really requires
hospital admission. He was noted +o take feeds greedily.
Following his discharge, T, Was seen at the clinic by a
different health vigitor. The diarrhoea was resolved.
The mother missed a further appointment on the 5+ph
Hovember but was Seen on the 7+h,. L was vomiting aftaer
feeds. The mother was worried about potty training.
de was described as a shy little boy.

3.41. When the mother and s vere seen again at the
clinic on the 13th November L was still vomiting and was

distressed. _-'—_ i s
P ey vhich led to the move. She said he

iid not kncw her whereabouts, She had recently obtained

t £lat and vantad +o 2xchange tha sheffield iccommodation

Council Flar in Scarborougn. The healsrp vizies

Y

W

FUntacted Scarborough Seesial Services ywha Mread tg giv
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SUpporc. The gp wrstéitewfhe Hospital about I's con-"
tinued vomiting., Three days later L had a saﬁisfactory 3
months check-up apart from Posseting. an appointment had
been made for the mother +o 5e2e the paediatrician'but she

ment at the hospital. She was seen twice at the eclinic
in December when she said that she wasg going ¢o stay with

her father in Sheffield for Christmas.

c42. On the 27th Decembar
@ Sheffield health visitop,




Jo
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social warﬁcgw ia‘?tﬁ%:i%‘é‘%éﬁ; The mother hag
3ust feturned Her 1u1t1a1 Feaction was that her family
were doing this because they hateq the childrang:! father
and knew she was seeing hinm again. She was very defen-
sive about the possible injuries tqo the children and
claimed iniu¢ally that marks °n L's  back were hisg
mongolian blue Spot (a birth mark) . Boeth boys were
stripped. L had a healeg Scar about i ap inch wide
straight across his back at the level of his shoulder
blades. The mother explained that he hadg acc1dental%
touched a metal Strip on the fire which was hot, The
explanation was Credible. " became distressed when
Baking off hig clothes, Crying about "going to daddy 'g»,
There were rg marks on hin. During further discussion
the mother Said that ghe had been with the father ip

r

London anag he was due YD that day. N—

Ty sglny TR e e Both social

£ was being 2vasiva, The

J Dut ware Yery anxious
and demandi ng. The social workers advised immediate
illocation. A chilg abuse case Conference wasg not

convened ag the mother!

3 a
TaAsSe wag allocatag Lo a2 differant 30cial wWorkar,

P o o~ -~ % . R r - s e T =
2.352 41 The 2awn May 19838 1 “as seean by e heale-
o I . e P t - & [ N
“B1lTor WL 3 S B LTS8 o Tl Lorahaadd :,“‘TJVE'.“M,V_M’
o N o - ~ I - -

N - w L x St . S e b - 27



S

rehousing and a place at a different nursery. On the

23rd May the allocated social worker wrote to the mother

offering her an appointment,

3.83, On the 28tk May 1986, the mother went tgo the
clinie. Her owWn healtn visitor was on leave byt she told

care as she was finding it hard to Cope with the chil=
dren. The health visitor contacted the and discovered
that a social worker had been allacate& and referrad the
mother to them. The mothar told the social worker that
she had difficnlty in coping, that g and L ware out of
control. They wara “wrecking the placen, She was afraiqg
she would injure then, She said gha smacked them op the
legs and botton but they had injuries which she could noet
account for, L had wg thing¥ opn- his face, It was
swollen and bruised ang his mouth yag cut inside. She
thought is must have been her, [On the 3rg June her
friend told the health vigiter that L had hag a large
bite mark on his cheekl‘there wasg bruisiﬁg and swelling
and teeth marks. It may have bean this injury.;  the
mother said that thers had been a big change in her in

the last 2 months which she could not account for, She

did not thj @ father was the . S (e Smete
mtried Lot ”an with her problems

other than by receiving the children into “are, but *he

nother was unwilling to consider suych alternatives and

spoke in a very rejectinq way about +ha children aven

-talking of adoption,

1.54, The social worker discussed the case with her
senior. She was concerned that i the children were
raceived into care the mother would disappear and not sae
“hem again. They agreeg that i+ yas Dremature tq agreae
S0 a receprion ints care wWitiiout having seen the chilgrap

. £y b p g H 3 P 5 & 3
td owith 30 “ittle rackground information

ke d 5 1

. f N - o~ i - N - = e §
CRIRBY fold eng Tothar mhat thado ALt G o R T
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-
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3 the time which had already been agreeq on the foilcwin;
3 d3y. The mother said that was okay. The social worker
3 took her home, and noted that the children were in the
V bedroom with the babysitter, ang were very quiet. The
} rest of the flat was clean and very tidy. Pand L seemed
pleased to see +he mother and 1  ip particular was
! clinging to her. L was Seeking his mother's attention.
@ was smiling and playing One moment then suédeniy crying
3 for no apparent reason. L had a small graze on hig chin
and two small round marks, one on either side of his
p mouth. The mother saidg she didn't know what those marks
~1 wers. The children hagd not had lunch. It was late
afternoon and they were hungry ang irritable. On  her
} return the social worker discussed the casge again with
her senior ang they agreed +o offer a childminder for L
i
§

for 5 half days a week. : .
s

i

3
. ?%@ swcial worker "visited the mother again thr

5
Il lowine morning. She was pleased about the offer of
“dY care. The boys were in the bath laughing ang playing
with the bubbles. The mother saig she felt bettar. She
“as pleased about the offer °f a childminder for 1, and
had agreed that after all sh would take ® back to the
ursery. The sceial vorker saw both boys undressed. L

nad bump marks and scratches on the back of the neck. He
tad a bump ang Cruise on hig Centre forahead which was
said to have been from a tang cn the window ledge. B0oth
20Y¥s wanted thelr mother's attention. They were very
J2alous of sach cther. L had a tantrup, A vas very
“Eset about a broken vides tape and blamed L. The social
“erker agreed top mare a Secticn 1 Payment as rpa mother
Sald  she hag "0 money., She arranged +o visit +tha

following davy, A social worker 1150  inspacted tha




S S i R iR

-

.

“:57- THe mother's bahaviour AW 48 ¥ shock to pe
health Visitor; who at that tine was thé"professional who
Probably knew her besgt, Nothing in the mothertg Previous
Care of +the children Suggested that she wag likely
physically to‘ abuse thanm, Both were bonded " we1} with
her. The health visitor was Obvicusly alert to the risks
£0 tha children from the mother' g lifestyle, Such as the
frequent noves, the rfaet that the mother wag under stress
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3.63. On the 5th June 1986 a case conference wag hald
in the mother's absanca, It is clear that thise was being
held under the standard Procedure when , child wag
raceived ints care, rathar than being @specially converned
a8 a child abuse case conferernca, Both tha health
visitor and tha social worker recounted {n detail thejr
dealings with the mother. The health vigitep 3130 passeg
°n informavicn from her contact ity the naighbours,
according £5 +ha minutes, which uaf@nﬁuﬁatezy Had 5 ks

tiXen 5y tne senior s50€ial workar chairing =ne mesting
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after the children and that he was not prepared to return
them. The Sheffield séciidl werker wrote telling the
mother this and encouraging her to get legal advice. she
also passed on the information to the health visitor.

3.g2, On the 1st July 1586, Sheffield wrote again to
the London Borough of Islington bringing matters up-to-
date. That effectively ended their involvement in the
case aithéugh it was not formally closed until Novembear

13886, The sShaffield health visitor made one further
attempt to see the mother without success on the 15th /
July. In parallel with the contact between the two )

Social Services departments, the health visitor contacted .
her Londen counterpart. Coincidentally this was the same

health visitor who had been responsible for the mother

and S in 1984 and who was present when the mother came to

the clinic on the 30th March.

1

3.83. . The Islington health visitor's response was to
telephone the neighbourhood office on the 14th July. She
spoke to a senior social worker. Based on her knowledge
of the March 1984 avants (the full details wera not yet
in the hands of +the naighbourhood office) she was
extremely concerned about *he children remaining with the B
father. sShe told the fsocial worker that the father was a ‘
drug addict. He had in fact visited the neighbourhood
office again some 3 days earlier where he had been seen ,g
By a different social worker who discussed the situation
‘with him. The father confirmed that he was seeking
custody. The social worker raised the father's past
violence withH him. He again dénied any violence ts5 5.
Following the health visitor's call, the social workex
was asked whether he had seen any signs of drug abuse on
the rfather, but hs had not. It was agreed that the

-

nealth visitor would liaise with the Sheffield Health

and would make a home visit, ilthough she was

If
ra2luctant to do 56 alaone. %




.34, She did make such a V1S1t on the 14th July. The
Zather was not there but she sav M and L, together
with _,_ﬁ_i‘ The health visitor

oncerned that @ seemed rather withdrawn and queried

was
whether he was in fact backward., His speech had regre-
3sed to a stage known A% echolalia, where +hae child
repeats what is said to nim. L seemed more cutgoing.
' Nealth visitor was not concerned about the vhysical
-are of the children but dig wonder about their emotional

¢ she felt efywas very unhavpy. The health
7lsitor reported on her visit =5 Islington. Social
services had agreed to discuss the Case at their alloca-
Zion meeting ang would consider calling a case con-
farance. The childrens:® health records ware sent kack-

) o)

1.385. Three days later, the father completed an
ipplication for day care, Pas due Lo stare nursery in
“eptember. “he father wasg “orried about wme ducation
ind keen to ger 2im 23ses35024. Arrangements Yers mads To
wonvane a casze conferencea, ‘e hazaltn Visitor rang back
Vith information ang Was told khar Islington were vunaple

2 allocata tha TAase,
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3.87. At the Social Services allocation meeting on the
23rd July, guMlas decided that t would not convens a
child abuse case WWETERNNPELT hcld an informal informa-
tion sharing meeting. The ef!%ct of this was to cancel
the attendance of the Juvenile Bureau, who indicated that
they had no recent information +o give. There may have
been some confusion about this; because the note of the
telephone conversation says that the father had not come
to the police's attention, which was not true. The
aétendance of the GP was é!go cancelled. L's GP record
from the early part of his life has gone missing. It is
unclear whether it was ever transferred from Sheffield +o
London or if it was, what has happened toc it since. ws
record shows that the GP was consulted about childhood
ailments and colds and such like but that there were no
material matters which might have affected the case

conference dacision.

>
3.88. siip is important to note at this point that such
informal meetings were reasonably common. Had such =

meeting concluded that the children were at risk and
their names ought to be on the register, a formal child
abuse case conference would have been convened. Again,
however, it is important to note that at that time only
the names of childre® who were at actual rather than
potential risk of abuse could be included in the ragi-
ster. The meeting toock place on the 27th July 1986. 1t
was chaired by a senior social worker and those present
included representatives from Social Servzces!..ﬂucatlon

and the health service. They decided: 3

(1) Not to put the childrens' names on the NAT
reql®®r as the injuries were 2 years ago.
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(iiiy 4 to have speech therapy, which the health
visitor was to follow=-up.

(iv) The health Q%E&itor would encourage the
B family to register with a ¢p.

(v} The under-fives worker would encourage the
father to PUut L's name on the 1list for

playgroup.

(vi) 'The problem of monitoring the family in
August was discussed. The health visitor
was unable to guarantee a vigis, It was
hoped that +he family would visit the

clinie.

(vii) The Social Services would try teo allocate
the case.

£

The next meetingz would be on the dth
November 1986,

-,
E
Ty
FA
[
ot
St

J.89. Again we have looked in detail at this meeting
and decision, firstly to see whether there should have
been a formal child abuse case conference, as some people
have subsequently;suggested, and whether that would haVe
#ade any difference to the decision. we deoubt whether it
would have made any difference. The principal effects of
convening a child abuse case conference are that par-
ticipants bring different BXpectations to such a case
conference and make more eaffort +o attend; there is. a
list of those who are required to be invited to a child
abuse casge conference: (as we have seen the effect of
changing the title ¥asg that the police ang the GP were




52
, . |
direct their minds towards what decisions have been taken
and how the child is to be protected.

ference. In effect the decisions taken provided for a
protection plan and who was to implement each part of i+,
By this stage Islington did have the old file so that
this meeting had substantially all the information that
there was available about the father, They did not knew
about his convictions, but these were not disclosed by
the police until some considerable time after L's death
in any event. We doubt whether they would have added
much ¢to the knowledge which the meeting had of the
father's violence towards the mother. We have been
assured, and dccept that tha police had no "background
informaticn“?cn~the father to pass on. The father was
not known as a pimp or a drug dg;;gr in the area,
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v;aiencs of the father to '?

he

’r’“ze Islingtsn agencies Gn}.y learned the extent
cf it afterk L’s death :




\
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made some difference to £ ST, STl g PRAT. is the

visit to the Whittingten ‘Hospital. See para 3,147

below.) We think it unlikely, however, that if thesa
childrens' names had been placed on the register in July
1986 they would still have been on the register by
November 1387, , Y

Y

3.94. It is importagt to recognise that however well
agenciess Co-operate, however good the procedures, however
able and talentead and well-trained the individuals
working with a case, thers is ne way in which they can
effectively monitor the situation so as to prevant a
child dying in Consequenca of an incident of viclent
injury, except by removing that child from the home

altogether.

3.95. Of the plans which were made at that meeting,

some were put into effect and others were not, The
Social Services department wasg unable +o allocate the
case. The effect of allocation is that one social worker

wherea appropriate, co-ordinating the wWork of the other
agencieas, In this neighbourhood office, as in S0 many
other Social Services departments, there are always more
cases which need allocation than there are social workers
to whom they may be given, It is always a question of
deciding which cases should have the highest prioriey.
Again on the basis of what was known about the family in
July 13986, we do not think that it could be sajqg to be a
aigh priority case in Social Services terms. The crucial
issue is whether or not any social worker who might have
Seen allocated to the case would have Succeeded in
ouilding the sort of relationship with the family which
aight have alleowed propblems to pe discussed arg dealt
7vith. Ffor reasons which we shall consider in more detail
wWe Think ir dnlikaly “has shae
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3.96. The u&der«fives worker dig try to encourage the
father to put L's name down for playgrsup. She'saw?him
on the 1ith September but the father said that he thought
L was too young for such a group and that in any event A
Was available +go look after him, It is alse right to
point out that pressure for sueh Places within Is&ingtcn
is enormous, There is g3 strong belitica] ccmmitmgnt ts
the provision of care for the under-fives. rp practice
this has meant that the Social Servicesg department have
Cperated a quota systen to try ang énsure that a Certain
number of places are reserved for those children whe have
the greatest need for sych Provision. When a place
becsmes*available, it is matter of deciding which of the

stand any chance of securing a place in one of the
Nurseries at +tha age of 2§ to 13 Years of age, it ig
lecessary  tg PUt  their name down at birth, if not
actually during Pregnancy, rather in +he &anner of some
of the bettar known public schoolg!

3.97. At this meeting on 11th September 1986 the father
indicated that he wag unwilling tgo accept social work
Support, The heal«n visitor therefore agreed to vigit,

“2ll as @@ and together with _ Thera
“&re no preblenms with L although he Was a bit Chesty,
The Ffatheyr seemed caring and Concarned and-said that the
School that ® vas attending was “the same. The health
visitor herselfs wag reassured by'this visit ang recorded

B

that there were ‘no qontra-»indiééé;pns to the children

o
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3.100. According to @M account given in the criminal
trial, on about the 17th or 18th october 1986 she
attended a neighbour's birthday party leaving the father
in charge of the boys. on her return she saw that L had
2 swollen and bruised facae, bruisinq on one @We ang on
the brid!!"ﬂ?"ﬁ?g—gggg?"He Was very listless. He had a
3pongy bump on his head and seemed dazed. The father
said that he hagd fallen downstairs, She S@dJdested to the
father that should be seen by a doctor, According to
ner the father said that he would arrange to take L to
the doctor but did not do so. She said that she did not
believe tha father's account of the injury »ut said

nothing. e
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3.108. There is no doubt that the father did want the
Eoys to be ‘“tough”. He criticised § for being too
lenient and *urning them inte cissies. L was qu.ita' a
tough character but everyone seems to agree that 8 vas

not. He was more sensitive and less athletic than either
L or nis pGN—— § Having had the closest rela-
tionship with his father of any of the three boys, we
consider that @ was pProbably the most distressed by his
father's anger or displeasure. ’

3.109. We +think . probably was as Jenuinely concerned
1bout the boys as he appeared to be. If it was an ace,
ne certainly had the intelligen®® and linguistic skill to
issume the role of caring father and to play it o
perfection. We do not think that there were warning
signs gwhick were missed and which ought to have been
picke?up. We think this probably was a genuinely happy
period in which the tather, A and the children got to

inOW 2ach otke
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3.112. The fathar's temper became moz’uncertain and he
would lash out at . and the children. Whilst she was
still on crutches following an cperation on her foot,
“here was anm incident ona Sunday nd¥ning. The children
wvare drying themselvag by the fire. The father came in
in one of his moods. W vent to get the breakfast. The
father started on tha children. Sshe remonstrated with
him whereupon hae dragged her into tha kitchen ang thraw
the food everywhers. He then smacked L and 4. g intar-
vened. He threw her against the kifchen door. Sshe falj]
Sacause she had no balance. The father +than threw her
cut of the home still in her oyjamas. She returned
Latar, The father would not believe that ha had hurt
Zheam, Ha aiwayg said he did not mean to and was can-
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stairs on top of . The visible injury was that 1'g
right thigh hag swollen up overnight, It was very

He was examined by two doctors, X~rays were taken of his
hips and legs. Theare was no bony injury. 1n the context

3.148. on the 25th November, +he adjourned Custody
hearing took place,. The mother did not attend. There
was no Court welfare report. The Probation Officer hag
Not appreciated the return date and hag not completed his
inquiries. An  application for an  adjournment was
refused. The Magistrates heard the evidenca of the
father and granted custody to him. We examine the cCourt
Proceedings further at baras §.30-31 balow,

2145, 5 was Still not a+ scheol.  0On the 2nd December
“he father teisphonad +go 34y that ha wasg absent because

a2 nad had =a ittend Coger . On thae 3rd Decamber thse zZaw
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made an unsuccessful visit, On the 9th the health

visitor telephoned but received no reply. She visited _

the home which was apparently unoccupied. The kitchen
curtains were drawn. on the 10th and 1lth December 1987
there were unsuccessful attempts to visit made by the
ESW. On the 1lth the health visitor telephoned the
father. He said his own commitments prevented him from
bringing @ to school. He was urged to take him. She
passed this on to the ESW who arranged to contact the

father the following week. 3 was not brought to scheol.
There is no record of any attempted contact thereafter,

3.150. On Christmas Day at about 3 p.m., L was taken to
the Whittington Hospital following a call to the Emergen-~
cy Services. He was dead, emaciated, and had sustained

severe and unusual injuries.

MEDICAL EVIDENCE

3.131. The most sericus injuries were to the 3rd and 4th
thoracic vertsbrae. Thera ware two injuries. The first
Wwas a flexion (bending forward) injury which in affect
broke the back of +the spine and damaged the spinous
processes on these and adjoining vertebrae. Because of
the degree of calcification of the bones, this injury was
at least 3 weeks old but might have been as much as &
veeks old. On the basis of the post mortem or radiologi-
cal findings alone, the medical witnesses could not rule
out the possibility of this injury having been caused
before L was seen at *the Whittington Hospital on the 23rd
Hovember, nearly 5 weeks earlief. He also had fractured

ribs of similar age.

J.132. The second spinal injury was Caused szhortily
before dszath, It was 2an extansion injury (zending
cackwards) All the witnessas are Agreed *tnavt a lageg

st

o el
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to open in this way. All are agreed that by the time of
this injury L was already dying from the previous injury.

3.153. There were a number of bruises and marks on L's
body. There remains a dispute whether some of these were
caused by blows with a studded belt as the Prossecution
alleged at the trial. The witnesses agree however that
the bruises and abrasions to the body silw at the very
least rough handling of a very sick child, and of pushing
and shoving. L's left foot was very bruised and
swollen. The father's contention that this injury was
caused on a separate occasion is not accepted by the
experts. They say that the effect of the spinal injury
would have been +o damage the spinal cord, leading to a
gradual loss of sensation in and wasting of the lower leg
muscles, Gradually L would have become unable to walk.
They paint a vivid picture of him crawling éreund,
dragging the left leg, unaware that he was banging it andg
of the bruising being caused by repeated bumps.

2.154. L's stomach was empty. That and the degree of
wasting, demonstrate thar L's injuries, particularly the
callousing around the cesophagus made 2ating difficult
and that he was probably only able to drink for some time

before his dea+=n.

5-133. ALl the SXLerts are agreed thar, Lentrary to the

father's contention that he sought help promptly on the

day of L'sg death, *“ha child had been dead for at least s

and possibly as much as 12 hcours before he was brought to

the hospital.

1o135 The injury whics waey  all find difficuls to
fov in 3 dormastic seteian 1Eotha flrsv gnira







shaking was a hypothesisg based on tha belief that both
spinal injuries were caused at the same time, This
assumption was challenged by one of the doctors consulted
by the Defence ang it is now accepted that there ware two
Seéparate injuries. Any explanation which depends upon
- the child's own body weight causing the injury, such as

flinging him forcefully against a wall or a fall, is
regarded as untenable because his weight would not have

see whether this could account for the injuries. The
doctors® understanding was that L wasg sitting at rhe
bottom of the flight of stairs, The staircase is staep
but quite narrow. There are g reqular stairs ang 3
angled stairs at the bottom of the flight as the stairs
turn into the hall. as one comes down the stairs at the
bottom, whare the bend is, there is a toughened glass
banel set into the wall. Looking down from the top there
13 a handrail in the wall on the right-hang side. on the
left-hand side is an enclosed stairwel], The bannister
on the left-hand side does not start until about s stairs
down from the top. There was some evidence at the trial
and to us  about how steep and dangerous these stajirs
“Jere. If it wera being allsged that L might have fallen
from the top of the staircase because of this it would be
ralevant, In wview of the nature of the injuries,

J:fswever, in cur view this is a4 red herri

ng.
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3.155. Tre fatner went in for body~building and welight
rvaining. His account, 2s +ne doctors understood it, was
rhat L was sitting at ~wa pottom of the stalrs. He went

s
£o vault past him using *he handrail and stairwell for
o They thought that

of his back from a vaulted
ight, his weight and the motion combined
ant to cause the injury. Our understand-

on L being seated

i

ing is that this explanation depend
and "fixed', perhaps ducking ocut of the way.
;.160, The difficulty about +his is that the father's
explanation to us was quite explicit. He said he came to
the top of the stairs. [ was about nalfway down i.e. =
or 5 stairs from the top, on the right~hand side (i.e. by
~ne nandrail). He saw his father and began scampering
down "with his little feet - trying to beat me.” He

zxplained that this was something they often <did and was

see Ywho Wwas The
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the sort of trauma described to us as required to cause
the injury. If L had been knocked by his father in this
way, one would have expected him to have been pushed
towards the wall. He would either have lost his footing
and slithered down 3 op 4 stairs on his back or been
knocked forward and fallen onto his knees and hands. 1If
his father fell with L, we can understand how such a fall
might have produced the soft tissue injury to the leg, if
the father landed on hinm in a way which caused the leg to
be crushed. It iz almost impossible, however, to
envisage any way in which the father could have landed on
L from the fall he describes in the way or with the force
to have snapped his spine.

3.162. Although the doctors could not rule ocut the
possibility that the spinal injury was missed they agreed
that it is difficult to believe that the child was not in
considerable pain, Because injuries of this type and
severity are so rare, they could not rule out the
possibility that it was asymptomatic at the time of the
examination on the 23rd November. Because of the lack of
natural movement in that part of the spine, the body in
affect forms its own splint. In the medical literature
there are instances described of asymptomatic injuries to
the spinous processes, although it is right to say that
these are all in cCases of very young babies, who have
been injured by severe shaking. None involved actual
fracture of the spine as well so far as we can tell.

3.163. We therefore bropose to examine the evidence of
the injury and what happened subsequently on two alterna-
tive hypotheses. The first is that it was done by the
fall on the 22nd November and was missed. The second is
that it was not done on that cccasion but by some
3ubsequent traumatic event not leng afterwards,
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WAS THE SPINAL INJURY MISSED ON THE 23RD NOVEMBER 19877

J.164. According to the hospital records, L was examined
first by an older doctor and then by a younger one. This
is confirmed by the doctors themselves, but disputed by
the father who says it was the other way around. The
evidence before us and in the criminal trial depends
crucially on the evidence of the older doctor. It is
right to say that her contemporaneous notes de not give
details of how she carried ocut the examination. She was
not asked for details until interviewed by the police on
the 7th December 1988, over a year later, when they were
clearly seeking to anticipate and if possible block the
father's line of defence. The doctor said at the trial
and confirmed that she in fact did have a clear recollec-
tion of  examining L and graphically described her
examination of the upper part of his body and testing his
grip. She 1is certain that she did not miss a serious
injury to the child's spine. The father denies this
account. He says that she did not examine the upper part
of L's body. He thinks he might have put her off doing
sc by talking about the injury to his leg. 3he sent him
for x-ray of the hips and lower limbs.

3.165. The vyounger doctor axamined the X=rays which
showed that there was no cony injury to the lower part of
the bedy and indeed no-one has ever suggested otherwise.
She says that she did not examine L herself because the
first doctor had already done so. Her diagnosis was of a
soft tissue injury and she sent the father home with
advice to contact his GP if L was no better. We awamine
other aspects of this visit at paras 5.231 - &.2°

e

1D the older doctor i3 right
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possible injury had 1, shown pain or discomfort in the
upper part of his bedy and would probably have ordered an
X-ray of the upper part of the body as a precaution,
{(There is a complication in that these injuries might not
have been revealed by such an x~ray,vbut that does not
concern us at the present time.) The leg injury Qas
itzself slightly unusual. We have been told that there
would have been about 2 or 3 pints of blood in the soft
tissue to account for the degree of swelling.

3.166, Accordingly this hypothesis depends upon the
rejection of that part of the doctors' evidence and the
acceptance of the father's account that no such examina-
tion occurred. There are other discrepancies in their
accounts apart from the order in which they examined the
children. The older doctor recalls that S was there,
The father says he was not but was cared for by a friend.
This hypothesis also depends on the assumption that
2ither the father's account. of the way in which the
injury was caused dig cause it in spite of the medical
evidence or his account of the way in which the injury

occurred is not true.

3.187. If the spinal injury was missed and was caused by
the accident on the 22nd November, it ig difficult ¢to
account for the father's subsequent conduct in relation
o the symptoms which all the experts agree L must have
suffered in +the following weeks. Although the swelling
in his leg subsided, L's mobility would have been
affected as he gradually lost strength and sensation in
nis lower limbs. He was weak, Crawling or dragging
himself about. He was unable to eat. vet at no time did
the father consult a doctor, despite advica that he
should do s, whan anyong ¢f normal intelligence and

mental nealth would have realised that thz child was
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necessary. As we have seen, a month earlier, 5 had been

taken to the GP with a runny nose and a month before that

with a cold.

y.168. Similarly, he did not mention to the health
visitor when she telephoned c¢n the 11ith December that L
was unwell. The father has denied that he and the bovs
were away at all during this period. It is difficult to
selieve, in view of L's injury that they were all out
when the health visitor and the ESW called on four
occcasions éuringkﬁecember‘ The inference is irresistible

#mat he did not answer the door.

4.169. We have obviously been handicapped in our
consideration of the events of the last few waeks of

's life by the fact that a large number of friends and
rneighbours of the father who gave statements to the
police, have not been willing to give evidence to us. We
nave tried to reconcile their written accounts with the

evidence of the medical witnesses. It is not always
possible to do so. Sometimes the witnesses . may be
nistaken as to the time when they saw the child. It

seems to us, for example that the evidence of a nelghbour
at the trial who says that she saw L walking normally on
~he balcony at about the end of November is unlikely to

ve right on any view.

5. 170. The friend of the father's who helped the father
-5 care for the children saw L shortly after the injur

=5 nis leg. She said that he was unable to walk properly
5y about a week. On one occasion at her flat L urinated

sn her settee. He said he didn't want to get up and felt

She put a nappy on nim and

~ired and wanted
X
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and said that he wanted to live with her. Her relation-
ship with the father bacame strained at about thisg point
and she did net look after the boys again prior to the
death.

3.171. she did say that she saw the boys when she
delivered Christmas bPresents for them on the 23rd
Dacember. She says that I was sitting on the floor
playing with his toys. He appeared to be cheerful and
his normal self. She did not see him walking. Again we
find this difficult to accept. The children often played
behind the settee in a cqgner of the living room. How
closely she actually observed L on this occcasion we

cannot judge.

3.172. oOther witnesses say that L was walking with his
injured leg following the accident and that he would
emphasise his limp when one of the father's friends was
thera, Again this may have cccurred in the period
immediately following the accident, but we doubt whether
it was true during the later period. On about the 18th
December a neighbour says she saw L being pushed by a
white woman in a pram (it is not clear whether this means
a pushchairy. This would obviously accord with the
svidence that the child was teco weak to walk by that

3tage,

3.173. The father himself alleged that on the 11ith
December he smacked the boys because they were climbing
on the window. Again we doubt whether this is so in
relation to L. He says that L also fell down the stairs
cn 20th December 19387, There is no other evidence of
this. The medical view is that the injury to L's 1eft

{00t was not caused on this occasion,
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ghoned. she had telephoned on several occasions after
she left. On this occasion +he father said that L was
down in the dumps as he had had an accident sliding
downstairs and wanted to stay in bed. He gaid that he
nad been seen at the hospital. A's purpose in telephon-
ing on this occasion was to try to persuade the father to
let the boys come to her after Christmas. He made some
excuse. on Christmas Eve the same neighbour called with
presents for the children but she did not see them.

3.175. On Christmas Day, the boys were apparently coming
downstairs when L fell. @ told his father L had fallen
down the stairs and he picked him up and laid him on the
settee. According to the father he ate a meal in the
early afternoon, vomited and then laid down for a pit.
The father eventually realised that the boy was dead and
attempted to revive him. He then called the Emergency

services.

3,176, A friend of the father's said that the tfather
relephoned him at about 12.20 p.m. on Christmas Day. &Ae
arranged to call round. The father said to him not %o
~ome before 1.30 p.m. because he was going out. This
seems extraordinary, 1f true. This friend arrived at

¢t

apout 2.20 and left about half an hour later. This i3 a
Yooy
S

-

-ma extremz limi® for the latest probable time of daati

itwing at the kitchen rable eating nis

Ui

“e says ne saw L
dinner. te was sad, not his usual happy self. The
sedical evidence is that it 1s possible that a fall on
~nristmas Day would have accountaed for the second spinal

injury but that L weould not then have sat up and eaten

Qa

ig dinner. we canclude that the Father's frien WaAS
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that #he child wasg dead, But +he father continues +q
deny that there was any delay, a matter ahout which the
doctors ars unanimous,

THE SPINAI, INJURY WAs NOT cAUSED BEFORE Tug 23RD NOVEM-
B B W.

3.178. 1¢ the older doctor ang not  the father ig
correct, and +the spinal injury suffered by L was not
Caused by the accident gp the 22n4, ;¢ means that sone
other severe trauma must have caugeq it. This ig
obviously hypothetical, It could pe the explanatisn that

draph 3,159, (Aiternatively there woulg have had o be
some other similar trauma invclving @ combination of
heavy force and motion,

3.179. on this hypothesis, of Course, thea fatherts
failure to get medical help or to answer the door to the
E8W or health visitor during the Period become mnore
sinister, The father realised that L had Suffered a
serious injury for which he wag directly responsible.
Vaulting over L after the accident zqo shortly before
would have been reqgarded by dnyone ag culpably stupid,
for the chilg to have suffered two Serioug accidents in a
short Space of time would inevitably have raised quas-
tions. He brobably hoped that L would get better, His
SWn nerves may have been frayed by the Anxiety of the
situation, It might have been thig which Caused +ha
Tough handling Or pushing and shoving of L, ESpecially irf
the Ffather “anted to balieve that the bov ceoulg still do

e i ' ] 1 ;oA - oy =y

tde things which he Usually 4id ang Chat nig SYmptoms
- : » o % b - * e e e
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to involve others in a false account of L being alive
earlier in the day could then be seen as an attempt to
play for time.

3.180. It has been strongly put to us that the father's
account has been consistent and should be accepted as
truthful. He has alwavs said that there were two falls
accounting for the injuries, long before he knew that the
madical evidence would eventually support that conten-
+ion. It has been suggested that it would be extracrdi-
nary if the father, lacking medical knowledge, happened
to think up the one explanation which accounts for these
unusual injuries. Unfortunately, on the evidence we
have, his account does not do so. If there were two
similar incidents, it would be a partial account.

3.181. We regret that we have not been able to form a
firm conclusion on the medical evidaence. The older
doctor's evidence, as we understand it, was crucial at
the trial, and it seems probable that the jury accepted
it. The evidence does not point consistently and
cogently either towards the conclusion that the injury
must have been caused before that visit to the hospital,
or that it must have happened afterwards. As we have
demonstrated, either hypothesis poses considerable
difficulties. We are aware that by failing to reach a
Fafinite conclusion we are letting down those who have
teen hoping that we will be able to tell them '"what

happened" to L.

3.182. We suspect that ultimately which of the two
nypotheses is accepted depends upon the reader's view of
tha father. Those who are sympathetic towards him will

. - . ) , .
jccept his account and sxplanation. For them he will e
1 gyenuinaly caring  favher  indulging  in

morsaenlay watnoa smnll Dow which o oweant sragd
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will have to live, Those who are unsympathetic or
hostile towards the father will question why he was
encouraging this sort of play at all on a steep flight of
stairs with a glass panel at the bottom. It was an
obvious hazard. The possibility of a tragic accident
with the child falling through the panel ought to have
occurred to any responsible parent. They will also see
his failure to obtain medical help, and his failure to
admit anyone from the agencies ints the home during the
last weeks of L'sg life as sinister, even evil.

®
A R DE

3.183. The police obtained a place of Safety Order in
respect of "cn the avening of the death. He was removed
to the Whittington Hospital where he remained on the
childrens' ward until the bq'inning of January. Initial-
ly his father stayed there asg wall. Both of them were
interviewed by the police. During this reriod the post
mortem was carried out, The police obtained statements
from neighbours and friends of the father, the doctors at
the hospital, A andg the mother.

3.184. On the 3lst December a child abuse case cone-
ference was convened and Islington obtained an interim
Care Order fronm the Juvenile Court. " Was moved tpo
foster parents on the following day, Initially he saw
Ris father five times per week. There was g further
conference on the llth January. ® vas made a ward of
Court on the 13th and access was then reduced +o three
times per week. It was supervised and took place githar
a3t the neighbourhood office or the childrens' heonme.

= - o & w o] T 1 e
i.135 “n the 4th February 1383 4 Skalatal Survsy vwas
— % $ b P = 1 %
“Arrisd  our  sn l’ ‘g Keravys SUdsequent iy siowved
DA e | s b § R 5 3 3 ~ e P o e Y mrpd e P
L - =T el el ib &2 375 or T ER A U P ] U N e, s
Paled Tractyras oA T2 3th, L3RM ang “uTa ries T

[ —



a5

dispute about how old the clavicle injury is. It was
said by the Prosecution Pathologist to be at least 6
months old. An expert on behalf of the father says that
it is much older than that. He says that the clavicle is
cbviously deformed in a photograph taken in July 1986
which suggests that the bone was broken then. If so, the
clear inference would be that it was caused while § was
still in his mother's care. Unfortunately the doctor who
was consulted by the father, who had hoped to be able to
attend to give evidence was unable to do sc at the last
moment. If his theory is correct, it does mean that not
only the social workers who saw ® stripped in May 1988
when they were looking for injuries on him but also the
doctor who examined him for his &evelopmental check on
the 18th July 1986 and following the in‘lry on the 12th
May 1987 also failed to see the injury. § was apparently
stripped on both occasions. Although the father was
charged with cruelty to @ in respect of these injuries,
the charge was not proceeded with following his convic-
tion in respect of L. We do not think it would be right
for us to draw any conclusions about this aspect of the
matter based upon the evidence before us.

3.186. It was not until the 4+h May 1988 that the father
was charged with any offence. The committal began on the
“th August 1988 but was adjourned and not completed until
the 6th Octodgr. He was not brought to trial until Junme
of the following year, when he was convicted of mans-
laughter. On a second charge, of assault occasioning
actual bodily harm ] L the father was acquittad.

2.187. On the same day, however, he was convicted of

firearms offences. The allegation was that he was seean
in a basement and found *o ba carrying a gun. o
tnrzatened the officars who went =& airest him. Ha wasg
sentencad o 3 vyears' lasrisonment. wonave only Limetad

formation izoul tnls offance YhLIn . mad o vm G ea e



Or knew that ha had access to guns. wWe do not think that
we can take thig aspect of the matter any further,

3.188. On the 26th and 27th July 1989 +the Wardship
pProceedings were concluded. @ remains in the care of the
local authority,

3.18%. The ACPC instituted its own review ints the case
on the 1lgth August i38sg, following the guidelines laig
out in the Government pamphlet "Working Togetherw, This
was completad by the end of September 1988 and made
interim findings. 71t had been intended to follow this up
once the f§;her’s trial was over with a fu11 review but
this was o?ertaken by the institution of this inquiry.

3.190. wWa examine the eventg follcwing the deatn ip more
detail in later paragraphs,



g7



94

4.12. One aspect which has been suggested to us is that
it might have made it easier for & to talk about the
injuries to the children had she known about the previous
allegations of viclence to ’I As it was she knew nothing
either about those allegations or about what had happened
to the mother. We are not persuaded that it would have
actually encouraged her +o report the father's behaviour
to the authorities, but it does raise an important issue
of principle as to whether and in what circumstances the
Social Services ought ¢o divulge to a new co=-habitee
information about violence towards a previous partner or
the children of a previous relationship.

4.13. We have tried to consider whether it is possible
£o make a recommendation about this as a practice. We
have concluded, howaver, that at the end of the day it
must be a matter for the discretion of those in posses-
sion of the information.

3.14. We would offer the following guidance: -~

(i) The workers should have clear in their minds
the child protection issues which arise from
the particular conduct. It is these which
need to be addressed.

(1i) The violent conduct should be raised first
with the person against whom the allegations
are made. He or she should t@M be invited
to tell the new partner themselves, failing
which the Social Services will do so,
2specially where this is thae reason for

concern about the current family situation.
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the information is pPotentially defamatory.
Care should be taken to assert as fact, only

t which in the last analysis can be
proved to be true. 1In many cases it will he
sufficient assert that allegations have

been made to the local authority that the
person has been vielent, and that these
cause the professionals concern for the
children's safety. The social workers
should take advice fronm the legal department
if necessary. We do not think that fear of
proceedings ought ¢o inhibit the social
workers from taking Necessary steps to
protect the child.

4.15. We think that there should perhaps be more of a
bias towards disclosure than there is at present. Whilst
the Social Services® ability to dissuade women from
believing that their bartner has "changed" may well be
limited, we think there are many cases where such
partners do need to be warned about the consequences for
themselves or any children in their care of continuing in
a4 relationship with a violent partner. It is easy for
social  workers *o assume that a visit Ffronp the Social
Services will make Such a partner aware that there nmust
be some concern. This is not necessarily so. a thought
that +the Social Services always checked 1D when the
cnildren moved from a home in one part of the country to

live with someone alse,

$.18, In i.. case, however, the question of why she did
not disclose the risk o the children arster she left tha

father has also Lo be addressed. We think %“here were a

number of factors, indicated, rha
Zather nad apparently ¥ faw nonths
rarlizr and Lad S ThwWards thgn
Nl dren It is omlse ne lars 4
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profoundly depressed. She described herself as having ne
energy and finding it almest impossible to get going. It
took a long time for her to recover a measure of self-
confidence.

4.17. She was also hoping that the father would allow
the children to come and live with her. That was why she
kept in touch with hinm by telephone. Since she had no
legal prospect of getting care of them, her hopes rested
entirely upon the father's co=operation. Clearly a
disclosure to the authorities would neot have assisted her
in that objectiva.

4,18, HMost importantly? however, we do not think that
it ever occurred to her to do so.

IMPLICAT | W

4.19. We have explored the main participants' attitudes
towards the agencies, and particularly Social Services in
some detail. It is important +o understand whether the
fact that so much was not disclosed to the agencies was
due to the choice of the individuals concerned or some
agency failure. There is ne suggestion here, as iz
sometimes the case, that either the mother or A ever
“anted to talk to a social worker but could not dget hold
of one, or that they thought that all social workers were

"useless”,

4.20. Hone of these adults was inadequate or feckless.
‘he agencies spend a lot of time dealing with people who
ire pboth. It is very difficult for the services to work
2ffectively with those who have a high level of social
f2asonapble confidence in Zarenting, who keep
ippointmants  and  take ‘thair children to  the clinic
2qularly  or when asxced. Such familiss are 2ATramey
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professionals simply do not spend as much time with such
families as they do for example when they are trying to
train an inadequata, unsupported mother in basic parent-

ing skills.

4.21. The children were actually seen by professionals
On a large number of occasions. Most of the unsuccessful
attempts to visit were either because the mother hag
 moved without telling the agencies, or were during in the
last weeks of IL's life. There were only two other
Occasions in 1987 when the health visitor tried unsuc-
cessfully to see the family. On the first af those the
children were actually seen two days later at home. on
the second she saw I, at home with his father two weeks

later,

4.22. The only area in which the father and 4 fell
short was in relation to -* ] During
his first year, of course, he was not of compulsory
school age. He did have a lot of absences but there was
nothing very effective that could be done about i+,
After he reached the school age, there were of course
procedures for compelling him to attend. We examine
these more closely below (paras 13.2 tp 13.8y,

4,23, It is of course a characteristic of many of the
“ases 1in which a child dies at the hands of a parent that
it emerges that no-one from any of the agencies actually
saw the child during the last weeks of his life, That
cattern iz repeated here although to a lesser degree than
in many other cases, After the death this becomes sig-
nificant. Pre-death +he workers may not avan have
T2alised that it yag happening. In a case Such as this,
srelonged absence from gh worrying, deesg no*r
self ring alarm bells, dorkars who 71i31i%, who Nave

Szalnh
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4.24. It was said to us before we  started hearing
evidence that if we could suggest ways in which families
like this, who in no way stand out from hundreds of
others with whom the agencies are dealing, could somehow
be identified befors the tragedy occurs it would ba an
enormous help. It will be clear from the pages that
follow that although we Suggest ways in which practice
might be improved, wa have been unable to suggest an
infallible method of Sspotting potential child killers.
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physical attraction she Still felt for the father, the

towards the children she took them to the father and left
them there. Had shs;remainsdg the earljsr “oncerns in
Londen about the father ang the recent Concerns in
Sheffielg about the mother would have come tegether, and
there is ne doubt that the lavel of anxiety within the
agencies woulg have been very much higher, The childg

with the father whe Was in a new relationship. No Court

Same reason.

5.5. The most remarkable thing, ag we have saig abova
(paragraph 3.105) s that +he childrepn were not neors
disturbed and damaged in 1986 than they appearad to be,
AS we have Seen, their placement with @ ang the father,
contrary to 2Xpectations, Seems to havg been eXtremely
successful in the 2arly months. On each OCcasion js is
impossible to say that the decision to see hoy the new
3ituation developed was the wrong one. on the Contrary
°h each occasion in the childrensg! intsragtg it was

Srobably righe,
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CHAPTER &

INTER-AGENCY CO-OPERATION AND WORK TOGETHER
PRIOR TO THE DEATH

5.1, We think that overall the co=-operation and
liaison between the agencies in this case was very good.
In both Islington and Sheffield, theras seems to be
particularly close co-operation between the local health
visitor and the local authority. we found no reluctance
to share information or to seek the advice and help of
the other when required. In Islington, this extended to
the local doctors and the ESW Service and the Probation

6.2. Similarly, when any of the individuals agreed to
carry out some task in relation to a plan for monitoring
the children, they seem to have done so. Ocaasionaily
things do not get followad up but by and large, at a
local level, if a worker from one of the agencies agreed
that they would do something, their colleagues from the
other agencies could feel confident that that part of the

slan would be carried out.

5.3. Again, when one looks at the occasions when the
“ase was transferred between Londen and Sheffiald, there
“as good lialson batweasn the two. All the main informa=-
tion available was passed onto the receiving agency,
albeit in summary @rm. We think that the way in which
information is transferred between Social Service depart-
ments might be improved. we have considered tha wisdom
of transferring whola case files, and whether the recrds
should fcllow the family within social work in the way
Py

that they do within thre healtch
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doctor called to a school to treat an injured child for
which an accidental explanation was given, would have had
no way of knowing that the same child or his sister had
suffered a similar injury a vyear earller and given a
similar explanation. It seems to us obvious that such
reports should form part of the medical file on the
child.

6.7. There is an obvious hiatus when a child starts
school, and the question clearly does arise how much
information obtained during the pre=school Years should
be passed on. We think it must depend upon whether or
not the child is still regarded as vulnerable by the time
he starts school. Where that is the case, one would
expect suspected NAI to be recorded. More difficult is
the child who has a number of "accidents" where the
explanation is accepted each time - just. We think it is
probably possible to summarise those sort of concerns in
a raport to the school.

5.8. Concern 1is sometimes expressed about labelling
children in this way. One answer would be for there to
be periodic reviaws of such schoel health records.
Another is that there should be a fresh record when the
child transfers to secondary school, with only matters of
continuing concern entered on it.

LACK OF CENTRAL INDEX IN SOCIAL SERVICES DEPARTMENTS

6.9, Neither Sheffield nor Islington any longer
operates a system whereby an index is maintained of all
families and individuals who are known to rhe Social
Services department. In Islington, =ach neighbourhood

office ¥eaps its own index of those known £o *ha sffice.

Cneffield has 3 similar systam, compounded in rheir ~age
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there was no way within the system that +the social
workers dealing with ®and . could have found out about
the substantial file held in respect of the other child,
It was only the coincidence of WP sccial worker
realising that thisg was the same family that allowed the
exchange of information about the father.

5.10. We do not consider that the only centralised
index, which does axist, namely the Child Protection

Register, is sufficient. People do move within the
borough, and do not always disclose previous involvement
with the Social Services, There is no way that a

money can discover that there is 3 substantial file on
the family held in another office, e@Xcept by chance. 1f
an injured child is treated at the Whittington Hospital,
there is no way they can find out whether the family is
Known to Social Services except by ringing up to 24
neighbourhood offices to find out, We emphasise that wea
do not think that it made any difference in the present
case, It might have helped to locate the old file more
quickly in 1386, but that is all. We consider it to be a
valuable tool, however, ang probably @ssential when
operating a decentralised system based on a local office.

CASE_CONFERENCES
CASE CONFERENCES

in relation to the individual meetings which were held
(paragraphs 3.89). fThe evidence which ywe have received

Jives rise to some general concerns.

The first ig +he importances attached to tha label

5.12

rather than *ha contentsg, The cresent s5ystem seoms Lo

f2an That the 3ocizl Services decida ip idvance of rha
whgthar ths cise nvolvas tapig use’ spr pape
2 dacide yharhar o eld a Hmga iDUSe ~auae
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It does seem to us that we have moved away rather from
the concept of the professionals from the agencies
involved meeting together to share information in order
#o decide whether there has bg‘p child abuse or not. In
this case it made no difference, because of a lot of the
information had already been exchanged in advance of the
conference. In other cases it might. At the very least
it means that people are going to a meeting which is not
designated as a CACC with rather different expectations
from those when they attend a conference which iz so
designated, Where there is any doubt, we think that they
should err on the side of holding a c¢hild abuse case

conferance.

6.13. We are alsoc concerned that in some gquarters,
naving a case conference 1s regarded as the solution to a
difficult problem rather than a forum for discussion and
analysis. We think it may also be used as a substitute
by other agencies for taking action which properily

pnelongs to them.

£.14. Another aspect which we found of some concern is
that the case conference beceomes the focal point of the
work rather than the assessment. We were struck by the
fact that in both Londeon and Sheffield, the social
workers made assessments of the family and then collected
mhe  background information for the conference. e
appreciate that in an smergency it will not be possible
for the information to be shared in advance of +*he
azsessment. For example, i1f the duty soclial worker who
visited the father and A con the 17th June 1386 had known
a bit more, not so much even about the allegaticons of
vismlence 1n 1934 but about the disrupticns and disturban-

zes which the children had been through in the months

o o o P e P e 3 s wo [ a o §
Leading un ho their move T e fatner sae List 3% tnse
sred s Unanter LS AaEsassment DTN TOLLGYSEnN asLnd
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information. Under the prevailing system, the assessment
is made that the children are all right and the question
then is whether anything in the background information is
sufficiently compelling to undermine that assessmant of
the current situation. It is difficult for the in-
dividual worker or the case conference/to answer with
hindsight the question ‘“whether if the background
information had been available it would have made any

difference to the assessment.

6.15, It seems to us that case conferences are still
used far too much for discussion and not enough for
analysis. It is very difficult to collate information
which is given orally in these circumstances, so as to
build up an accurate picture of what is happening. 1t is
not helped by the fact that the information often seems
to be given in a generalised way and is particularly
vague as to the dates when incidents happened. We think
that 1f the practice developed of agencies submitting
written summaries, including the dates of any contacts
with the family prior to the conference to the person
chairing it, this could be collated into a chronology
which would form an accurate and sensible basis for
analysis and discussion. We appreciate that lack of
adequate administrative support is a big consideration
here. At the same time we would envisage that the length
of time spent by the professiocnals at case conferences,
and indeed at times even the need for such a conference
at all, could be significantly reduced by the introduc-

tion of this sort of system.

5.16. Another aspect which has emerged during our
discussions is the extent to which those who attend case
onferences often have unrealistic axpactations of the
thar agencies' cowers and what they are able to achieve.
Jor example, it is commonly assumed that if a person has
nwictions, khe osollce  will  Uhnowe . They Ao Aot
- e} :3frf 7T The raressary
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checks the police need not only the name but also the
date of birth of the individual concerned, It is far
frem routine practice amongst the other agencies to
establish the date of birth of the adults that they are

dealing with,

6.17. Similarly, there is 4 common belief that however
impotent the other agencies may be when it Comes to
dealing with the family, Social Services ought to "de
something”. This is particularly so in those cases where
there is a lot of non=-specific "concern” but very little

hard evidence.

6.18, These sort of expectations can create a false
sense of confidence not only that all the information is
being given but also that although no formal action is to
be taken some other agency will be "keeping an eye on
things", For example, the health visitors have respon-
sibility for infants in their first vyear of life,
involving regular checks and visits. rpor pre=school age
children over a vear, their responsibility is essentially
Z0 ensure that they have their developmental checks. 1In
the present case it is clear that the health visitors
were doing much more than that. The problem isg that
their resources are very stretched,. In this sort of
situation they cannot visit as reqgularly as would be
aeeded for them %5 have an effective monitoring rola in
1igh risk cases but their occasional contact with +he

family eNcourages the belief *hat all is well.

It 15 easy to Say of course that they should not

9. I
SALTY Out  such informal monitoring. It 15 much more
icult in practics where there i3 concern that the
{dren migh* ha at risk. What we wish C¢ emphasise is

e R R TN P - e ok o
LLaATIons o F SiILD O 3ot




role is the Esw Servica.

6.20. The ESWs former role as “truant officers” has
clearly been expanded pbut thera are uneasy grey areas
around the edges. We do not find that these caused any
Practical difficulties in the present case between them
and the Social Servicas. The main problem arcse in
relation to the pPress publicity of the trial since the
expression "social worker® was usad to describe the Esw
for whom the Social Services department were not respon-

sibla.

§.21. We think that the question of each agency's

ACCIDENT AND EMERGENCY DEPARTMENT

6.22. Apart from the aspects which we have considered
in detail in Chapter 3, we have had +o look at other
aspects of L's vigit to the Whittington Hospital on the
23rd November 1%887. It seems to pe generally agreed
among the doctors that the injury suffered by L on thisg
JCcasion was an unusual one, ang was not Phviously
2xplained by the history given by the father, What ig

stairs. As we have previously stated, the doctor whe
2xXamined L had a lot of experience of examining children.
She was not suspicious that it night have been non-
accidental. 3he was clearly impressed by the father ang
2y  tha happy relationship that thers appearaed rs5 pg
Satween him ang r. She had no sense that there mighs ns
something wrong, Working in a DUSY acsidant d2partmant
1

There ara fr:;gzzently Tilm2s  whan saonls
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injuries which are different from those which might be

expected.

6.23. In her notes, however, she records "Not v,
helpful answers to gquestions.® This suggests that
attempts to probe the father's explanation were not very
helpful.

6.24. There was no procedure at the Whittington

Hospital at the time for routinely invelving a paediatri-
cian in the work of the A and E department. Many of
those working in both departments are Jjunior doctors
doing a six month training stint. We accept that it was
probably not always easy to get hold of a paediatrician
when reguired. Had the Registrar or Consultant Paedia-
trician been called, we think this injury which was
evidence of considerable internal bleeding, might well
have raised questions in their minds, coupled as it was

with the slender history given.

5.25. Related to this is the question of whether or not
the injury should have led to L's admission. It is
impossible to say whether if he had been admitted it
would have been discovered that he was suffering from a
spinal injury, if indeed he was. It obviously increases

the possibility of that happening.

5.26. Again we appreciate that in the A and E depart-~
ment in this hospital, as in many others, it is easy for
a suspicious injury to be missed. We consider in Chapter
11, the need to improve the training of doctors in the A
and E department in relation to child abuse and also the
Juestion of referring injured children to the paediatri-

lran.
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register. There was no health visitor liaison post
covering the A and E department. There was no system for
notifying the health visitor that the child had been seen
at the hospital. Given +that frequent accidental injury
can be an indicator of child abuse, we think that it is
essential for some system of notification to be imple-
mented, and explore that further in cChapter 11. The
traditional system of notifying the GP is inadequate. we
have been unable to establish when, if at all, the GP was
notified that L had been treated. But where, as in
Islington, the medical care of the under-fives is largely

done by health visitors and community medical officers in

clinics, it seems to us essential that they are notified
as well. In the present case, we think that the health
visitor, had she receivad notification of this incident
would have visited the home. Whether she would have
succeedead in seeing L is more difficult to gauge. Wa
think that she would have needed to see him on more than
one occasion, and to have seen that he was getting worse
and not better, for it +to have made any practical
difference to the outcome of this case.

GE P ITIONERS

.28. They appear to have paid little part in the lives

>f 4 and L. For a long time no-one was able to astablish
“ho was treating the boys. They changed GP within
Islington as well as on moves from other parts of the
country. We do not consider that this is a case in which
the attendance of the GP would have made any significant
difference to the assessment of *he case at any stage.
On the other hand it is a matter of concern, particularly
as it is still the GPs who are notified of hospital

tendances and admissions, that they routinely olay 3o

sittla part in case confersnces.

P
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THE PROBATION OFFICER

6.29. The preparation of Court Welfare Reports by the
Probation Service represents only a very small part of
their work. We explore this further in Chapter 14. The
Probation Officer assigned to the custody case in 1987
was relatively inexperienced and did not prepare a report
in time, nor make any worthwhile inguiries into the case.
He clearly should have done so. Missing the date was an
oversight on his part and it is fair to say that he was
on leave for part of this period. Had he prepared a
raport, a part of the preparation would have been to zee
the father and children together. Whether he would
actually have done so, whether that would have been in
the home or at his office, and whether he would have
formed any different assessment of the relationship
between them, 1is impossible to say. He would probably
have seen them baefore the injury to L. All these are

matters of speculation.

5.30. It seems to us to be important to look realisti-
cally at the factual situation which would have con-
fronted the Magistrates on the adjourned hearing if there
had been a report. The mother had abandoned her crosg-
application. The children had been cared for successful-~
Ly by the father for 18 months. Inquiries from other
igencies would have revealed that they were happy‘@ith
the standard and guality of the childrens' care, despite
garlier misgivings. It is difficult to see how the
Magistrates would have arrived at any conclusion other
than the one they did, namely that the children should
remain with the father. It seems to us that the nmost

zhat would nave nappened 1s that there would hava haen a

3 $em 3 nr [P IR TR 1 ERIR R )
SUpervision srder. we thnins 1% HQQh.’.}’ unilxely that ths
fagiscrates, on the hasis cf ANYIRLNG Which alght have
G270 A DoanaTiarn  Tenort oroidoced L o mhg 1o £
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is  extremely unlikely that anyone would have been
allocated in the ensuing month, or been abla to visit the
father prior to the death. Again we think there are
unrealistic expectations about the protection that can be
afforded to children in unopposed Court proceedings.

6.31. It is clear from our investigations that at avery
stage the information which reaches the Social Services
is filtered in some way. In most agencies the whole
system depends upon the least experienced people being
alerted to the risk of abuse. This applies to junior
doctors in A and F and paediatric departments, to new
health visitors, and to teachers in their first job. It
is clearly valuable if the junior person can discuss it
with a more experienced colleague to decide whether or
not the child protection procedures should be implemented
or not. This sort of filter may be necessary and helpful.
On the other hand the more that information gets passed
from individual to individual before reaching those who
have to act an it, the greater the risk of distortion
and, in some cases lack of immediacy.

5.32, The two agencies who have the greatest problems
with this are the education service and the police. In
the, education service, as we have seen, the teacher
reports injuries to the head teacher. If she thinks they
are trivial or accepts the parents! explanation, she
would not usually pass them on to the EsW Service. When
they are passed on, it is the head teacher who reports
what the teacher has said to the ESW who then contacts

the Social Services. Similarly, in +the beclice service,
cases iavolving suspected injury to children wara at =hat
Zime razported to  the Juvenile Bureay. That aspact
iPp2ars to nhave worked quita well. More dicfisyis a7
"h2 oroblems wnich arise when +tha nolice investigats 3
Time Lnvalving rha parsnts which indicaraes . Lifaatyia
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which might pe detrimental for the children, for axample
drug abuse or prostitution, or where they may be caught
in the Ccrossfire of domestic violence between their
parents. Such incidents may or may not get reported +e
the police officers with resgcnsibility for protecting
children from abuse, Again there is a filtering mechari-
ism at work which means that all these incidents do not

6.33. Related to thig is the question of selective
disclosure of information by agencies to one another,

injuries to a child but there are as we explore in detail]
in Chapter 7, very real tensions between the functions of

more usual rolas,

6,34, We think that such filtering is inevitable. What
is important ig Lo recognise that it ig happening and nox
O assume that gverything which there ig g be disclosed
las been made known.
RECOMM ENDATI o N &
1. That consideration be given to improving the
system of transferrinq information about children
“No  are ar risk from abuse &g their school
records,

2. That wherever Possible, Social Services should
cbtain information from other agencies before
naking an assessment of the children's Situation
rfathey *han afterwards.

2 That, Yhgrever cossibla, A summary a¢ =ach
gency s Dntact  with oskg Tamily saculd  he
SImittad - STLLINY ot = CRrson SARLring rmha
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NAME OF TRANSFERRING AGENCY
CASE TRANSFER FORM

Name of Client: Recent care status
Last address here: 5
S.2 S.0. |
Reason for transfer: S.3 P.5.0.| |
Care Other f
Orderf Hone f |
Names & Addresses of significant family members:
. . 5
Name Address Relationship Care status, if anﬁ
History of contact with this Department:
Date Hature of contact f Worker involved f

|
i
|
i
i
;
i
i
i
1

(Continue on a separate sheet if required. List the contacts which
have given rise to recent concern and background information as
relevant. Attach any case conference notes or reports which give
details of contact)

Summary of information received from other agencies:

Date Nature of contact dorker involved

g f
| !
| !
[ i
s

[

: : !

i i :

Current concernz of agencies/inm ressions/comments.
B

Names, addresses nd Ctelephone numbe af workers Xnown o h# noiding
Laformation on rh family
stad futiura yrew



7.1. Islington has a good record of inter-agency co=~
operation both at the field service level and at the
management level. We think that objectively there was a
good level of co-operation between them following this
child's death, but that this case highlights the problems
which can still arise even when consclentious authorities
are genuinely trying to work together. The lavel of real
co-operation is high so long as there is noe conflict
between the need to protect the child and the needs of
the agencies. These conflicts and tansions do exist and
it is in our view unhelpful that both the Government's
"Working Together" document (which we consider further in
Chapter 8) and the local procedures provide little if any
help in resolving these issues and tend to gloss over

them.

7.2, A fundamental issue which has not been resclved
is whether the role of other agencies is to supply the
Secial Services department with the relevant information
in their possession to enable the department to carry
out its statutory function of protecting children, or
whether they are all genuinely co=-operating fully and
2qually in the child's interests reqgardless of the
legitimate need of their own agencies. All the difficul-
ties which we outline in the following paragraphs stem

from this fundamental, unresolved issue.

THE PROSECUTION PROCESS AND THE NEEDS OF THE

SURVIVING CHILD

- - : -
B Thers are %wo ralatad aspects to this e firat
A : b,
L3 tne Adeslay which <the criaminal proceedings  involved
° & e s oo H 1
cRiora Toe ohilld's future could Se rasolved  and ke
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second is the tensions arising between the police and the

Social Services in relation to the investigation.

DELAY

p.
/

- As we have seen, there was a delay of about 18

months between the death of L and the father's convic-
tion. This was not the result of a deliberate intention
on the part of either the Prosecution or the father and
his legal representatives to delay the matter, A number

of factors contributed towards it:

-

26/12/87

F

The serious ang unusual nature of the
child's injuries. This meant that the
pathologist who carried out the post-mortenm
wished to consult with colleagues and carry
out further investigations intoe the in-
juries. The history of this aspect of the
matter is as follows: -

Post-mortenm. Cral report from the patholo-
gist to the investigating officer about the
spinal injuries and other fractures ang his
dssessment that they had been deliberately
inflicted.

These findings were incorporated into a
report by the pathologist dated the same
day. It is not clear when this was actually
Prepared or put in the hands of the polij

Pathologist's police statement exhibiting
2is report.

Radiclogist's report on X-rays to 5.
Pathologist’s Teport  on gxe~ravys 5,
confirming uar




1ls

7.5. The investigating officers sent tha file to the
Crown Prosecution Service (CPS) about the middle of
February 1988 following the receipt of the pathologist's
written report. They had already completed othar aspects
of their investigation. At the end of March the informa-
tion in relation to 8 was also available. The CPs delay
seems to have been in deciding whether there was in fact
sufficient evidence against the father to warrant a
prosecution. The CPS did not decide there was until the
beginning of May 1988 when the father was charged with
manslaughter and the related offences. We have not
investigated the reasons for this aspect of the dalay
fully, and deo not know what problems the CPS may have had
in reaching their decision. on the face of it, however,
the delay of 2} months here saams excessgive.

7.6. The criminal proceedings began with the father's
appearance in the Magistrates!’ Court. He was granted
bail subject to a number of conditions and released
shortly afterwards. The next stage of the Process was
for the CPS to collate the witness statements and serve
them on the Defence in order to commit the Defendant for
trial. The father was remanded to the 1st June 19883 ta
allow this to be done. It 1is not clear whether the
statements were available, but it is clear that the
father decided, as he was antitled to do, to challenge
tha written evidence at the committal stage, in order to
“ry and establish that there was in fact no case for him
Zo answer. The case was adjourned for that purpose.
This is common practice in busy Magistrates' courts.

7.7.  The committal was due to take clace on the 4th
August, As we understand it the CPS 2stimated that +ha
committal would last half a day, 2and that was rhe anount
5L time allowed to dasl witn i+, ' ’
snly sufficisnt =0 allow e atnoliogist's avidancs Zo ba

PR T 3
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completed. He did not Succeed in having the prosecution
case rejected. He was committed for trial at the Central
Criminal Court, still on bail.

7.8. Inevitably that meant that in terms of listing
the case for trial the case would have a lower priority
than those in which the accused was ip custody. It was
clearly a case where a date needed to pe fixed in order
to  ensure the attendance of the expei! witnesses,
Regrettably, a delay of 8 months between committal and
trial at the Centra]l Criminal Court isg not uncommon. The
social worker did try to get the matter dealt with
promptly. An Assistant Director of social Services wrote
to the CPS about this on the 2nd December l9ssg.

7.9. Because of the delay in the criminal proceedings,
the did try to get the wardship bProceedings dealt with
in advance of the criminal trial. Their view was that

whilst the conviction of the father would make Py roturn
o live with hin out of +the question, @) should not
actually return to him even if he were acquitted, The
original estimate for the hearing of +tha wardship
proceedings was 2 waeks, Again pressures on Court time
in the Family Division of the High Cours seemed to have
caused similar problems. Although delay in such cases isg
acknowledged on all sides to pe undesirable +hig casa
Lllustrates “he unreality of trying to impose shore fivead
“ime limits rfor the disposal of care cases. In the
resent case, it i{s also right to point out that the
delay actually operated in favour of the Sccial Servicesg!

long term plans for ®.

7.19, ‘he cther aspec*t was that the delay in relaticn
=S the post-mortem and the crimiral proceedings seam 40 5o
Eotave delavad rhe e #ase 3% Tl odey DYt T
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axpert, Thereafter the delay was due to the fact that
the Coroner was unable to make contact with the mother.
It was assumed that she would be making the funeral
arrangements. It was not until 27¢h September that her
Solicitors notified the Coroner that she was not after
all proposing to do seo. The father then made the
arrangements for the funeral on 10th October 1%88. This
cbviously delayed the grieving process for the family,

including ‘

CONFLICT BETWEEN THE NEEDS QF S AND THE NEEDS OF THE
PO N _PRO IN ’

7.11. It is clear from our inquiries that this case has
caused some damage to the previous good relationship
between the police and the Social Services. In the
follewing paragraphs we examine some of the concerns,
what caused them, and whether or not they were justified.

)

Changes in t®e police Structure

7.12. During the pericd covered by this Ingquiry, the
police structure for the investigation of chilag abuse
changed. As we have noted, child abuse was previously
investigated in the same way as other criminal offences
ind matters of note wars rassed to the Juvenile Buraau
which was responsible for liaison locally. At  the
baginning of 1989 the police established specialist child
protection teams of about 10 or 11 officers who are
responsible for investigating the vas® majority of child
abuse cases. They operate under guidelines in whick it
quite clear that the question of whether or not there

3
hould be a prosecution of an alleged offander i3 usually

3
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SUL onot always £o be dstarmined by wrnether or not +hisz iz

L Fhe has infarests f rho ookl

oF
i

[N

e e N e e s



119

7.13. There are two main exceptions to this, The first
is cases involving the Suspected homicide of 2 child, or
cases involving very serious injuries to a child, which
are deslt with aivisionally by the Murde; Squad or other
appropriate team. The second exception is when the abuse
alleged is part of a wider spectrum of criminality, for
axample a child pornography ring. These too are inves-
tigated divisionally. Accordingly, although the present
case was investigated under the old systenm rather than
the new, we think that the same pProblems could still
arise in fatality cases.

Disclosure bv the Police of Information Obtained
During the Criminal Investigation

7.14, It has been Put to us that tha police had a lot
more information about the father and what had happenede
than they wera Prepared to disclose to the Social
Services or at case conferences, As will be clear from
#hat follows, a0 far as the soclal workers WNho were
actually dealing with the case were concerned, there were
some  specific areas of concern about the police dig-
closure, but they were not generally under the impression

at the time that the police were in possession of a lot
°f information which was not being passed on. It was ar
a much later stage, in abour April 1989, that 3 senicr

solice officer tonveyed to the Social Services nanagement
the impression that the case was far nore serious, in
terms of the social work management of i+, than had
previo@%ly veen thought. Concern abcut thae police'sy
conducet really stemmed from that neeting, from there it

iltered through to sna social workers dealimg wirn the
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disclosed to . 1In relation to the police investigations,
and the evidence which they uncovered, we ara quite
satisfied that all their material findings together with
the weight which the investigating officers actually
~attached to them was disclosed to the subsequent case
conferences or Social Services without undue delay. We
think that at the time the evidence was submitted to the

CP8, there was genuine uncertainty as to whether or not

the evidence did disclose a sufficient case against the

father.

7.168. As was the common practice, an investigating
officer as well as the officer from the Juvenile Bureau
attended the earlier case conference. There clearly was
some discussion between them prior to the earlier case
conferences about what they could say. We think it is
~important for the representatives of other agencies to
appreciate that when a police investigation is in its
early stages harm may be done by disclosing all the
details of the progress of the investigation, particular-
ly about areas of possible weakness in the case. Within
that constraint, which we regard as legitimate, we think
that there was full and proper oral disclosure of the
pelice’s information at these meetings and in other
discussions between the investigating officer and social

“worker.

7.17. The first area of difficulty which arose was
because of fears on the part of the police that M, who
Was oﬁe of the main Prosecution witnesses would come
under pressure from friends of the father not *o give
2vidence. ® was also concerned about this. She was
rdvised by the police not %o discuss the case with

inyane. This was interprasted as including the 3sSocial

[ o
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7.18, The other major problem was that there were
considerable difficulties in the Social services obtain-
ing copies of the pathologist's reports, and the written
statements of both medical and other witnesses, especial-
ly the mother and & The police state that once the
matter has been referred to the ¢Ps, it is a matter for
them whether these statements are disclosed or not. The

 situation is alse complicated by the fact that the police

solicitors have traditionally taken the view that the
written statements of witnesses other than police
officers can cnly be disclosed with those witnesses!

consent. We ewplors +his Preposition in more detail
later,
7.19. Whilst we can see that there is a legitimate area

of concern about these statements being produced to the
Social Services in advance of the committal preceedings,
when they are given to the accused, we can see no reason
why they should not be produced to the Social Services
department to the extent that they wish to see them once
that has occurred. 1t ig absurd that the only people who
do not know the details of the avidence are those who
have a statutory responsibility to protect the Surviving

child.

7.20. There is another side to the coin. The alterna-
Tive to tha Social Services heing supplied with devails
2L the police evidence is that they have to carry out
thelr own investigations in parallel with those of the
folice.  Apart from being a needless duplication between
agencies who are Supposed to be working together, it dpes
12an that statements given by witnesses fo the Social
services may ba inconsistent with the statements given to

2, If such statements are thean madse Availabie

T he 31:':‘JSE‘3, as ey owould XVE nasn Lers L tles
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very much in the police's own interests to reconsider the
attitude towards the disclosure of written evidence which

they currently take.

7.21. The main difficulty isi.tsat the police hava
traditionally regarded and still ragard the information
in their hands as more confidential than the confidential
information possessed by the other agencies. It seems to
us that "Working Together” iz about the exchange of
oo dential information. No agency has any difficulty

about exchanging non-confidential information. The

problems have always centred around issues for example of
confidentiality between doctor and patient, the Probation
Service and its clients and breaking the confidences of
the children themselves. In paragraphs 5.4 and 5.5 of
"Working Together" the issue of medical confidentiality
is addressed. In relation to doctors, their professional

guidance concludes:-
® if a doctor has reason for believ-

s v % w

ing that a child is being physically or
sexually abused, not only is it permis-
sible for the doctor to disclose informa-
ticn it is his duty to do so."

Similar guidance 1is given to health visitors and other
aurses, emphasising that they must be able to justify any
failure to disclose. We see no reason why this principle
should not apply to the police. If there is to be a
jenuine sharing of information the whole issue of
confidentiality has got to be addressed by the police.
it seems to us that the other agencies have now resolved
neir difficulties about this by giving priority to the

need to protect the child.

Zsgentially the gusstion <
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confidential, It is of course true that the nmore
individuals who dre given a piece of information +the
greater the risk of some disclosure. The police have
concerns that disclosing information to the social
workers means that - they might pass it on, whether
deliberately or inadvertently to the accused person.
Their other concern relates to the disclosure of previocus
convictions. The father's convictions were not actually
given to the department until the 5th May 19389, The
convictions are sometimes given to the person chairing
the case conference, which the police guidance recom-
mends, but are not necessarily the subject of discussion
or genaral discleosure. The alternag&ve, and for some
cfficers the preferred course is to disclose this
information to the lecal authority's legal department,
who can apparently be trusted with it.

7.23. It would be wrong to give the impression that
this lack of trust is only on the police's side. Social
Wworkers are oftan similarly reluctant Lo share informa-
tion which comes to them about criminaj activity within
the family with the police. Thnis is again tied up with
the question of whether or not there is a genuine co-
cperation in partnership, or whether the are the
recipients of information from other agencies rather than
the providers of it It is always easier tg recognise
“he failure of sther dgencies to disclose than it i35 -5

Tecognise one's own inhibitions abour doing so.

7.24. There was one other aspect which caused ip cur
view quits legitimate concern on  the vpart of tha
department. Although as we have seen
1ospital under the terms of the Place of
drrangements were made for him to

- - - “ -~
“asa oonfaranc
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social worker was informed orally of the result of the X
ray, the report was not only obtained by the police, and
as we havae sean submitted to the pathologist, but
thereafter they refused to give a copy of it te the
social workers. The Social Services did not in fact
receive it until the doctor herself sent them a copy on
the 9th May 1988. They were not sent to them by the
police until the beginning orf July, when they were
accompanied by tha pathologist's findings.

7.25%, We consider that there is no justification for
this at all. The social Services had statutory respon-
sibility for @ who was in their care. It is quite
intolerable that the details should have been withheld
. from them for 5 months.

7.286, We think that the bias from the police should be
towards giving as much disclosure as they properly can.
Where they are unwilling to do so they should make it
clear to the conferenca that they are temporarily
withholding some information far good reason.

How *+

7.27. In April 1989, after the date for the trial had
been fixed, a senior local police officer in the station
carrying out the investigation lcoked at tha file. He
then contacted senior Social Servicas management and
irranged a meeting with them. His purpose was friendly.
Ae wanted to alert them to the risk of a pesgsible Qutcry
about the Social Services handling of +ha casa, He
presented the case to them in a way which Suggested that
“he case was not only more sericus than they had pasen lad
20 supposa but that the social workers had Deen naivas in

their dealings with the father. ‘N particular, e Java

men tie inpressisn:-
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7.29. Similarly, ¢ne bolice file contains no evidance

E® omgy,

from anyone in Shﬁfffaldztcwsubyﬁﬁntiata what management -

ware being told. we refer to paras 3.47 to 1.58 above.

7.30.  Neither the mother nor #@did sell their story to
the Press. So far as wa can tell this wasg never more
than a suggestion by the police themselves that it yag a
possibility. 1¢ caused a lot of trouble and concarn.

that they could be interpreted. We think +that he
believed that the Social services department hag baan
hoodwinked by a manipulative and violent man. Wa are
quite satisfied that he dig think that the social workers
had been naive. Thers is no evidence to subgtantiate
this view.

7.32. The police officer then had a meeting with the
Assistant Commissioner and the Pressg Cfficer a¢ which
thay clearly decided to try and distance themselves frop
Press criticism of the Social Services, They agreed to
rafer any Preas inquiries on to the Sociaj Services ang
leave them ts deal with it,

7.33. A3 we have already made clear e consider that
this intervention, though intended to b

The gquestion of whether or not tpg Judga dealing
the criminal case should make an ordar restricting
Publicity abeut g ¥as raised at tng béginning OFf =ha
s trial, Following tha dacision =a 3R2Var sk

}ndiczmant ralated fo 3 from rha Indictmans ralating =g
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L, the Judge ruled, ightly as a matter of law, that the
statutory provision allowing him to prohibit publicity
which would identify the child dig nek apply because the
prowision is limited t0 the situation where the child is
either the Defendant or the victim of the proceedings or
a witness in them. 4 had no such role in relation to the
charge against the father of the manslaughter of L. Such
an Order clearly could have been made had the charge
against S been proceeded with.
%

7,35, & vas or course a ward of coure, The Social
Services department believed that this would automatical-
ly prevent there being any publicity about him in +the
criminal proceedings. In fact that is not the case. His
status as a ward prevents any gublication of evidencs
given in the wardship proceedings, but does not con=-
stitute a blanket ban on all Press publicity.

@ ,
7.386, It is of course possible to seek such an OCrder in
the wardship proceedings. wNe Order was sought in advance

of the criminal trial, be@agae as we have indicated, no-
s %
“ne seems to have appreciated that there might be
publicity in relation to 4P
2

7.37. As frequently happens in such cases, there was in
fact a lot of Press coverage of the Prosecution openin

ipeech. Thers was some fureher oublicivy surrcunding =ha
cathologist's evidence and rhat o 4 W= name was
mentioned in what was otherwise accurate factual report-

‘ng of the criminal proceedings.

.13 The Social Services weras cencernsd  and  soughe »
-#3al advice apout whether or not they could nravant
s4rtier publicizy in orelation <o @ vhen the cass came =5
Toard te (RIA IV LEEd ThaU 1T was nrobably cas B
= 3 AT : . Y e ~f&;
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7.39. Predictably there was a lot of sensational Press
coverage surrounding the conviction, It included
bhotographs of 4 the mother, @ and in one case, 4.

L

7.40. The photographs of tha‘children given to the
Press were in fact those which had been relied on by the
Prosecution to provide a contrast between L's appearance
during the holiday in Ireland in August 1987 and his
death. They had been given to the police by @ It was
the officer who was in charge of the inveswligation who
released the photographs, '

7.41. It has been interestinq to compare the social
workers' perceptions of this publicity with the reality.
We weres told that #s photograph was "all over the
tabloids." 1n tact, from the evidence that we have seen,
there was only  one Newspaper, The Guardian, which
published the photo of @. Several of the others publis-
hed the photographs of L, but we do not consider that
their publication can properly he a matter of criticism,
We think the disclosure of Pa photograph was insensitive
and its publication by the n SPaper regrettable. The
actual information given about 8 however was limited,

factual, and accurate,

7.42. We feel bound ro say that we thing that some of
the social workers dave over-reacted °n this issue,
probably becdse o!‘the other matters to which we rerfar
below. There are lots of children who get caught up in a
variety of tragedies, Their names ang photographs rf1ie
ACross the newspaper pages in a brief burst of Publicity,
& vas one of then. We think it is unrealistic to think
zhat he can be completely shiaslded from the Prass

e

lntarast in his brother'ts Ffara,
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Pressure to make statements. gne and & were besieged by
photographers as they left the Cours,

7.44, The investigatinq officer made +thas following
attributed comment ¥hich was reporteq only in one of the

local papers. He was reported to have saig that in no

"It was a very difficult situation, [The father] was not

a helpful character, He lied to the cCourts +¢o get
custody of the children and it was impossible for the
welfare agencies to know that. They can'e¢ just go

crashing through peoples' doors and the neighbours always
gave him a glowing report and said he was a goed father,

he said.

7.45, More widely reported was the Commeant of Wy police
spokesman” who gave a comment more in keeping}witﬁ the

Dimself hag left the area by the time of the trial,
and did not attend it, our conclusion about this comment
is that ie brobably originated within the Police pPress
office with whom he had discussed his view of the Case,

7.46, Linked with this inflammatory comment were 3
aumber of inaccurate statementsg relating to the s5o0cia)
2rvices involvements in  thaw Case, ?hese,rcaused con-
3lderable ang understandable concern  to  the social
workers involved who sought a meeting with management ang
attempted to pPersuade them ¢o Publish 3 retraction. They

CO0X the viaw that to do SO some time afterwardsg would

[

5imply stir the matter up again, assuming that the prasgg
Sublished it at 417, The pirector, in his Capacity as
“halr af =ne ACPC, oublished i Publiciey statemens

Femann s failuras »n
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- management ag‘ee&ﬁtﬁ:issucaaacn‘afétatement, even4if"the\

Praasfh&&,notninufact“pnblisnednity,

7.47. It would be wrong to leave the impression that

inter-agency problems arise only betwaeen the police and

Social Services. In this case, for example, there was a
problem because a health service representative agreed at
one of the case conferences to obtain information from
other health authorities about the childrens' attendance
at casualty departmenﬁé. Subsequently, ‘her superior told
her not to do so because she thought it was better for
Social Services toc approach them directly. The represen-
tative therefore told Social Services that she was not
after all able to do this, although she tried to be as
helpful as possible in supplYing the information that was
already available to the health service.

7.48. Aqain; although not very significant in itself,
this does pose issues for inter-agency co-operation.
This aspect was raised by the senior sccial worker with
the child abuse co-ordinator. Although she said that she
would raise the matter on the ACPC, she did not in fact
do so. Accordingly there was no follow=-up so far as the

neighbourhood office was concerned.

7.49. Again this seems to us to relate back to the
central issue identified at paragraph 7.2 above. If the
agencies are genuinely co-operating together, this should
involve a proper sharing of the .workload. If the
philosophy is that other agencies are assisting Social
3ervices by supplying information, it would not neceg-

aarily be appropriate for them to make such inquiriass

. - . . .
30 Sor omost 9f the period Detwean L'z dsath ind mhe
ithayr’s =rial ThE o Tatier YWAs naving supsrvized yosaa g
- B by o - 3 =] Gy Lo e = paYY 3
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imposed a considerable burden on the resources of the
neighbourhcod office, It was complicated, however, by
the fact that the discreticnary Power to supervise the
access, imposed by the wardship Court, was turned into an
obligation to do so by one of tha father's bail condi-
tions. This provided that the father was not to see @
except in the presence of a social worker. That slight
modification to the wording made a considerable dif-
ference to the burden which was imposed on the Sccial

Services department.

7.51, This aspect, together with the failure to protect
& from publicity has obvicusly given rise +o the criti-
cism that the left hand of the court system does not know
what the right is doing. Regrettably, this is frequently
true. The court system is not 3 cohesive whole. Neither
the Magistrates:® Court nor the Crown Courts have much
experience of the refinements of wardship. Understanding
really depends upon whether the practitioners or the
Judge happen *to have experience of the wardship jurisdic-
tion. It is probably true that the only two pecple in
Court at the father's tria] whao really appreciated the
indications of [ ) being a ward werae the Solicitor from the
local authority and the father's Solicitor.

7.582. We find it difficult to see any way in which
sther Courts coulqg ce rotified of =he child's starys as a3
#ard routinely by the High Court 1tself, although they
loom large in chilg protection terms, riminal proceed-
ings involving wards of court form only a minute part of
the «criminal cases determined nationally, or evan in
Londen alone, 71,4 circulate all *the courts regularly wirh
“he names of 1ll *he children who Are wards of coupr

7 M $ 5 YA N . . § » a “ o~ - -
‘which wouls nclude chousands of fames)  seems  fn 13

“Kii) by fr@d-g'c@ o \er of Parer. buf ne pProtec i, e
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7.53, It is cbviously helpful if those appearing before
the criminal court know and are able to make effective
use of the fact that the child is a ward. Even here,
however, there are sSome practical difficulties. Publica~
tion of confidential information about a ward of court is

#® a2 contempt. The precise limits of this are still very
blurred, The giving of factual information about +the
details of Court Orders in respect of a ward to those who
have a need to know in order ta assist in safegquarding
his welfare is probably not contempt but what was said by
the parties, or Witnessas +to support the making of such
an Order, would be.

have no right to argue about what is either said or done.
Unfortunately reform of the criminal Process so as +q
give them a greater voice is beyond the S5Cope of thig

55. The circumstances in which individuals learned of
che tragedy of r'g death have besan very varied, Some
have had a Iot of support frem their Superiors and
colleaques, cthers have not. As wa axplora further in
Chapter 13, many still have unresolved feelings of guilt
ind anxiety about thae case which they have not felt able
o discuss. The approach +o these problems will vary
from agency to agency, and will abvicusly depend upon the

y

iegree of involvement. wa think, however, that manage-
7ent should make sure that all staff who are
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tunity o discuss, if they choose, professional and
personal issues arising out of the case,

7.586, The recommendations which arise out of the issues
addressed in this chapter are dealt with below in
relation to the ACPC or specific agencies,



i34

CHAPTER 8

"WORKING TOGETHER" : THE THEORY AND THE PRACTICE

8.1. In this chapter we consider the guidance given by
the Government to agencies trying to work together and
consider, in the light of what happened in this case,
where the guidance needs further clarificatien or the
practice needs to be improved to comply with it.
References are to paragraph numbers within the booklet.

g8.2. As we indicated in Chapter 7, we +think that the
underlying philosophy of this pamphlet needs toc be
clarified. In some passages, for example in paragraph
1.3 it speaks of other agencies, v, . advising and
assisting the local authority in +the discharge of its
child protection and child care duties,® At others, for
2xample paragraph 2.2 "the primary responsibility of the
Social Services department does not diminish the role of
other agencies or the need for intef~agency co-operation
in the planning and providing of services for a child or
family." In many cases there is no obvious inconsistency
between the two. This case has highlighted the problems

that can arise when there is.

3.3. Paragraphs 2.17 and 2.18 deal with the respon-
sibilities of othar agencies when the child is in the
care of the local authority. Under an ordinary care
srder, the local authority have .parental rights over the
child, That is not the case where a cara crder is made
in the wardship proceedings, where parental respon-
3ibility remains in +=he Court. It ssems +o us, in

srinciple, that rhis guidance was intendag 5 and should
i

ALLER L



135

8.4, Paragraph 3.18 brovides r1yhe staff of other
agencies providing services to  the chilg <+ . must

of the child." 1p relation to the X-rays obtained on g
(sea Paragraph 7.24 above, adhersnce to these guidelines
(which were ﬁot of course in force untiy July 1988, after
the x-rays on @ were taken, ) cught o disc@urage someth-
ing of the same kind happening again,

assessmant. We have already considered the application
of this to the present case at pParagraphs .35 to 6.27

3.86. Paragraphs 5.2, 8.3 and 8,7 emphasise +the
importance of training, both °n a single discipline and
multi-discipline basis, The ACPC has produced its own
child protection manual, which it is in the early stages
of revising. All the other agencies have their oswn
procedures manualg as well, which include aspects of
identifying and dealing with child ébuse. The agencisg
VAry in their APRroacn. for some their own manual is the
Jirst point of reference, to pe Checked with the acpe
“anual, copies 2f which may or may not be available
2asily, For others, ang particularly Social Services,
“he ACPC manual 15 the first point of reference,

2.7. Similarly, they vary in the extent to which they

lr starsf issistance in
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on the medical symptoms of child abuse which would be an
exXtremely useful reference work for the Jjunior doctors
(see further below) but the chances of the average
probation officer seeing children stripped and examining
them for equivocal injuries seem +o ug rather remote.
Their involvement is far more likely to arise either
because they are given accounts of abuse by the adults
whom they see or because of obvious vigible marks on the

children.

8.8. These manuals have very little inter=-agency
dimension. They do not for example usually give staff an
indication of what procedures will be followed by those
in other agencies. we think that this might be helpful.
For the reasons given at paragraphs 6.17 to 6.22 abova,
we think it would also be helpful for such manuals to
include information about what other agencies can and

cannot do.

3.9. There has so far been very little inter-agency
training in child abuse. The ACPC produced a video on
child sexual abuse which appears to have been widely
shown and to have been appreciated. Where inter-disg-
ciplinary training takes place, it usually consists of
someone from another discipline coming to explain his or

her work to the staff. There i3 hardly any -“oint
training with people from the different agencies and
disciplines coming together to ke trained together. we

think that this is the direction in which future training
should go, alongside skills training within each agency.

3.10. Cne problem with training, whether it is done
¥ithin the agency or outside is that whilst almost
FVeryone agrees that it is "1 good thing®, in oracticas
often inadeguate tn  ds tha  ipb

. . . 4 G 1, - PR
Toperly and ars valnerable <o ouge

[ r—




137

One difficulty is that as the work gets more locally
based, which is the trend within the agencies, the number
and variety of child abuse cases which ocne teanm will
encounter may be quite small. The opportunities for 'on
the Job® learning, are therefore more limited than was
the case when teams operated within a larger geographicai
area. Accordingly, the need for more formalised training
is greater than was Previously the case.

8.11. AS wWe have already made clear we do not think
that there was any training which those who had dealings
with this family might have had which woulg have alerted
them to the risk to L from his father,

8.12. The one area, where we think training needs to be
considered as a matter of urgency is within the hospital.
So far as we can tell from our inguiries, junior doctors
coming into‘the department have ng training other than
that which ig included 1in their basic training in
symptoms which should cause concern. The Paediatrician
did from time o time give a lecture outlining some of
che main points, by- this was not systematic, As the
doctors changa |vVery 6 months, i+ ig essential that they
have some induction training in the recognition of chi}

abuse.

3.1, It 3ls50 seems 20 us essential that this is dona
Snoa aulti-agency basis, The hospital is not isolatsd
from the Sommunity, and if anything tne doctors there

need more information about the role and procedures of
“he other agenciesg than is the case ror those who are

JOrking in +he community services.
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induction training we think that the permanent stafsf
should also be trained about the work of other agencies.

8.15. We think that they would also be helped by a good
@asy to use quick reference guide, which they were
ancouraged to use. Most of the manuals which we have
seen seem to be rather cumbersome.

8.16. The identification of child abuse is often a
matter of asking the right questions, for example whether
the account of the injury is consistent with it. Aagain
wa have considered tha question of whather some sort of
form might be a useful starting point. We have already
cemmented on the usefulness of tha form developed by the
ESW service, which we have modified and attach as an
appendix to this chapter. We think that something of
this sort might be useful for inexperienced hospital

staff.

HORKING TOGETHER IN INDIVIDUAL CASES

8.17. This 1is dealt with in Chapter 5 of "Working
Together®, Paragraph 5.3 deals with the obligation of
those attending case conferences to deal with the
information given in confidence. As we have seen at
saragraphs 7.21 to 7.23, this bland statement does not
address, still less help to resolve, some of the vary
real problems which can arise between the agencies,
Similarly, although the question of medical confiden-
tiality 1is addressed (because this hasg always been a
cecognised area of medical ethics about which quidance
naeded to be givan}, we hava highlighted other areas in
which confidentiality has been claimed for informaticn,

ind abeout which =his Zfocument i3 silan

oF

‘zea, Ffor a2xampls
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little help, particularly as it affects the . We have
tried to give some practical assistance about this in
paras 6.3 to 6.4 above,

8.19. Paragraph 5.11 deals with the need for close co-
operation between the pelice and in the investigation of
abuse. As we have seen, this sort of co-operation will
continue to have little direct applicaticn te cases
involving a fatality. we have, however, had a good deal
of evidence about the recent setting up of the child
protection team within the police service, and how this
is working in practice so far asg the other agencies are

concerned,

8.20. The police have thelir own training Programmes.
These have included input from the Social Services child
abusge co-ordinator, and the use of the jointly produced
video. The main obstacle to a nore systematic programme
of Joint training leading to joint investigation is the
structure of the Social Services department, which we
consider in detail in Chapter 19 below. The large number
of neighbourhood offices, with their commitment to
generic social work, means that there is no comparable
specialist child abuse team within +the Social Services
department, members of which could undertake training

together.
3.21. LS i3 Clear from what we hnave asgard thar thers
ire reservations about what is happening. The police

iPpear to have embraced the idea of 3 specialist team
Wit the requisite training ang expertise with ap-
“husiasm. They have made considerable strides in a short
ipace of time, It does not, nNowever, render tha oolice
"the experts® i5 sna abuse. Tha
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planning for surviving children, or dealing with other
disrupted family situations, it is important that the
polics recognise the limitations of their expertise as
well as its strengths,

C octacti egisters

8.22. In Islington, the child protection register is
kept and maintained by the chilg abuse co-ordinator. In
Sheffield, it was formerly kept within the health
service, but has racently been transferred to the Social

Services department,

8.213, Paragraph 5.31 lists the categories of children
whose names can be put on the register, The Acpc
guidelines in Islingten are broadly similar. Sheffield,
a8 we have seen, did not have and still does not have a
category for those who are at significant botential risk.

3.24. It is of szome interest that both the health ang
education service operate their own systems for monitor-
ing children about whom they are concerned, but whose
names are not on the child protection register. 71p each
case the system includes other children about whom there
is concern, but in respect of whom no issue of suspected
child abuse arises. #hilst we think Such systems are
useful tools, i+ is essential that they do not become
"mini chiid brotection registers."

3.25. Paragraph 5.733 gives advice about who should
mnanage the register, and making it Availabla to the other
igencies. As we have said, this is currently done by the

child abuse Co-ordinator in Islington., 3 TOBY af it g
<2pt at  tha Whittingten Hospital, T2 waras *Xtremaly,
Learn tha* tmare ¥a3 4 perindg i few months
feglster was unable sn Ca Lapt WO to-darae
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an administrative task. It does nNot. need to be done by
the «child abuse co-ordinator herself, although we
understand it frequently is. A register which is not
accurate and up-to-date, in our view is worse than
useless. If the child's name should be on it and is not,
it is likely to give a false sense of security to someone
from another agency. It also seems to us to be a misuse
of the expensive specialised skills of the child zabuse
co-ordinator for her to be involved in maintaining the

register,

5.26. The registration of a child's name inevitably
brings into effect a number of other conference and
review procedures which are time consuming and expensive
in terms of the time of the préfessionals involved, In
the present case for example [l nare was placed on the
register at the time that he moved to foster parents. we
think that this does raise the question of whether where
a4 child has been removed from the care of the alleged
abuser it is always necessary for his or her name to g
on the register. We recognise, of course, that it js a
very dangerous assumption *o make that children, once
removed from their homes are necessarily "safe". This is
particularly so in the case of sexually abused children
where it ig recognised that they are more vulnerable than
non-abused children to the risk cof further abuse.

3.27. The guidance about antering the child's name on
the register at Paragraph 5.32 seems +o suggest that 1in
2Very case where the child comes into cne of the cate~
jories, and th agencies agree to work together &5

S name should be included on rhe register

=3
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necessary in all cases for the child's name to be on the

register,

Case Conferences

8.28. As we have already stated at para 6.14 above, we
think that despite the urging of paragraph 5.38, case
conferences can be seen not only as an end in themselves
but alsc in themselves the solution +to an intractable
problem "If you can't think what else to do, have a case

confarence, ¥

8.29. So far as the specific recommendations of the
guide about the conduct of case conferences, again, the
neighbourhood system within Islington causes practical
difficulties in terms of having a person independent of
the management of +the case chairing the conference.
There are only two or three senior staff in any of the
offices. Because the offices are small, and there is a
high priority given to duty work, these officers tend to
be involved in a lot of the work done by the office, aven
if they are not directly supervising the worker in the
particular case. For a senior social worker from another
neighbourhood office to chair the meeting can cause
severe problems for that office, as we examine in more

letail in Chapter 10,

2,30, Similarly, the desirability of having a specia-~
list minute~taker is universally acknowledged. There are
in fact 3 such minute-takers employed within the Borough.
They cannot begin to cope with the 600 oar SO case
lcnrferences a year which are held within the Borough.
“hey try to ansure that all the initial case conferences

T P A T < Tyt e o = et . .
Ve 2 speclallist minute-taker, but apart frem that i+ is
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8.31. Within Islington, the procedures provide that
although case conferenceas will normally be called by the
Social Services, if necessary at the request of another
agency (as per paragraph 5.42) another agency may itself
convene a case conference if it ig appropriate to do so.
In practice, this seems hardly ever to happen, although
@ccasionaily the health services have been responsible

for convening a conference.

8.32. Paragraph 5.43 deals with the importance of those
who are unable to attend making written contributions.
We would like +o g0 further than this, as outlined in

para 6.18 above.

8.33. Paragraph 5.45% addresses the question of the
involvement of parents at case conferences. Tha parents
in the present case did not attend any of the case
conferences. Whilst we do not dissent at all from what
is said about this in a general way, the problems which
we have highlighted at Paragraph 7.14 to 7.25 above, for
2xample, would be greatly exacerbated if the alleged
abuser were present. There are obvious difficulties when
the alleged abuser is present at a case conference at ap
early stage of the police investigation, where +the
question of a criminal charge is still being considered.
Again this very real difficulty is not touched on by the

i

TJuldance bu
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s
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1t 1s a matter of very real difficulry ang

should bpe.

Supervision

3.24, Good supervision comprises two elements, Flrstiy
LT13 a tool af good managemsant®, allowing nanagers o
2nsura that <he 1Fency s sratutory T2sponsibilitisg srs
2107 carriad ST and shar oska T4 s i Sre
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child protection plans and ensure that they are being
complied with,

8.35. It is the clear expectation of paragraph 5.80,
that all agencies will provide supervision. Predictably,
there is more resistance to it within the Probation
Service than within most other agencies. It is not
entirely clear how it operates within the schools.
Recent managerial changes within the health authority
have meant that arrangements have had to be made for
“professional” supervision to be given in appropriate
cases by a person who is not the health visitor's 1line
manager, where the line manager comes from a background
other than health visiting.

8.38, As this is not a éase in which any failings of
supervision contributed in any way to the tragedy, it
would be wrong for us to question the value of a system
in which the professionals themselves have such faith.
There 1is an obvious value in being able to share the
problems and stresses of some of the very difficult case
locads which professiocnals in deprived inner city areas

have to bear.

2.37. What seems to us to he lacking, and what in our
view 1is urgently needed within supervision in many
instances i3 positive praise for good work. The point
nNas been made to us more than once during this inquiry
that particularly for social workers, no-one praises you

for good pieces of work, they only blame You when things
J0 wronq. It seems to us that management too have a role

99

in this,

JOINT POLICIES AND PROCEDURES

b Ead s - T e % =g
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provides for them to be representatives, to be jointly
funded and defines their responsibilitiss,

8.39. Within Islington, the ACPC is chaired by the
Director of Social Services, It operates mainly through
the ACPC Sub-Committee which is chaired by one of the
Assistant Directors. All the local agencies send sanior
people to these meetings most of whom are now at some
distance from practice. In paragraph 7.9, the guidance
sets out the main areas of work and activity for such
ACPC. We deal in paragraph 9 with the way in which the
ACPC operates in practice.

CASE REVIEWS

2.40. Part 9 sets out in detail the procedure to be
followed in reviewing a case where a child dies. The
ACPC attempted to follow this guidance when the document
was published in July 1988. As we shall see in Chapter
17, their interpretation of the guidance produced a
review which was wholly inadequate. To that extent this
case illustrates a number of practical difficulties about
the advice offered and +the need for it to be recon-
sidered. This chapter should be read in conjunction with

Chapter 17.

2.3l To begin with, =his case nighlights thase the
advice given in paragraph 9.6 that case reviews should be
completed within 2 or 3 weeks of the death can be
completely unrealistic. Within 2 or 3 weeks of L's
death, the pathologist wag still carrying out investiga-
zions to establish +he likely cause of death and whether

there was any criminal responsibility by the father. as

Ve have ssen ‘*thare was very real doubt about whethaer

vy s EY R R R T e [N Gemt b 1 e . o
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8.42. In addition, this wWas a case where a worthwhile
review needed to look at not only the action of the
agencies in the light of what they did know, but whether
in the light of information which subsequently came to
light, there were warning signs which had been missed, or
other information which they ought to have known. Again
to suggest that full details of the information which the
police had obtained from interviewing witnessas should be
published within a menth of the death, whilst the police
inquiries were still going on and it was unclear whether
there would be a Prosecution or not seems to us to be
totally unreal. we agree that speed is desirable but not
if a speedy resolution results in an inadequate or
incomplete case review.

B.43. Again, some of the agencias, notably the Proba-
tion Service, have carried out their own review of the

case to gsee what lessons can be learned for their own

agency. Because of the timing of this review, they in
fact carried out their own review only after submitting
their evidence to the ACPC. This meant that the lessons
which they considered the service needed to learn from
the present case were not fed into tha ACPC review.
Instead, the acpc representative was having to give an
individual rather than an agency view of the case. It
1as been forcefully argued o us that this is the wrong
~Yay round, and that the ACEC raview might be more
#orthwhile if it included the considered views of the
participating agencies themselves.

3.44. #hilst there is clearly a need tq respond to
Sublic anxiety and media pressure, we do not think that
“hese should be the dominating considerations abour when

tn2 r200rt should be dona.
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agency staff who nave been dissatisfied with the proce~
dqure and conclusions of the intermal review and have
pressed for a more public form of inguiry. In paragraph
3.8, the guide sets out the objectives of the review as
peing

(a) to establish facts:

(b) to assess whether decisions and actions
raken in  the case vere reasonable and

responsible;

(¢) +to check whether astablished procedures were
followed:

(d)y to consider whether the services provided
natched the needs of the case pearing in
mind the resources available;

‘a}) +to recommend any appropriate action in the
1ight of the review's findings.

That is exactly what the ACPC in the present case sought
vut failed to do.

3.46. one aspect which caused the ACPC considerable
Aifficulty, and which is not addressed at all in "Working
Tegether" was the issue of "sub 3udice" or Contempt of
court. There were two aspects tO tris, Firstly, whether
tne police could properly disclose evidence which would
me used in the criminal trial to the ACPC. Secondly,
what o©ould properly be included in a review report

published before the rrial. We consider this further in

4etail in Chapter 17.
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PUBLIC AND A I

8.47. We have dealt with aspects of this in some detail
at paragraphs 7.34 to 7.46 above. The ACPC did prepare a
joint press statement, which was issued by the Director
as chairman of the ACPC. It is not clear to what extent
the police adopted that statement, bearing in mind what
we have set out at paragraph 7.32 above. Essentially
this statement referred to the setting up of this

inguiry.

8.48. The difficulty which arose in the present case,
was over the inaccurate press statements in relaticn\tc
the involvement of the Social Services department (see
paras 7.45 to 7.46 above). This produces a conflict of
roles for the Director. He clearly felt +that he was
committed to Jjoint publicity through the ACPC, rather
than an independent statement on behalf of the Social
Services department. We recognise, however that +hara
may well be cases, particularly when an internal review
has already been carried out, where the staff need to
feel that they are publicly supported by the Director in
statements which are made to the Press. This will be
particularly the case when the review has not disclosed
any negligence or lack of proper judgment. From the
ooint of wview of the staff there is 2a big difference
cetween a public statement that “Thers is to be an
inquiry to establish what went wrong” and a statement
which emphasises that the case has already been inves-
tigated, that no negligence has been found, but "there is

nevertheless to be an inquiry.?®
THE POLICE

33, oo the reasons Whlcn ve nave alresady given ar
ol omo TLI5 oabove, W3 Thlnk Shat rhe auidancs
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arise when there is a conflict between the needs of the
prosecution and the needs of the child.

RECOMMENDA T I ONS

The Government should consider further the "Working

Together” guidance and in particular +he following
aspects

1. The fundamental philosophy underlying the
guidance (see paras 7.2 and 8.2%,

2. The conflict between the legitimate needs of the

police prosecution and the needs of the child.

3. The proper approach to confidentiality by the
police. (Para B.7).

4. The implications of parents attending case
cenferences where there is a pending prosecution.

3. The transfer of records between agencies,
2specially local authorities. (paras 6.3-4
5. The timing of case reviews (Paras 8.40-8.44) .

ne issue of sohtenpt of coure in relation o the
(

publication of the review (8.46 and Chapter 17y,

3. The role of the ACPC (Paras 9.6 - 9.5} . He deal

“ith the Recommendations for prarticular agencieg

irising  out  of this chapter in subsegquent



OF P08 ON=-ACC AL INJURY ABUS
(see Paragraph 8.16)

Name of Child:

Address:

Date of Birth:

Name of parent/s or guardian:

Name of person accompanying child
{if not parent/guardian)

Home telephone or emergency contact number:
Siblings in the family?

Time and date of report:

When was the injury noticed and by whom?
When is the injury reported to have occurred?

what is the nature of the injury? Please describe, e.g. marks,
bruises, colour, =size and location.

What does the child say about the injury? Has the explanation given
by the child remained unaltered?

Does the injury appear to be consistent with the child's account? If
not, why not?

What does the accompanying adult say about the injury?

Does the injury appear to be consistent with that account? If not,
why not?

Have you had an opportunity to examine the rest of the child'’'s body?
If so, any observations?

Zave you had any pravious concerms about the child, or a nember of
~ne  family with reference to suspected <Child Abuse/Neglect/Non-

Accidental Injury?

reT—
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1d been examined by a paediatrician. 1f so, whom?

medical treatment/admission?
"sutside” agency) involved with the

. the chi
s the injury require
3 Social Services (or any other

nily?
y other info;mation? e.g. Language spoken by the parent/s if not
gent in English

SAGNOSIS
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CHAPTER 9

LD Q ON COMM
3.1. The agency representatives on the ACPC, as we
have noted in paragraph 8. above, all hold relatively

senior posts, often a specialist child abuse post, within
their agency. They are well intentioned, conscientious,
and convinced of the worthwhile role +that they are

carrying out.

9.2. The difficulty is that more than a year after
"Working Together" the ACPC has no budget, no delegated
responsibilities, no secretariat and what it is actually
able to achieve is extremely limited.

3.3, It is not unique in this, so far as we are aware
there is no ACPC in the country which has established a
Jjoint budget, to which all the other agencies contribute,
although in some areas there is joint funding between the
Social Services department and the health department.
There has been some joint funding of particular projects
both in Islington and elsewhere.

3.4. It has been difficult for us to establish
orecisely what the ACPC has done other than hold reviesws
and produce the joint video because thersa are no records
xept of its meetings, since there is ne-one available to
take the minutes. We are left with an overwhelming
impression of a talking shop in which there is a good
~evel of rapport and co-operation between the individuals
~vho comprise the ACPC and its sub-committaes, but the
igencias whom they rapresent continue largely to perform

taelr work in igqnorance of its deliberations and achisve~

[rr—
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5.8, We have already identified 2 number of issues
which need to be addressed by the Acpc, These include:

(1) the essential nature of inter-agency co-
operation (paragraph 7.2 abovae) ;

(ii}) joint training (8.6 to 8.13 above);

(1ii) the extent to which the administrative
Support for the child protection register
and the management of case conferences fall
short of the recommended guidance. (Para-
graphs 8.22 to 8.413 above) ,

The ACPC is also Supposed to monitor
practice in individual cases, but appears to
have no real plan for doing so, nor the
means to bring about effective monitoring.

3.6. Another aspect which concerns us is the inter-
relation between the ACPC and the elected members of the

S0 long as the acCpcC remains an organisation without money
Or power, we suspect that this does not cause aither
zonflict or practical difficulty, Some of the issuesg
“hich we have raisad, and which w& see ag SSsentially
natters for intar~aqency decision within the ACPC do have
implications, as “e have indicated (for example in
faragraphs 8.20 and 8.21 above) for the delivery o¢

A4

services within +he bresent structurs of 24 neighbourhood

wffices,
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service must be provided”, and which must remain within
the control of the agencies.

9.8, If the ACPC 1is not going to have either an
affective budget or any real input into the sort of areas
which we think are properly within the ambit of an
effective child protaction committee, then it seems to us
that the ACPC needs to become a much smaller group, which
is concerned with reviewing and up-dating the procedures
and remains as a channel through which inter-agency
communication, over issues of joint training can take

placa.

3.9. If, as we believe, the pattern that we have found
here is not dissimilar from that in other parts of the
country, then we think the Government too should racon=-
sider the role which it gives to the ACPC in its gui-

dance.

2,10, The extent to which individuals on the ACPC are
zmpowered to bind the agency varies. Again this szseems to
us to be an area which requires clarification. It is
important that everybody on the ACPC should be aware of
the limit of the role of the other members and what
authority they possess. For example, it has been a
matter of concern in relation t5 the establishment of
this inquiry first that the police were unwilling +o
agree to be invelved, and second that the representative
5f the police on the ACPC who was thought to have
responsibility for child protection issues turned out not
“c have when it came to making decisions on *his igsue,
seems to ug that that sort of confusion and withdrawal

ry
r

committment at will again makes any affactiva work by

o
'

“ha ACPC impossibls.

L4
3
£
~
{3
(3
[}
£
4
&
3
3
&
et
i,‘/.,
53
s 4
5
[N
o
(31
b 4
b
1]
b
"
Fa3 ¥
3
hat
g
9]
A3
o
&x
%nmw
L
¥
™
¥
e




153

CHAPTER 10

ISSUES FOR AGENCIES: (1) ISLINGTON SOCIAL SERVICES

DEPARTME
10.1. Before 1385, Social Services operated in 10 area
teams within the borough. They were larger than the

present teams and had their own administrative staff,
usually a team clerk, receptionist and typist. They were
large enough to provide a good range of professional
support, not only to the basic grade social workers but
also to the senior social workers who were alsoc able to
share problems with their colleagues. They were able to

initiate community projects. The system seems to have
produced a remarkably stable workforce compared with many
octher departments, During the late 70s and garly 80s

the pressures were towards more centralization.

10.2. In 1982/3, the policy changed and since then
there has been an unwavering commitment towards de-
centralization. Prior to 1985, +the Social Services
department was the only one which operated in the way
which we have described. Housing, environmental health
and many other sefvices wera all centralized. In 19835
Social Services, housing, including repairs, and enviren-
mental health were all decentralized to. 24 neighbourhcod
orfices. There iz a commitment to generic working within
Doth the Social Services department and, since 1388, with
the introducticn of a career grade system for administra-
tive staff, generic working for much of the administra-

tive work as well.

5.3, We hava inevitably heard a lo

bb+ *aﬂentragizatzsn
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10.8. The particular neighbourhood office with which we
have been concerned has been a4 useful one to look at for
this purpose. On any of the indicators which are used,
it is nearly always 1in the middle. It is not the
busiest, or the least busy:; it is not in either the most
deprived or the least deprived parts of the borough; it
has an average number of demands on its services,

10.9, It is also housed in one of the purpose-built
neighbourhood offices produced by the Architects!®
Department. The design is open plan. In concept, and in
the publicity photographs, it provides a pleasant,
uncluttered environment in which local people can discuss
their problems, while their toddlers sit begide them in
their pushchairs. (See Fig 1 on next page}. The reality

.48 shown in the remaining photographs is very different.

There 1is enormous Pressure on space. The storage
facilities are wholly inadequate, so that most of the
floor space not occupied by office furniture is used for
the storage of stationery. The waiting area is public,
The interview rooms have glass windows and adjoin the
waiting area. The room which was intended to be +the
focal point for community activities is too small for
many of them to be held there and is in any event the
only available spacea for confarences, supervising access
L35 Iln Ste “ase),  staff  supervision and dlmost  any

activity which cannot be carried out at a desk.

10.10. It is impossible to underestimate the difficuyl-
ties of trying to provide a proper social work service in
this atmosphere. Although recently additional talephones
lave been supplied, there are insufficient outlets fop

“hem.  CUntil then the senior sccial YOrker was sharing a

{

talephone

With 4§ sther oseople. Sn@ Aty soarvica s
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Neighbourhood
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on the front
of "Going
Local®™)
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no privacy for telephone calls and it is vary easy for
those who are on duty to get sucked intoc whatever is
going on in the office. The presence of the cash office
increases the risk of assaults on staff by robbers. One
senior social worker described having a shot gun pointed
at his head during a robbery, while he was trying to deal
with a social work amargancy.,

10.11. These are the practical problems simply arising
out of the design of the offica. They are compounded if
one& or more of the social work staff is out of the
office. There is no leeway within the system to provide
adequate cover for absences due to sickness, leave or
people being away on training. A peripatetic team was
established to provide cover for absences, but only whare
the absence is for 3 weeks or more. In practice this
ream can cover only half the requests for agsistance it
raceives. The main reason that the system has not
already collapsed is the high level of dedication which
“hare has baen amongst the staff.,

L0.12. The pressures bear heaviest upen the senior staff
“ho have the responsibility for maintaining the service.
They are doing so in ocur view at considerable cost in
personal terms and in many instances are stratching
themselves beyond what is reasonable. The pressures ara
rade worse by rtheir isolation and the lack »f sther
colleaques with whom to discuss difficult problems.
fhey receive 1little, if any, personal supervision.
“ithin this office, for example, Dboth the full-time
seniors come from different social #ork backgrounds and
tave different interasts.” one has a background in
“esidential care, while the other has always worked in
tocal offices. The latter has undergons some training in
tecrion work, sarticularly in relation to saxual

~usE, A0t Tacauss it s an araa in fich ha i3z par-
Ceitaris aterastad, out  la soder o aravide iome
TEITISR o0 chese 1athars within cna faan oY osonn of
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them, it means that in the areas of work in which they
are regarded as having the expertise, there is little the
other can offer them in terms of professional support in

difficult cases.

10.13. The Council policy is that priority has to be
given to providing a duty service to those who come in
with problems requiring social work help. When the
office first opened, people were seen whenever possible

ag and when they came in. This proved so unworkable,
that the office now operate an appointment system for
seeing people. Even so this means that the social

workers' priorities are determined by the public who come
in, rather than the social workers themselves. Whilst in
some cases it will be the person who comes in who has the
urgent problem, in others it will be a family with whom
there is a long term piece of work who axperience a
sudden crisis and need the attention of the social worker
dealing with their case.

10.14. Obviously, there are aspects of the social work
task which fit happily into the neighbourhood concept.
These are the issues that local people are understandably
concerned about. They want proper nursery facilities,
home help services, luncheon clubs and residential care
for the elderly. They are usually far less concerned
about for example the provision for adequate care
facilities for the mentally ill in the neighbourhood and
have no real role in the decision to remove children from
their families.

10.15. The real objection to the present system is that
the pressures of maintaining the service are ‘s0 great
that there is no proper time for resflection or planning.
This means that the task becomes almost antirely a natter
5€ reacting to crises rather +han undartaking effective
sravantative work. Ir 13 the latter which i3 +ha

# : g = S L . . . . . P K
srofessiconal task from which =most sccial workers derive
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their job satisfaction. a present emphasis on provision
of demand-led services to the public is analogous to
seeing the role of the general practitioner as being to
sit in his surgery- and write prescriptions. It may be
that that is what he spends a lot of his tinme doing, but
it is unlikely to be the reason why he went into medi-

ADMINISTRATION

10.16. The pressures on the administrative side are just
as great. The Council's priorities are ts staff the
reception desk and the cash office. Priority is alse
given to the computerized recording of housing repairs.
The level of absenteeism amongst administrative staff is
very high. This means that there is often no-one
available to carry out routine tasks such as filing or

typing.

10.17. Included within the administrative staff are some
who were specialist staff within for example the Social
Services or housing department before decentralization.
They have been allowed to remain as specialists. Typing
is regarded as a specialised skill. None of the other
administrative tasks, including reception or manning the
cash office are. Since 1988, there has been 3 career
jrade system for administrative stars who may be required
o deal with any of tha administrative tasks in the
office. We are told that many anjoy the opportunities
for promotion and advancement which this system allows,
and which the former did not. In terms of the overall
service, it seems to us that +he Practical effact ig
patehy. The system also undervalues thae specialist
3X1ills needed to do some of these tasks. Having the cash

fice staffad oy tha innumerats, filing dons by *the

dyslexic and disorganised, and recaption oy =ha surly or
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pourhood office, not least on the administrative staff
themselves. Every further decentralization, and there
are a number of other projects in the pipeline, creates
additional administrative burdens in the neighbourhood
office, where even finding space to put the extra forms

is a problem.

10.18. The level of administrative support provided for
each office is determined centrally. It iz based upon
analysis of the number of specific tasks performed by
each office during the period. In our wview the in-
dicators used give a totally inadequate measure of the
real level of administrative support required by Social
Services. The same may be true for the other departments
but they are beyond the scope of this Inquiry. For the
administration, as for Social Services, there are no
aconomies of scale within such a small office.

10.19. The fundamental problem is that whenever there
are financial constraints administrative staff tend to be
regarded as expendable. What actually happens, as we
have discovered, is that the more highly paid and skilled
staff end up spending a lot of their time doing their own
administration which could be done more cost-effectively
by someone else. We have already identified the problems
in relation to the maintenance of the child protection
register (see para 3.25 above)., Social workers are
naving to spend time telephcning to arrange case con-
ferences and writing up reports and their notes for
chemselves. This is inefficient and wasteful.. It seems
o us that at the very least the system whereby sach
social work team had a clerk who knew the work and was

g to deal with the routine tasks ought 5 be rein-
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refer to a social worker. In this particular neighbour-
hood office, the typist was formerly emploved in Secial
Services, and so has some understanding of which pieces
of typing are urgent and which less so. This is not so
in other offices. It again makes a big difference.

10.21. Computerisation is sometimes considered to be the
answer to many administrative problems. Progress in this
area has been slow within the Social Services department.
There are now plans to introduce computers within the
neaxt two years. Where they will be put, aﬁd how staff
will be trained to use them are issues which will need +o

be resoclved.

THE PREMISES

10.22. We have tried to discover the original specifica-
tion for the neighbourhood offices, for example how many
staff they were designed for, what facilities were
thought necessary and what storage space would be
raquired. We wanted to see whether tha offices were
originally adequate, but the volume of work has increased
to such an extent that they no longer are, or whether,
indeed, they were too small and the design was flawed
from the beginning. To our surprise, we have been quite
unable to obtain this piece of information.

10.23. Some of the neighbourhood officeﬁt like this one,
were specially designed. Others are adaptations of older
buildings. Some of the sites, including this one, do
nave additicnal land which would permit the size of the
buildings to be increased somewhat. The basic design of
the newer offices, however, does not, for example permir
Zne building of additicnal storays on top sf the existing

. -
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way of delivering the service. The answer to some of the
problems which we have raised above would be to close
some of the outlets and create larger teams in the
remaining offices. This would go a long way towards
solving some of the problems. The difficulty is that in
many of the offices there is simply no physical space in
which to put them, and no space intoc which the offices
can be expanded. Financial constraints have meant that
the proposed development of some sites has had to be
postponed. It may be that the answer is ¢to lock for
alternative sites which already have purpose-built

accomnmodation.

10.25. It is almost impossible for Social Services to

carry out their work without sufficient space for holding® ~ %

case conferences or specialised treatment or interview-
ing. During the period in which the access to S by his
father was being supervised, there were lots of problenms
arising out of the use of the community room for this
purpose. Sometimes it would be double boocked. At other
times it would have to be shared with those who required
it for other purposes. In any event it was not private
and far from being an ideal environment in which *o

supervise access a+ all.

10.26. Similarly, we have tried £e think about +hae
bossible effect of +his environment on someone in the
position of @ had she ever reached a point at which she
decided to tell the Sccial Services what was going on.
Having steeled herself to go to the office, she might or
might not have been seen on that day. Assuming that she

then returned, she would have sat in the walting area

vy d 4 : P o % -~ ;
along with all the other opeople who have business in
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afford privacy from those who are waiting. It seems to
us that this environment certainly does not encourage a
narvous woman, or perhaps the neighbour of an abused
child, to unburden themselves.

10.27. None of those who have spoken to us seek to
suggest that any of these problems made any difference to
the way in which the present case was handled. We think
that actually that was probably true. Paradoxically
although one area of concern has been the fact that no
social worker was in fact allocated to the case as they
had hoped, it may well be that this family received a
better service through being dealt with on the duty
system than would have been the case had they been a "low
priority® allocatsd case.

10.28. We have nevertheless felt compelled to outline
some of the problems which face those seeking to work in
the neighbourhood office environment. At times we have
wondered how 1f the system had been intended to make the
lives of those seeking to operate it as difficult as
pessible, things would have been done differently. As we
have said, there is a genuine widespread commitment to
the delivery of services through the neighbourhood
systenm. The effective delivery of those services,
however, depends upon them being properly resourced and
upon there being adequate and efficient administrative

staff.

10.25. HNo one has sought to suggest that the problems of
the neighbourhood office or its administration actually
made any difference in *the present case. That is no
reason for complacency. The problems which we highlight
in paragraphs 10.11 to 10.13 mean that propsr prevention
“Jork and considered planning for children at risk ars not
iole ¢ carriad out. Tha situation i3 worse now Shan

I e ... R e - e Ay 4 : 3ot :
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experienced social work force. The staff are beginning
to leave, mostly for better paild dobs elsewhere. once
these small social work teams consist of unexperienced
staff working under the stresses we have identified, the
risk of a preventable tragedy occurring is high. We
+hink the present neighbourhood office structure is a
time bomb waiting to go off.

AGEMENT WITHIN THE SOCIAL SERVICES

10.30. The theory underpinning the neighbourhood office
system is that there iz a strong local base and a strong
centre which provides the expertise and back-up, for
example in child abuse, which the small local team might
not be able to provide for itself. The reality is very
differant. There are now a Deputy Director and four
A»ssistant Directors responsible for a group of neighbour-
hood offices, who also have borough-wide responsibility
for some of the Social Services functions. The main link
setween the Assistant Directors and the neighbourhooed
officers who are accountable to them is the weekly
meeting of these officers. There are alsoc nmeetings of

senior social workers.

10.31. So far as the problems within the neighbourhood
affices are concerned, we think that these were raised
repeatedly in the period following decentralization.
Management were aware of the problems, particularly in
relation to administration, but were seen as powerless to

do anything about themn.
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10.32. There were two main reasons f£o
“was that, because there was a lot of opposition to the
whole scheme from within the Social
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legitimate professional concerns which we have set out
wera dismissed in this wWay.

10.33. The second reason was that a lot of manégement's
tima in the intervening vyears has been taken up with
trying to cut the budget in order to maeet financial
targets and constraints, This has been time and enargy

consuming.

10.34. Management's own Problems have been compounded by
their own lack of adequate administrative staff.
Paradoxically, this has meant that when +the Chief
Executive's Department recantly undertook a survey of thse
administrative nseds of the neighbourhood offices, and
invited Social Services to support their argument for the
need for specialised administrative staff, they had no-
one who could do the work involved in gathering the
raquisite statistical information! Once again, an
opportunity for the department to fight its corner wasg

loge,

10.35. We gained a distinct impression during this
inquiry that we were raising as current concerns within
the neighbourhoed offices, issues which management
generally (and not just within Social Services) thought
had gone away. So far as tha elected members are
concerned, the view appears to be that these are residual
skirmishes in a struggle for power which the decentral-
ized departments have already lost.

10.26. As we have seat out, we are concerned about tha
lack of any real appreciation of tha preblems, or of the
fact that they are getting worse and not better, (3z2e
Jaragraph 10.29). The social work foree i3 now lass
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not being replaced by staff of comparable experience.
There is no longer any post gqualification training for
pasic grade scocial workers to supplement the CQSW. Apart
from the approved social worker training under the Mental
Health Act, (which requires attendance on a 50 day
training course) newly qualified social workers are
expected to have the skill to. tackle any social work
problem which the office encounters. what they are
permitted to do iz the responsibility of their super-
visor. Wwe consider the gquestion of rraining in more
detail below.

10.37. It has been forcefully argued to us that what is
required is a review of the neighbourhood office systemV
from a Social Services perspective. This would be
carried out by a small working party which would include
within its membership a high proportion of neiqhbourhodd
officers and senior social workers from such offices.
This is obviously one possible way forward. Unless it is
accompanied by a willingness +o listen to and tackle the
legitimate concerns of those who are trying to deliver a
service in these circumstances, we can see no point at

2ll in embarking upon such a review.

10.38, We suspect that senior managers and elected
nembers could probably learn just as much about the real
oroblems Dy attending some of the regular meetings of
neighbourhood officers and senior social workers and
asking them. However 1t is tackled, we are quite sure
+hat this issue must be looked at as a mattar of urgency
and must be tackled in a co=operative partnership between

he Social Services department and the elected members.

STRENGTHENING THE CENTRE
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which they can draw is not working in practice. This iz
not the fault of any of the individuals invelved, but

rather a combination of factors.

10.40. To begin with, thera is the problem that once a
post which is labelled "co-ordinator" or "advisor® is
created, that person comes +to be regarded as Ythe
Council's expert® on this particular issue. This applies
in particular to the post of Child Abuse Co-Ordinator but
also, toc a lesser axtent to the Race Policy and Practice
Officer (children and families) and the other similar
policy posts in ralation to mental health and the
disabled. The assumption seems to be that by the
creation of such a post the authority has "tackled® the

problem.

10.41. In practice it means that such individuals spend
a lot of time representing the Council at meetings where

these issues are raised.

10.42. They can easily get sucked into attending case
conferences, or as we have seen, into administrative
tasks associated with their role, and have lass and less
time to be a real resource for the neighbourhocod offices
in terms of @xpertise and advice. In addition to the
Child Abuse Co-ordinator, we think thar there is a need
for a number (about 10) o©f specialist Child Abuse
Practitioners (not a Team) based in neighbourhood
offices. They would be able to 2ngage in joint training
with the police and share in the investigation of
suspected child abuse. They would alseo increase the
‘evel of expertise available in the naighbourhood

oy $

cffices,
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recommended by Government. The meetings of neighbourhood
officers and senior social workers to which we have
referred are clearly valued but in our view are not a
substitute. They appear to be essentially an opportunity
for senior management to impart information. As we have
indicated we think there is a real need for management to
listen to what some of these senior staff may have to say
to them.

10.44. The third limb relates to training. We have
outlined some of the problems already. The funding
problems in relation to child abuse have been mitigated
by Government money made available to Social Services
departments for this purpose fellowing the <Cleveland
report. The main problem about the staff in the neigh-
bourhood offices being adequately trained, however, is
the difficulty about releasing them for such training
where that represents a cut of 20%-25% in the staff
available to deal with the rest of the work.

10.45. Related to that is the fact +hat the same
constraints prevent senior social workers who have gained
experience in particular fields of work communicating
that experience to other workers as part of a total
training programme. Similarly, there is no planned
obligatory programme for the progressive training of
social workers in areas where it is raecognised thar

additional training is necessary.

10.48. Legislative changes, including the coming into
force of the new Children Act and the changes in relation
©o the community care of the mentally ill will have
massive training implications for the department. At
sresent the policy is that hardly anvons can be sent on
2xternally organised courses. Wa understand thas ke
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The administrative Support fop the sociaj
Services department at all levels needs to pe
2xamined. The very minimum requiremant appears
o us to pa that each neighbourhood office (and
the Peripatetijc team) shoulqg have itg own team

clerk who would release the social workers fronm a

The electag members need to racognise the
legitimate professional concerns of the depart-
Tent  in  order o ensure thae its 3tatuzory

“eSponsibilities are carried our,
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Tha guestion of proper profaessional support for
neighbourhood officers and senior social workers
needs to be addressed.

The role of specialist advisory posts within the
Social Services department needs to be locked at.
So far as possible, they should be freed from all
the tasks which they currently undertake which
prevent them carrying ocut tHeir proper advisory
and training roles.

There should be a central index of all the files
{ses paragraphs 6.3-10 abova).

The authority also needs to address its role in
relation to the ACPC (see Chapter 9 above),
including support for the Child Protection
Register (seea paras 8.22 to 8.25 above) and
proper administrative support for case confersn-
ces (paras 8.28 to 8.30 above).

The creation of a number of specialist child
abuse practitioners (not a team) in the Neigh-
bourhood Offices to participate in joint inves-
tigation with the poclice, and increase the lavel
of expertise available to the neighbourhood

teams.

The interrelation between Departmental and ACPEC
publicity following a tragedy (see para 7.46

abovej .



11l.1. Although as we have seen, there are problems and
frustrations for staff in Social Services departments,
- their management structures and procedures seem essen-
tially designed and intended to facilitats the exchange
of information rather than the reverse. We have not
found this to be so within the health service. What we
have found is excellent local 1liaison, particularly by
the health visitors and community doctors, which is
operating despite traditional information systems which
rastrict rather than encourage the exchange of informa-

tion.

1i.2. We have highlighted already the most seriocus of
these restrictions as they affected this case. In

summary they are:

(i) The failure to provide copies of the
doctor's report to othar agencies in March
1984 (see paragraph 3.23(b) abovej .

(1i) The lack of any liaison between the hospital
A and E department and the community health
services. (See para 6.25 above) ,

(iii) The lack of any effactiva axchange of
information between the GPs and the health

centres.

11.3. We have already dealt in detail with the issues
arising out of the failure to circulate +the medical
re2port and the problems which can still face doctors
dealing with suspected child abuss within the family (see

saragraphs 6.6 = 5.8 ahove) .
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11.4. Similarly, we have highlighted the clear need for
pbetter liaison between the paediatric and A and E
departments at the hospital (see paras 6.22-24 above).

11.5. We also consider that there should be a proper
system of liaison between the A and E department and the
health centres. (See pars s;zs}. Ideally we think that
this should be done by a health visitor post within the
hospital. This is a common model which works extremely
well in other parts of the country, notably in terms of
ocur investigation, in Scarborough. Such a person would
be responsible for notifying the health centres of all
admissions to the A and E department of children under 5.
They would also have a training role within the hospital.

11.8. Obviously this needs to be done promptly, as does
the notification by the hospital to the GP (see para
6.25). It is important to emphasise that this is just as
important in the case of accidental injury to children as

in suspected NAI cases.

(=

1.7. at the very least, even if such a post as we have
envisaged cannot be created, there should be a system of
written notification to the health centres, at least as
reliable,

11,3 TE e
Ll.3. ~L Th

@ paediatric input into the A and £ depart-
ment 1s to be strengthened in th manner which we
anvisage, consideration will obviously have to be given
o who 1s accountable for ensuring that such liaisoen
takes place and that a senior paediatrician is consulted

in such cases. It 1s the responsibility of the digtrict

“ezalth authority to make sure that this is being done.
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practitioner and information available to +the health
visitor. It is wunlikely that this was particularly
significant here, but in many cases it will be. This
involves health visitors having access not only to the
childrens' health records but also those of the adulfs
involved. We suspect that it is the latter which in many
cases will be of more significance.

11.10. We therefore recommend that health visitors as
invelved health professionals should have access to the
general practiticner's information, and vice versa, whers
there is a risk to the safety of the child.

11.11. We have also highlighted our concern about the
lack of professional support for the community medical
officers, who seem %to us to be very isolated profes-
sionally, and who are carrying a heavy responsibility.
Attention needs to be given to this.

11.12. We have dealt at para 8.34 with the consequences
cf some of the changes within the structure for the
management of health visitors within the service. This
seems to have removed the nursing managers from their
traditional head nursing role into a much more speciali-
sed managerial role. This has been in operation for such
2 short time that it is impossible for us to say whether
it is a change for the better or for the worse. What is
cbvious is that the training which such managers are
receiving for their changed role is really very limited.
Again if they are to carry it out effectively, this needs

to be looked at,

11.13. Overall we are extremely concerned by the fact
That the Area Health Authority /AHA) has really only

wddressed Child Protection 1in the context of =ha cem-
2
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some of the issues highlighted, vaery poor. The AHA must

consider these matters as a matter of urgency.

Lad
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RECOMME NDATIONS

That medical reports prepared on children where
abuse 18 suspected, if not actually proved, De
made available +e the other agencies concerned

with child protection.

That there be 2 proper system for ensuring that
the records of school age children and the under
fives within the sanme family are accessible to
the medical and nursing statf dealing with
suspected NAI in relation to other family

mambers.

That a health visitor liaison post be established
at the A and E department of the Whittington

Hospital with a2 liaiseon and training role.

That health visitors have access to general
gractiﬁicners* information and vice versa where
rhere is a risk to +ne safety of the cnild.

[ 4

wat the A and E department notifies general

b

sractiticners as 2 matter of urgency when a child

o

£

ig  treated for injury whether or not MNAL is

suspected.

That the district nealth authority addresses the
craining needs of staff within the A and E

¢ multi-discipli-

o

ispartment roth on 2 single a

~ary basis.
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and that Tesponsibility for ensuring such
consultation takes place is clearly defined.

That a proper system of professional support for
community medical officers is established.

That there is a proper training programme for
nursing managers.

That the results of #-rays or other medical
procedures on a child in care are not withheld
from Social Services, even if they are also
passed to other agencies (paras 7.24-7.25),
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CHAPTER 12

ISSUES FOR _AGENCIES: 3) THE POLICE

12.1. As set out at paras ?.12 to 7.13 above, the
police have recently changed the basis upon which they
investigate child abuse cases. This is linked to changes
in approach to the investigation and to the guestion of
prosecution. It is envisaged that officers will be
transferred to the child protection team for a minimum
period of 2 years with 3 or 4 being the norm. It is not
envisaged that for most officers this Will become a full-
time career post.

12.2. In many ways this development is to be welcomed.
It is a conscious attempt to deal with an area‘cf wWork
where the traditional police role is not always ap-
propriate. On the other hand, there do seem to us to be
a number of potential problems for such a team.

12.3. The first is that such a team will ©become
marginalised within the force, Under the previous
system, the juvenile liaison officers were based in local
police stations, worked in the same basic way, and were
able to pick up on that important network of suspicion
and concern about particular individuals which did not

lzad to prosecution.

12.4. The child protection team recruits officers who
are trained in the traditiocnal police investigation
nethods and transplants them into a very diffarent ethos,
in which not only is a successful brosecution not always
the desirable outcome bu* in which they are expectad to

nare sensitive information with othar 1gancies, He
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pick up on information as was formerly the case, and we
think that their ethos may mean that in time information
is withheld from thenm by other parts of the force who are
suspicious of this mathod of working. We have been
confidently assured that none of these concerns are
justified. We remain unconvinced. ‘

12.58, We have already highlighted a number of problems
which the police have in terms of any real inter»aqency
Co-coperation in a case such as the present. These
embrace a number of issues. The first is the disclosure
of previous convictions to the case conference. The
policy in relation to this is now that these should be
given to the person chairing the case conference for him

or her to decide what use to make of them. Some officers

prefer to disclose them to the legal department. We
agree that the previous convictions should be made
available to the person chairing the case conference for
them to decide what use to make of them, If a person
does have convictions which do not appear to be relevant
£o the consideration of the case conference, we see no
reason why this cannot be stated. We do not accept that
previous convictions are any more sensitive than a lot of
other information which is given to the case conference,
and do at least have the merit of being able to be
confirmed with a reasonable degree of accuracy. As we
have already made clear, we do nctA think that +the
disclosure of the father's convictions in the present
~ase would actually have made any real difference to the
deliberations, but the fact that they were not disclosed
until such a long time after the death iz a matter for
7/ery real concern in tarms of inter«agency Co-operation,
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questions about the police's commitment to +he "Working
Together" approach.

12.7, The thinking behind it is that because there is
no general obligation on the public to assist the police
by providing evidence for a Prosecution, the witness
should feel confident that he or she is providing
information only for that Purpose, and that it will not
be used for any other purpose without their consent, In
effect it is allowing the witness to claim privilege in
respect of information given to the police.

12.8. This is different from the general legal prin-
ciple which is that the privilege which attaches to
documents prepared for the purpose of litigation is that
of the party to the litigation, rather than the witness.
Whether or not a party can or cannot be compelled to
disclose a particular piece of information is a matter
for the Court itself. In relation to a criminal prosecuy-
tion, the Prosecution is required to disclose the state-
ments taken from witnessas upon which it does not intend
to relvy, usually those favourable to the defence. They
ire not permitted to refuse to give this information
because a Particular witness Says they do not want it

disclosed,
12.9. Histaricaliy there has peen a3 limited protection
surrounding the identity of police informers. This has

been extended to the contents of their information where
that has been given in confidence. It is right ¢o say
that nons of +the leading authorities op this topic
(Alfred Crompton Amusement Machines Ltd « Customs g
Excise Commissioners (No.2) (1374) A.cC. 105, Rogers v.
Home Secretary (1973} A.C. 1388 ang ygiigggﬁszgggggéggg

(1981} 2 WLR 3537, ACtually deal with tha Clrrumstancas (o
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There was alsc an
unnecesgsary delay to the committal proceedings because of

taking the decision to prosecute.

an inaccurate estimate of the probable length of the
hearing.

12.13. An aspect of the prosecution process which has
also troubled us is the lack of human concern for the
main prosecution witnesses in this case. Once they had
given evidence, they seemed to have been left to run the
gauntlet of the Press without any support. They were not
kept informed of what was happening, despite promises
that they would be, and appear to have lsarned the
outcome of the criminal trial from the Press. This is
clearly unsatisfactory, and we do think that the police

should be more sensitive about this.

12.14. We have already dealt in detail with a number of
other aspects of the police role which need attention.
These include:-

o
[
p—

Liaison so that sufficient information is given
to the Court dealing with bail to ensure that
bail conditions are consistent with other Court
Orders. (paras 7.50 to 7.53 above).

I
[N
o

Police dealings with the ©Oress {caras 7.10 =«

3
G

7.46 above). The report on the x-rays (paras

7.24 to 7.25 above).

RECOMMENDATTIONS

(1) That the relevant witness statements be nade

avallable to the Social Services department
a
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(k)

(d)

(e)

ty
R
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Where the Social services department
initiate medical investigations on behalf of
the child the reports should be submitted in
the first instance to the Social Services
department ang not to the police. If they
are given tp the police, copies should be
disclosed tqo the soccial Services department
immediately.

The police and Crown Prosecution Service
should consider whe has authority +to

Officers dealing with bail applications
should have sufficient information about any
other Court Orders in relation to the child
Lo enable thanm to place it before the Court
Lo try and ansure that'any bail conditions
dre not inconsistent with those Orders,

Details of relevant Criminal convictions
should be given to the person chairing a
child abuse case conference,

The police service shoulqg Consider whether
and to what extent is= g Appropriate for
them to deal Wwith the Presgs Separately from
any ACPC ijoint statement {p fatal chilg
abuse cases. &
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ISSUES FOR AGENCIES: (4) THE EDUCATION SERVICE

13.1. Again as is clear from the foregoing, no real
criticism can be made of the performance of the in-
dividuals who were concerned in the present case. He
have raised (para 6.30 above) the problems which arise
from the system whereby referrals are made through the
head teacher and the ESW to the Social Services depart-
ment. It is not clear whether having a liaison teacher,
as proposed in "Working Together" would improve things.
The alternative to the present system isg obviously to
permit direct referral from the teacher or head teacher
to the school. This would create a different set of
problams. We would have felt it necessary to explore
this in more detail, but Ffor the fact that within a
relatively short space of time education, and the
equivalent of the ESW service is going to become con-
trolled by the London boroughs, rather than the ILEA.
Accordingly, 1if the service continues to exist it will
have to be integrated within the local authority provi-
sion. There is an ocutstanding dispute as to whether it
will remain within +he education department or becoms
part of the Social Services department. We would like
the opportunity to be taken for a critical assessment of

*he role.

13.2. The period which clearly arouses the most concern
in the present case is the period from half term onwards
in October 1587 when @ failed to attend schocl at al1.

Je think that the ESW made considerable efforts to Ty

and see the father. She was hampered by the limitations

Cower ©o I0rce entyy.  As yieh
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fallowed by short periods of attendance, or where, as
here, there are pPlausible explanations for the absence

they know to be false. The father's explanation for the
absence at the beginning of December, given to the head
teacher, that he had to attend Court on that day, was as
we have Seen, plausible but untrue. Had she been aware
of that, there wWas, neverthelessg very little that the Esw
could have done about i,

child is absent for a fixed period. The obvious drawback
o such a system is that it will fail to protect children
who are absent for shorter periods. We do think that the
aducation department's own machinery ought to be trig-
Jered rather more quickly +than it appears to be, but wa
appreciate that there are drawbacks with fixed time
limits. wWhat we think is needed ig rather more vigilance
by schools and an acceptance by them of their respon-
sibilities to &nsure that children attend. we think that
this responsibility has become rathaer blurred by the
aXlistence of the ESW service.

13.5, We have also considered whether or noet it would
2e helpful for there to be meetings between the pgy
service and the Social Services department in relation to

cases of prolonged or repeated absenca. There are
cbvious practical difficulties in ralation ro °rganising
this with 24 neighbourhood officasg, There is also the

sroblem that wa doupt whether +this wuiy) ba 2 speedy
nough rachinery +o have haelped in 4 “d3e such ag +he

tresant,
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RECOMMENDATTIO N 3

That the role of the education social worker be
clarified and careful consideration given as to
whether their future role is properly within the
Social Services or the education department.

That the responsibility of the school for dealing
with absences should be clearly stated and the
machinery overhauled so that Proceedings are
initiated swiftly to deal with prolonged or
persistent absence, particularly in cases where
attempts to contact the family are unsuccesgsful .,
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CHAPTER 1.4

LSSUES FOR AGENCIES: (5) THE PROBATION SERVICE

14.1. The Probation Service, as we have neted, carried
out its own internal review inte this case, which appears
to0 us to have been thorough. The failure of the Proba-

Service, Considerable local negotiation hag been
involved to get a 3 month period for Preparing a report
in family cases, and it was a matter of concern when thisg

14.2. We agree that he clearly should have providea a
report by the due data, although as we have indicated, we
do not think that +this was likely to have led +o a
removal of tha children from the father or that hig
investigations would have alerted the Probation Cfficer
to concerns about the father's care Of either of the

children.

14.3. The Probation Service has also been involved in
looking at the way in which the specialist task of
producing court welfare reports might agst 2ffectively pe
done. As welhave Seéen, these are not a priority within
the Probation Servica, They have develcped Specialise
teams to dea] with this work. They are not able to
handle all of it and a limited amount will still pe dealt
vith bv the fielg services, This obviousis nakes
“raining in chilg protection issues easier and recognises
the different skills involved in this work. op balance
“2 applaud this development, although ir dsas fean that
s 1o

: &l . e : T4 e 1 . g
AL Tthe fiald sarvicas are lixesly 2o wa Lo
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14.4, We have dealt in para 8.34 above with the
question of supervision within the Probation Service.
This is a relatively recent develcpment and has not
always been appreciated. So¢ far as the particular
Probation Officer in +this case was concerned, he was
relatively inexperienced and welcomed and appreciated

supervision. His supervisor received no training in
supervisicn skills. She was relatively new in post and
had a background in the specialised hostels, The

preparation of this particular report does not appear to
have been discussed in supervision. Had it been, the
difficulty might have been picked up. Since the problem
appears to have been that the officer was not aware of
the date for which the report had to be ready, rather
than that he was putting it eff because he dig not know
how to tackle it, we do not really see this as a problem
caused by the failure of supervisgsion, &

14.5. It seems to us that most of the problems which
arise from this case for the Probation Service have
already been tackled by them, and our recommendations are
therefore limited +to the Joint ones arising out of
Chapters 6, 8 and 9.
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CHAPTER 5

15.1. Having been commissioned by the Islington
agencies to enquire into this case, it did not seem to us
appropriate to conduct our inquiries in Sheffield in the
same detail. We have highlighted a number of particular

aspects of organisation arising out of this case which we
consider need to be addressed.

15.2, Sheffield still has neo category for putting
children who are potentially at risk on to its child
protection register. Whilst we understand the reasons
for this, we consider that they are not complying with
the Government's guidelines. This is not 3 problem

not on the register but who fell within such a potential
category.

et

5.3. We are also extremely concerned about the lack of
a4 central register for Social Services files. Crosg-
referencing, as we have seen (paragraphs 6.9 to 6.10

above) is made more difficult in Sheffield because files
are identified by the nanme of the first person with whom
the Social Services department come into contact. There
1s no system for Cross-referencing the files with those
held on other members of the household who may have
different names. T seems to us to be a serious defact
in terms of protecting other children within the family.

13.4. Yery similar problems to those faced by Islington
in relation to chairing and minuta-taking at conferences

also in Sherffield. They too are unable to provide
indapendent minute-takers or chalrs for case conferences.

e w58 We Mavao seesn, we do not thinx thatr Chi

fad ool

s would
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have made any difference to the present case; previous
ingquiries, as well as the Government guidance have
nighlighted the importance of this.

15.5. Recommendations 2, 7 and 8 which we have made in
relation to Islington (see Chapter 10 above)} apply
equally to Sheffield.
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CHAPTER 1. 6

LSSUES FOR AGENCIES. (7) LEGAL DEPARTMENT

16.1. Despite the recommendations of previcus r1p-
quiries, it ig clear that the legal department within
Islington is not always able to attend case conferences
e&ven when they are invited to do so. The main reason for
this is lack of staff o provids attendance at the 600 or
SO case conferences held annually. The ﬁifficulty is
obviously compounded by tha neighbourhood office struc-
ture. It may be that mora frequent use should be made of
seeking advice over the telephone or submitting the

16.2. Obviously, the legal department does not get
invited to the sort of informal information sharing
meetings that we have considered in this case, Again we
do not +think that +thig made any differencs Lo the

cutcome.

16.13. It is, however, apparent, that there 1ig wide=

criminal process, Ideally it would bpe helpful ir the
legal department could be involwved in training., The lack
af numbers, however, realistically makes thig unworkable,

16.4. It also appears, as we shall see below, that the
ACPC did nor apparently sesek any advice frep the legal
department aboyt the issues which concerned i+ {p
relation =g carrying out the review, t seems o us to
oe  just ag necessary for the ACPC tp have ACcasyg +go
sompetent laga) advice about l2gal issyes Affecting is

-
“ha Servicag depars.

P14 3 - Te g 5 < ;
“zlivperationsz ag i is for +ha S5ocial

nent.,
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i8.5. Because we are concerned about the police
practice of disclosing convictions to the legal depart-
ment rather than to casse conferences, wae do not think
that the legal department should be colluding in this
practice.



-

S

dance with the principles et out in "Working Together,

We have already dealt with the general issues raised by

that at baras £.33% ¢4 8.44 above.

17.2. One major issue which was of concern to the ACPEC,
and which is not addressed at all in "Working Togethern
is the issue of "sub judice® Or contempt of court. By
the time it instituted itg own review there was a pending

anticipated that he would plead not guilty., This will be
the case where many such reviews are instituted.

proceedings, regardlass of intent to do so. The mischier
is the risk of prejudice to a fair trial. In Section
2(2), the rule applies only to a publication which
Creates g Substantial risk that the course of justice in
tha Proceedings in question will pe seriously impeded op
prejudiced. 71t Seems to us that a report published which
Feaches conclusions about whether Or not a carer was to
blame for the death of a child prinma facie Creates such gz
substantial risk. Since those Preparing +he report would
e well aware of the pending Prosecution, they would have
1o defence under Section 3. |

[T
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proceedings. (See Section 2(1; Contempt of cCourt Act
1981). 1Indeed if the review is to be effective, it will
often be essential that evidence in possession of the
police which discloses a statae of affairs which was not
known to the Social Services department at the time is
made available to the review,

17.5. Whether or not it was as a result of slightly
muddled thinking on this issue, the acpc sub-committes
decided that the review would initially consider only the
information which was available to the agencies about the
family up to the time of death. As we have seen, they
intended that there should be a further review, to take
place after the criminal trial, which would loock at the
issues in the light of information which subsequently
became available. Each agency was accordingly asked to
produce a factual statement of its involvement with the
family prior to the death. All the agencies, including
the police, did so.

i17.6. None of the agencies was asked what inferences
for practice they thought ought to be drawn from their
involvement, bearing in mind the fact of the child's
subsequent death or information which had come to light
since the death. Instead, the Acpc sub-policy sub-
committee considered the factual raports and wmade 3
number  of recommendations arising ocut of them  for
consideration by the different agencies. S¢ far as we

<an tell those recommendations have largely been ac-

Zepted. Inevitably, however, they were Superficial, and

would not iR any sense have allayed rublic anxiety
irising out of the case, which is intanded +o Dg one af

the principal objects of such a raviaw,
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were caused accidentally, Or that they were caused by a
partner or Someone alseg, The Acrc, therefore ig almost
invariably going to be carrying out s review in cir-
cumstances in which the death ig either the result of
criminal conduct or is accidental. It may be that any
criticism of the agencies:' conduct will have to pe

considersd alternatively on the basis of criminality or
accident,

17.8. We think that the only effective way of conduct-
ing a review is to examine the facts as fully as they are

effort to obtain information from other agencies, ocutside
the AcCPC, who are known +¢o have it, than was the cage

17.9. We think that there is a3 1o+ to be saig for a
Properly conducted inter-agency review of the Case which
can obviate the need for a public iﬁquiry. The difficyl-
Ly then arises in relation +o the bPublication of the

17.10. 1In fairness to the starfsf invclved, it seems to us
desirable that they should know as S00n  as possible
whether their conduct has or has not been the Subject of
criticism. ¢ there is evidence to justiry disciplinary
pProceedings against any members of Staff, it ig QuUr view
that those shoulg be instituted ang dealt with using tne
normal procedurass 45 soon as pPossible, Thi is not
inconsistent with any question of Contempt  of court,
Those who are alleged to hava committad criminal offances

B

e

vhich form breaches of disciplinary codas are fraquently,

iealt with by their firm's disciplinary Procedures while

B : : R ; 4 < s YT ‘ -
2 Criminal -case 2galnsc them is STl cending. ya sz
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the criminal trial ig pendineg, In many cases, such ag
the Present, thers will be no Question of any disciplj-
nary proceedings against members g staff, ang for
Teasons of morale, it jg Clearly desirable that they
should know this asg soon as Possible, ang that they
should, ag we have argued in para 7.4¢ above, therearftsr
receive publie Ranageriasl Support for the face that they
are not considered tqo be to blame.

the Press by those who seem incapable of refraining from
S0 doing, with 2 consequant risk of prejudicing the
criminal Proceedings,

ACPC, The answer may be that there will be casgeg wherae
full publication is not prejudicial, and others whera i«
Clearly is and bublication of the reviay therefore has to
be Postponed until +ha Sutcome of the criminal trial,
Thare may be sonme Cases whars limiteq disclosure of the
findings of the reviay €an be made and cleap warnings
Jiven =g all the Agencies ang those whe Teceive 3 CORY of
the report, that bublication of any other pars of the
feview at thig stage coylg Prejudice the Criminal trial
and render both the individual,and the Authority liable
jofe’ contempt g¢ court Proceedings,

17.13. 7Tha disclosure by the police of Witness Statag-
hents to the reviaw obviously ralses £or them the same

questions whicn ¥e hava addressed in Chaptar 13 Again

. > . . . . s
LT soamsy SEus shge “Ris iz an 2Egaential Fuamann  np
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tion they hag to the review, we have concluded that such
criticism was unfair. It wag unfair because the police,
like everyona alse, werae asked for and provided detajils
of their involvement with the family prior to the death,
It was also unfair, because as we have considered in
detail in para 7.14 to 7.33 above, the Suggestion that
the police were not disclesinq all the information which
they had available was fallacious.

ly be carried out by a senior pPerson within management
who is unconnected with the Case. In the case of Social
Services, we think this should have been an Assistant

Director,



CHAPT B 1.8

T HE INQUIRY

18.1. We set out at the beginning of this report our
procedures and the level of Co=operation which we
received. From the point of view of the panel, this fornm
of procedure has many advantages and few’disadvantages.
We are aware, however, that the balance is not gquite the
same for those who give evidence.

18.2. There are two separate but related aspects of our
procedure which need to be considered. The first is
whether or not the Ingquiry should be held in public. 1f
the Inquiry is held in public, then it is much more
difficult to maintain the approach of a small panel
making its own inguiries, The pressure for those whosge
conduct may be criticised in public to be represented and
participate is very high. We know of no recent inguiry
into child abuse which has sat in rublic but has not
adopted traditional court room procedures for the conduct
of its proceedings.

18.3. We think that the arguments against holding such
inquiries in public which have been addressed in a number
sf previous reports ars soundly based, The amount of
jenuine intersst by the general public in +ha broceedings
of such an inquiry, as opposed to itg conclusions, ig
minimal, Few are attanded by. anyone othar than inter-
2sted parties, Particularly where the inquiry iz a non-
statutory one, so that there is no Dower to compel
Yitnesses to attend or to5 oroduce documents, in ou

2xXperience the reluctance to dPPear or to dizclese
o
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desire +o make such criti
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ingquiry, but it has at least permittedq those who wigh to

the advantage of permitting

witnesses but the major disadva
makeas confidentiality almost as
it would be in a public hearing.

bprivate. ag we have seen,
taken that these Proceedi
took a decision at an ear
the case we would keep oy
for our own purposes, and there
transcript, This again has been

tiality. once transcripts start being

Circulated outside
the control of the panel,

it is very easy for confiden-
tiality to he broken. Almost 2veryona

oSreaches of ccnfidentiality are committeq by other
beople. They themselves would never dream of doing so!
7“hilst for some individuals that is no less <than the

whom keeping 4 confidence
24ns to preface their disclosure with

+lse byt | "

#

believeg that

“ruth, thera are others for
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not. Once it is known to exist, it is very difficult to

prevent individuals from seeking to use it to conduct

their own inquiry into who was really to blame for what
happened. Even if that does not happen, the very
existence of such a transcript is in our view prejudicial
to the objective that people should feel free to speak in

confidence.

18.7. We are obviously aware that *the ability to speak
in confidence is not in itself a guarantee of truthful-
ness. The major drawback of the procedure, as we have
indicated, is that witnesses are not cross-examined or
confronted by conflicting evidence in the same way in
which they would be in a more adversarial procedure. We
have tried to do so wherever pessible, but it is not
always easy, partisuiarly when it is also necessary to
avolid revealing the specific source of the information.

18.8. Another advantage of this procedure from the
panel’s point of view is that they are in control of the
evidence which is put before them. They are not at the
mercy of those whose purpose 1s to obscure issues or to
xeep the panel from finding out particular nieces of
information. The drawback 1s that the inquiries are
initially at least limited by the ranel's own view of
vhat is important and relevant and they do not necessari-
Ly have access to all the information which would ke
avalilable were all the agencies and individuals concerned
Lo be represented and participating. That may mean that
lines of inquiry which might be suggested by such
nmaterial may remain unknown to the panel. The other side
5f that is that many of those who have participated have
oe2en happy to discuss issues and have from time to =ime

- 2 AR R, < 3 = o3 -
spened up fresh  lines of Lnquiry and fresh wavs o
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18.9. There have been so many public inquiries in
recent years into child abuse cases that some of those
participating have queried the valua of vet another one.
Although there have been Some aspects of inter-agency co-
operation which have been raised for the first time by
this inquiry, it is also true that much of what we have
said has been said by previocus inquiries.

18.10. Although we have been helped by hearing from the
witnesses who hava spoken to us, many of our conclusions
about the facts and the work of the agencies could
equally have been drawn by an intelligent reading of the
available written material.

18.11. Although this form of inquiry is considerably
cheaper than its full-scale public equivalent realisti-
cally it is stil}l diverting scarce resources away from
the solution of problems which are already known and

identified,

18.12. It is also the case, obviously, that the exig-
tence of such an inquiry prolongs the agony for all thosa
who have been involved. How mnmuch publicity attaches to
the publication of the rzport varias,'usually accerding
o the sensational nature of its finding or tha extent to
which it finds scapegoats, Publication does, however,
bring the tragedy once more into the public domain, which
las consequences for the family itself and also prolongs
the strain upon the workers in the casae,. By the tinme
“his report is published it will ba nearly two years from
'3 death. The stress of this con the stars involved is
considerable. The axtent to which such inquiries in

thamselves inhibis other work being dones is A significan+t
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that people could attend the ingquiry! That has not
always been the case with some recent public inquiries.

18.13. It has been clear to us during the course of this
inquiry that a considerable number of those involved have -
been carrying burdens of unresolved gquilt and anxiety
about which some at least have found it difficult ¢to
speak before. Some, as we have indicated, have been
offered little or no opportunity to do so. There may be
advantages in being able to talk to those who are kneown
Lo be quite independent of the managerial structures.
Whilst we would ﬁct under-estimate the importance of this

element in our work, it seems to wus that it is an
expensive way of providing therapeutic counselling.

18.14. We have also provided others, particularly the
field workers themselves, with *he opportunity to talk
about the practical problems and benefits of inter~agency
co=-operation, We approached our work on the basis that
gveryone agrees in theory that inter~aqency cCo-operation
i5 a good thing. Almost every inquiry has highlighted
instances where it has not happened, and we wanted to
lock at what the obstacles are to true Co=-operation in
practice. We hope that this approach has been helpful,

13.15. We have also provided an opportunity for theose
#“0C have participated to talk about the problems within
thelr own agencies. Many have voiced their frustrations
and difficulties in carrying out their work. in many
instances they have made it clear that these are preolems
which are known about. They have told us about them with
“he flickering hope that our inquiry might succeed in
2ffecting sonme imprsvament, but  wirthout much real

s¥pectation that rha*t will he S0,
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their understandable negative concerns about it. As we
indicated in Chapter 2, we think there are very sericus
questicnmarks about the value of such enquiries which are
often demanded almost automatically and with very little
appreciation of the impact of such an inquiry on those
inveolved, The death of a child is not always prevent-
able. Children do die, sometimes tragically, and
sometimes at the hands of those who should care for them.
Responsibility for these deaths lies overwhelmingly with
those who kill them, not with those whose role has been
to try to help the family.

18.17. The real value of this Inquiry lies in the extent
to which its recommendations are actually implemented.

tah
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SUMMARY OF RECOMMENDATIONS

ALL AGENCIES

That wherever possible, Social Services should
obtain information from other agencies before
making an assessment of the children's situation
rather than afterwards.

That, wherever possible, a summpary of each
agency's contact with the Ffamily should be
submitted in writing to the person chairing the
case conference in advance of the conference
taking place.

The ACPC and the individual agencies need to
clarify its role, power and to decide whether or
not it is to be properly funded.

LSSUES FOR SOCIAL SERVICES

(el

The whole issue of the delivery of from the
2x1sting neighbourhcod office structure needs to

be examined as a matter of urgency.

[

The administrative support for the Socia
ervices department at all levels needs to ba
examined. The very minimum requirement appears
Z2 us to be that each neighbourhood office (and

Zhe peripatetic team) should have its own team

clerk who would release the social workers from a

2% of unnecessary administrative pressures.
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The training needs of the department need to be
carefully examined and the problems addressed.

The question of proper professional support for
neighbourhood officers and senior social workers
needs to be addressed.

The role of specialist advisory posts within the
Sccial Services department needs to be loocked at,
So far as possible, they should be freed from all
the tasks which they currently undertake which
pravent them carrying out their broper advisory
and training roles.

There should be a Central index of all the files
(see paragraphs 6.9«10 above) .

The authority also needs to address itrg role in
relation to the AaAcpe (see Chapter g above) ,
including Support for the chilg Protection
Register (see paras 3.22 to g8.25 above) and
proper administrative Support for case conferen-
ces (paras 8.28 to 8.30 above) .

The creation of a number of specialist child
ibuse practitioners (net a team) in +the Heigh-
oourhood Offices to participate in joint inves-
tigation with the police, and increase the lavel
of expertise available +to +he neighbourhood
teanms.

The interrelation between Departmental and ACPC

lecity following a tragedy (see para 7.46
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ISSUES FOR HEALTH AUTHORITY

4.

frt

i
(8 1]
«

W
-4

That consideration be given to improving the
system of transferring information about children
who are at risk from abuse to their scheol
racords.

That medical reports prepared on children where
abuse is suspected, if not actually proved, be
made available to the other agencies concerned
with child protection.

That there be a proper system for ensuring that
the records of school age children and the under
fives within the same family are accessible to
the medical and nursing staff dealing with
suspected NAI in relation +to other family
members.

That a health visitor liaison post be established
at the A and E department of the Whittington
Hospital with a liaison and training role.

That health visitors have access to general prace
titioners' information and vice versa where there
is a risk to the safety of the child.

That the A and E department notifies Jeneral
practitioners as a matter of urgency when a child
is treated for injury whether or not NAT is

suspected.

That the district nealth authority addresses the

trd

trainin: naeds of staff within *he A and
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22.

Z4.

4

That a proper system of consultation with the
paediatric department is established within the A
and E department in cases of injury to children
and that Tesponsibility for ensuring such
consultation takes place is clearly defined.

That a proper system of professional sSupport for
Community medical officers is established.

That there is a Proper training Programme for
nursing managers.

That the results ©of xX-~rays or other medical
procedures on. a child in Care are not withheld
from Social Services, even if they are also
rassed to other agencies (paras 7.24-7.25),

LISSUES FOR POLICE

25,

That the relevant Witness statements be made
available to the Sccial Services department at
the earliest possible opportunity and ip any
event by the time they are disclosed +o the

accused.,

Where the social Services department initiate
medical investigations on behalf of the child the
reports should be submitted in the first instance
o the Social Services department ang not to +he
police. If they are given to the bolice, copies
should be disclosed to  the 3o0cial Services

department immediately.

&3 e e Y -

‘e police and Crown FrOsSecuticon lervicas should

snsider who  Aas uthority = TiThorise  spg
Tlosure of L iwness iTatamenrts
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5
Officers dealing with bail applications should
nave sufficient information about any other Court
Orders in relation to the child to enable them to
place it before the Court to try and ensure that
any bail conditions are not inconsistent with
those Orders.

Details of relevant criminal convictions should
be given to the person chairing a child abuse
case conference,

The police service should consider whether and to
what extent it is appropriate for them to deal
with the Press separately from any ACPC Jjoint
statement in fatal child abuse cases.

ISSUES FOR _EDUCATION SERVICE

sk
[
®

fhat the role of the education social worker be
clarified and careful consideration given as to
whether their future role is properly within the
Social Services or the education department,

That the responsibility of the school Ffor dealing
with absences should be clearly stated and the
nachinery overhauled so that proceedings are
initiated swiftly to deal with prolonged or
persistent absence, particularly in cases where

attempts to contact the family are unsuccessrul.
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The Government should consider further the "Working
Together" guidance and in particular the following
aspects

33, The fundamental philosophy underlying the
guidance (see paras 7.2 and g.2).

34, The conflict between the legitimate needs of the
police prosecution and the needs of the child,

35, The proper approach +to confidentiality by the
police. (Para 8.7).

36. The implications of parents attending case
conferences where there is a pending prosecution.

37. The transfer of records betwean agencies,
especially local authorities, (paras 6.3-4

3a, The timing of case reviews (Paras 8.40-8.44),

39. The issue of contempt of court in relation to the
publication of the review (8.46 and Chapter 17).

+3J. The role of the ACPC (Paras 9.5 - 9.9}, We daal
with the Recommendations for particular agencies
arising out of this chapter in Subsequent
Chapters.

[ iy |5 [ [ [y
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