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Preface

| am today presenting this report to the Health Services Executive. This report
deals with matters pertaining to the Roscommon Child Care Case and in
particular to the terms of reference of the Inquiry established by the Health
Services Executive in relation to that case. | want to express my gratitude to
my colleagues on the Inquiry Team: Ms Leonie Lunny, Mr Paul Harrison and
Mr Gerry O Neill for their work and dedication during this inquiry.

At the centre of this case are six children and young people. The Inquiry
Team was conscious at all times of these children and young people and of
their well-being. We are aware that they have been deeply affected by both
the distressing events in their past lives and by the wave of publicity and
comment that followed the sentencing of their mother in January 2009 and
their father in March 2010. The Inquiry Team is likewise aware that the
publication of this report will give rise to further publicity. It is not disputed that
there is a proper public interest in this case and a need for the facts of the
case to be reported. However, the Inquiry Team would ask all those involved
in reporting and commenting on this case to be fully cognisant of the effect
that such reporting has on each and every one of the children and young
people concerned.

The children have been in the care of the Health Services Executive for six
years. Good, solid work by the Health Services Executive staff and a small
number of outside personnel has helped these children and young people
since they were received into care. They are well settled in secure and caring
foster homes and are progressing well. That sense of security is essential to
allow children and young people to begin to speak about their experiences
and to get necessary therapeutic help. Their resilience and care for each
other as children has been remarked on by many witnesses to the Inquiry.
They have all made good progress in key areas of their development. The
young adults have found a loving home with relatives who tried very hard over
many years to alert the professionals working with the A family to their plight.
It is vital that they are all now allowed the space and the privacy to grow and
develop as children and young people.

These children were denied their most basic needs for security, food, warmth,
clothing and the loving care of their parents. They were abused by their
parents in their home where they had every right to feel safe. Neglect and
emotional abuse have been described as remaining “on the margins of child
protection’ even though the consequences for the well-being of children who
suffer chronic neglect are well documented. Indeed there is no reference to
emotional welfare in the definition of welfare in Section 2 of the Guardianship
of Infants Act 1964. An amendment such as this would help to strengthen the
recognition of the importance of a positive emotional environment for the
healthy development of children and strengthen the ability of the statutory
services to seek the protection of the Courts for children suffering emotional
abuse, which is always present where children are neglected or abused.

! Iwaniec. D. (2006) The Emotionally Abused and Neglected Child.



Recourse to the Courts is seldom the first option when neglect is identified.
Indeed it can be difficult to secure Court Orders to protect children from
neglect and emotional abuse. Often the first and correct course of action is to
provide sustained planned and targeted family support that is focused on
identified outcomes in order to make the family a safe environment in which
children can grow up. However, when positive change is not achieved and
maintained it is critical that the Health Services Executive (HSE) exercises the
positive duty of the State to protect the children from harm and ill treatment.

Credible evidence of what is happening for each and every child in the family
must be gathered. To ensure that full information is presented to the courts, it
is important that the harm a child is suffering or likely to suffer is identified
through an ongoing comprehensive assessment of their needs. In tandem
with that assessment, information should be gathered on the capacity of the
parents or guardians to change within the child’s formative development
years.

Children cannot wait indefinitely. The services put in to support the A family,
although very well intentioned, failed on many occasions to respond fully to
the chaos of their daily lives, failed to recognise the risk indicators that arose
and, as a consequence, failed to respond appropriately to the needs of the
children.

The six children at the centre of this case were denied their voice on many
occasions. Their voice was not heard in the High Court in Autumn 2000 when
the parents were successful in preventing a shared parenting arrangement
with their relatives from going ahead. No application to protect them as set out
under the Child Care Act 1991 (as amended) was heard in the District Court
until 2004. Case Conferences and other meetings that should have had the
interests of these children as their central focus were often diverted into
dealing with other issues. Finally in 2004 these children in effect rescued
themselves when they could no longer be silenced.

Child welfare and protection work is challenging. Child welfare and protection
work carries risk. It is not easy to get it right and no person or system will get
the balance right all of the time. Most of the services involved with the A family
were hopeful that there could be change. That hope is essential to the
delivery of services to families experiencing difficulties. However hope needs
to be informed by some evidence of change and of life getting better for
children.

The Inquiry Team fully understand the inherent and difficult challenges of child
welfare and protection work. Clear gaps in the system are apparent - gaps
that the children of family A fell through. There is an opportunity now to learn
from the circumstances of this case. The Inquiry Team believes that this
report can inform and assist all those working in child welfare and protection
work and lead to better services and protection for children suffering neglect
and abuse.

Norah Gibbons
Chairperson Roscommon Child Care Inquiry
21/07/2010
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Introduction

On the 22™ of January 2009 Mrs A, a mother of six children, was sentenced
in Roscommon Circuit Court to seven years in prison following her conviction
for incest, neglect and ill treatment. The presiding Judge, Judge Miriam
Reynolds, (RIP) said the children were failed by everyone around them and
that she was concerned that, while the former Western Health Board had
been involved since 1996, the children had not been taken into care until
2004.

The case was widely reported and caused immense public concern.

Mr Barry Andrews, TD, Minister of State for Children and Young People,
announced later that evening that he had been in contact with the Health
Services Executive (HSE) and had been informed that a preliminary report
into the circumstances surrounding the case was already underway. This
report was to be delivered to him within forty eight hours and on the basis of
this report he would decide further action. This report was provided to the
Minister and in due course to the Inquiry.

On the 24" January 2009, Ms Laverne Mc Guinness, National Director of
Integrated Services Directorate in the HSE, announced the setting up of an
investigation into the management of this case from a care perspective. She
stated “There is no doubt that these children have been let down badly by
society... We need to make sure that we do everything we can to ensure in as
far as possible, that no other child, has to face such an unspeakable tragedy
ever again.”

The Roscommon Child Care Inquiry was established by the HSE.

Ms Norah Gibbons, Director of Advocacy at Barnardos was appointed as
Chair of the Inquiry. The other members of the Inquiry were Mr Paul Harrison,
a National Child Care Specialist, HSE, Mr Gerry O’Neill, Local Health Officer,
HSE and Ms Leonie Lunny formerly Chief Executive of the Citizens
Information Board. The two HSE members did not have any previous
knowledge of the case and had not worked with personnel involved with the
case.

The terms of reference of the Inquiry were to:
e examine the entire management of the case from a care perspective,
¢ identify any shortcomings or deficits to the care management process,
e make a report on the findings and any learning arising from the
investigation. See Appendix 1.

The inquiry was an independent investigation by the HSE and did not have
compellability of witnesses. It did not provide for legal costs to withesses. The
team began its work on the 11" February 2009.



The Minister for Children welcomed the setting up of the investigation but
reserved his and the Government’s right to carry out any further investigations
deemed necessary. At the time the investigation was established further
criminal charges were pending in this case and the matter was therefore sub
judice. In the Central Criminal Court on March 5™ 2010 Mr Justice Barry White
sentenced Mr A to fourteen years in prison following his conviction on
February 15™ 2010 for rape and sexual assault.



Structure of Report

Chapter 1 sets out the methodology and the principles which guided the
Inquiry.

Chapter 2 sets out certain contextual issues regarding County Roscommon
including a demographic profile, staffing arrangements in respect of social
work services and the child care organisation and structure.

Chapter 3 provides a history of the involvement of the Western Health
Board/Health Services Executive with the family and the services provided to
the family. In addition this chapter sets out some observations of the Inquiry
Team on practice and other matters in this case and where this occurs it is
clearly outlined. There is very limited information available to the Inquiry on
the period 1989 to 1996. Some personal information is excluded to protect the
privacy of the children and young people, except where it is essential to
identify management gaps and learning.

Chapter 4 sets out the findings of the inquiry.

Chapter 5 sets out the recommendations of this inquiry. The
recommendations aim to inform the delivery of effective services to children
and young people.

Appendix 1 HSE confirms investigation to examine the events surrounding
the Roscommon Childcare Case.

Appendix 2 Inquiry procedures for interviewees.
Appendix 3 Confidentiality Agreement for those accompanying witnesses.

Appendix 4 Text for Addressing Companion/Representative at Interview with
the Inquiry Team.

Appendix 5 (redacted protected court material)
Appendix 6 (redacted protected court material)
Appendix 7 Relevant sections from previous Inquiry Reports.
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CHAPTER 1

Methodology

The Inquiry team decided that it would focus primarily on the period of time
between the birth of the first child in the family in 1989 and October 2004
when the children were taken into the care of the Health Service Executive
under Section 13 of the Child Care Act 1991.

The Inquiry Team was asked to review this case almost five years after the
children came into care. It is accepted that all inquiries of this nature are
inevitably carried out with the benefit of hindsight. However, the Inquiry Team
also had the benefit of reviewing both the official records which represent a
contemporary account of interventions at the time and hearing the verbal
accounts of those involved in the case.

The Inquiry Team was fully aware that there were no written nationally agreed
standards in operation during the period examined in relation to many aspects
that were considered in this case: for example, assessments, case recording,
record keeping and the supervision of staff among others. In 2010 this is still
the case. The standards, by which the Inquiry Team approached its work
therefore, were those of good practice based on professional training,
experience and where appropriate on Children First: National Guidelines for
the Protection and Welfare of Children (1999). Prior to 1999 other guidance
was issued at various pointsz. In addition good practice must always respond
to the needs and circumstances of each case.

The analysis of the case and the findings reached by the Inquiry Team reflect
the time frame of the case, while the recommendations are concerned with
present policies and practice.

In undertaking this Inquiry the team was very conscious of the great pain and
suffering the children and young people in this family have endured to date.
This suffering was greatly compounded at the time of their mother’s
sentencing in court and the publicity surrounding the case after that event.
The Inquiry Team made every effort to minimise further distress to these
children and young people in conducting the inquiry and in the production of
this report. Except where it is essential every effort has been made to avoid
providing personal information that could identify individual family members.

2 Memorandum on Non-Accidental Injury to Children, Department of Health 1977, Department of
Health, Guidelines on Procedures for the Identification, Investigation and Management of Child Sexual
Abuse, 1987, Notification of Suspected Cases of Child Abuse between Health Board and Gardai,
Department of Health and the Garda Siochana, 1995.
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Files

All files in the HSE pertaining to the family were requested and 68 files were
delivered to the Inquiry team. The files received by the Inquiry Team did not
include the diaries or supervision notes of social work managers although
there were notes on the social work file of a small number of supervision
sessions where this family were discussed. An index was prepared outlining
the contents of each of the files received. The files were reviewed by the team
and an outline chronology of interactions between WHB/HSE personnel and
the family was established. Although the family was in receipt of services from
1989, following the birth of the first child, the bulk of material provided to the
Inquiry related from 1996 onwards. A social work file, covering the period prior
to 1996, was found to be missing in 1996 and has never been located. Files
supplied also contained information on a number of other services provided to
the family.

Witnesses

At an early stage two members of the Inquiry Team met with senior personnel
of HSE West to outline the procedures the Inquiry would adopt and to answer
queries posed by the attendees. A list was established of relevant personnel
who had worked in the WHB/HSE, a small number of persons from other
agencies and a number of family members. These people were invited to
meet the Inquiry team. A total of forty one witnesses were invited to attend for
interview, thirty eight of whom attended. One witness was not available to
complete their interviews with the Inquiry Team within the timeframe of the
Inquiry because of illness. Two family members did not wish to meet with the
team and one social worker who had provided support to the family declined
to attend. This person is no longer employed by the HSE. Four witnesses
attended for a second interview to further assist the inquiry. The Chairperson
saw the four younger children of the family informally with their foster families.
Some HSE personnel exercised their right to consult with their representative
bodies and sought legal advice through those bodies. Through their solicitors,
the HSE personnel stressed their willingness to fully co-operate with the
Inquiry. They wished to clarify matters relating to the establishment and
conduct of the proceedings of the Inquiry. Many of the matters raised with the
Inquiry in this regard were the responsibility of the HSE and as such were
referred to the HSE and were dealt with between the two concerned parties.
The Inquiry Team replied to the matters which concerned the process of the
Inquiry. The Inquiry was informed by letter of May 28" 2009 that HSE
personnel, notwithstanding some ongoing concerns, would attend the
scheduled interviews.

11



Interviews

The Inquiry Team had no power to compel any person to attend before it, to
answer questions or to engage in any way with the process of the Inquiry. The
Inquiry Team was and remains cognisant of the stress and upset experienced
by many attending for interview and conscious that involvement in any case
that results in an inquiry can be a difficult and distressing experience. This is
particularly so for staff who are continuing to provide services on a day by day
basis. A support person attended at the venue each day to support the
interviewees before and after their meetings and to generally aid the smooth
running of the Inquiry. Witnesses were advised by letter of the nature and
terms of the Inquiry and were advised that there was no provision for the
inquiry to fund legal expenses. Each witness was given the opportunity to
make a written submission to the Inquiry and most withesses accepted this
offer. Each witness was advised that they were entitled to invite a colleague or
representative to attend with them. A total of fifteen interviewees were
accompanied during their meeting with the Inquiry Team.

At the commencement of their interview, each interviewee was informed of
the procedures under which the interview would be conducted and a copy of
those procedures are contained in Appendix 2. Where an interviewee was
accompanied, the companion was informed of the conditions under which
they were attending the meeting and were asked to sign a form indicating they
understood and accepted the confidential nature of the proceedings. See
Appendix 3.

A stenographer attended at all interviews and each interviewee was advised
that they could request a copy of their transcript.

The Inquiry Team had no legal representation at the interviews. The
interviews were conducted in a question and answer format and did not
incorporate formal rules of evidence or court procedure. Fair procedures were
adhered to at all times.

Report

The Inquiry Team provided an opportunity to persons who might consider
themselves affected by the findings of this report to review the relevant parts
of the report and to offer corrections to any factual inaccuracies, as perceived
by them. Such persons were also invited to make a submission in regard to
any findings that concerned them and advised that such submissions would
be considered by the Inquiry Team prior to the finalisation of the report.

Each submission was carefully considered and the report was amended
where the Inquiry Team considered this appropriate. This report was then
finalised after the completion of those steps. The Health Information and
Quality Authority (HIQA)® issued a guidance document on the review of
serious incidents as this report was finalised. This report does not therefore

? Health Information and Quality Authority (2010) Guidance for the Health Service Executive for the
Review of Serious Incidents, including Deaths of Children in Care

12



follow the process as set out by HIQA. However, it covers all of the necessary
components outlined in that guidance.

Independent Legal Advice

Lavelle Coleman Solicitors were appointed as solicitors to the Inquiry and
advised on all legal matters but did not attend interviews.

Case Review Framework
The Inquiry had its own specific terms of reference which allowed it to fully
complete this work. In addition it was mindful of the provisions of Children
First 1999 (8.25.) which stipulates that among the specific objectives of a case
management review are:

e To establish facts
To assess decision-making and interventions made in the case
To check whether procedures have been followed
To check whether services provided were adequate and appropriate
To make recommendations in light of the findings.

In addition the Inquiry utilised Learning Together to Safeguard Children (2008)
as a general guide to ensure key matters were covered. This guide, issued by
the Social Care Institute for Excellence, is concerned with developing a multi-
agency systems approach for case reviews.

Expert witnesses

During the course of the Inquiry advice was sought from a small number of
experts when advice was required in relation to some issues before the
Inquiry.

Principles

1. The welfare, dignity, confidentiality and best interests of the children
and young people at the centre of this Inquiry shall be of paramount
importance.

2. The voice of the child will be heard and reflected in the deliberations
and conclusions of this Inquiry.

3. All persons appearing before the Inquiry Team shall have their dignity
and integrity respected, and will be subject to due process at all times.

4. No person will be identified by name in the final report.

5. The Inquiry Team will be informed by contemporary literature and
international best practice with regard to the methodologies adopted to
undertake their enquiries.

6. The Inquiry will be undertaken in a sprit of learning focused on
informing practice and improving services into the future.

7. A whole system approach will be taken with regard to the services
under examination.

13



8. Expert advice will be sought as a means of enhancing knowledge and
ensuring that conclusions reached are reflective of contemporary
academic and professional thinking.

9. Matters and events will be considered in the context of the era and
circumstances in which they occurred.

10. Nothing shall be done to prejudice the rights, duties and obligations of
individuals, agencies and the State in the course of the enquiry; or in
the publication of its findings, which the HSE has said will be made
public.

14



CHAPTER 2: Contextual Issues Regarding County
Roscommon

2.1 Demographic profile

2.1.1 Roscommon is one of the country’s least populated counties, second
only to Co. Leitrim. Census figures show that the population of Roscommon
rose from 51,975 in 1996 to 53,774 in 2002. There was a further increase of
9.3% in 2006, bringing the total population to 58,768. In fact, the seven
western counties have shown a population increase in the latest Census; and
this is due primarily to inward migration. However, population growth in
Roscommon is far below the regional and national average and is
concentrated mainly in Athlone (Hasse; WBD 2009).

2.1.2 Unemployment rates for County Roscommon have fallen more slowly
than the national average. It also has the third lowest level of local authority
provision in the country. In general terms, County Roscommon is in the
middle range of the overall affluence to deprivation indices and is not
characterised by particular extremes (Hasse, 2009). However, many of those
who met with the Inquiry Team described ‘pockets of deprivation’ where
certain rural areas were characterised by high numbers of poor families; living
in close proximity, in rural areas where the land is bad and unemployment is
high. The family which is the subject of this Inquiry lived in such a rural area,
adjacent to a small town.

2.1.3 For much of the period under examination (1996 — 2005) the former
health board structure prevailed whereby the Western Health Board (WHB)
comprised counties Galway, Mayo and Roscommon. Under the new Health
Service Executive (HSE) structures the three counties remained as separate
administrative entities, known as Local Health Offices (LHOs) forming part of
a larger administrative region known as HSE West. For comparative reasons,
therefore, it is appropriate to contrast the demographic profiles of the three
counties as this has relevance to resource allocation and staffing levels.

Table 1: Total population, child population

County Total pop. Child
population
Galway 231,670 55,306
Mayo 123,839 30,969
Roscommon 58,768 14,503

Source: Social Work and Family Support Survey, HSE, 2009.

15



2.1.4 Galway has both the highest population and highest child population of
all Local Health Offices (LHOs) in the country. Roscommon, on the other
hand, has second lowest population and child population in Ireland; with Mayo
taking up a middle ranking position (HSE, 2009).

2.1.5 According to a survey undertaken by the Health Service Executive
(HSE), County Roscommon does not rate highly in terms of chronic
deprivation, by comparison with Galway, Mayo, and the rest of the country. In
addition, Roscommon has the lowest minority population in the country (HSE,
2009).

2.1.6 However, it has been reported to us by staff that County Roscommon
does have areas where there is a high influx of native Irish, who have
migrated from urban centres; often availing of social housing schemes.
Among this cohort are a number of very deprived families, many of whom
were known to child welfare and protection services before relocating; and
this has impacted on local service provision.

2.2. Organisational Structure

2.2.1 At the time of the first referral in 1989, the old health board structures
applied where County Roscommon was a Community Care Area within the
Western Health Board. Each Community Care Area was managed by a
Director of Community Care and Medical Officer of Health who, by
requirement, was a medical doctor. Each Head of Discipline reported to this
Director, including social work, public health nursing, public health medicine,
speech and language and other paramedical and administrative services.

2.2.2 A Senior Social Worker, of long standing, headed the social work team
which, at that time, comprised four full time and one half time social worker, a
community worker and a child care worker. Public Health Nurses reported to
the Superintendent (later Director) of Public Health Nursing and, similarly,
other professionals reported to their Head of Discipline.

2.2.3 Within social work the single-handed post of Senior Social Worker was
supplemented by the creation of a Social Work Team Leader post in the mid-
1990s. This is a supervisory grade designed to relieve senior social workers
from the supervision of basic grade staff; and to enable them to address
broader social work management issues. The Senior Social Work post was
eventually superseded by the establishment of the post of (Professional
Manager 1) which, typically, manages two or more Social Work Team
Leaders.

2.2.4 Also in the mid-1990s the post of (Professional Manager 2) was created
in response to one of the recommendations of the Kelly Fitzgerald report
(1996). Recognising the need for direction and leadership in the planning and
delivery of services at local level, it recommended the creation of a senior
professional post, in each Community Care Area to effectively discharge the
functions of child welfare and protection. (Professional Managers 2), with the
necessary experience, could be drawn from any relevant professional
discipline.

16



2.2.5 A further organisational change in the mid-1990s was the replacement
of the post of Director of Community Care and Medical Officer of Health with
that of General Manager. The post was created to bring a business
management approach to local service delivery that was more in keeping with
the times than the original post of a medical director. This post was open to
both administrative and professional grades. From its establishment all
service heads reported to the General Manager, who in turn reported to a
Regional Manager who was a member of the Health Board’s management
team.

2.2.6 The part of Roscommon where the services under investigation are
located is very rural. As such, staff groups must, by necessity undertake a
considerable amount of travel. Members of staff were often isolated from
other immediate colleagues or line managers. While this is not unique to
Roscommon, or to services involved in this particular family, it is a feature of
health and social service provision in rural Ireland that has an impact on
service provision.

2.3 Resource Allocation

2.3.1 The publication of the report into the Kilkenny Incest Investigation (1993)
brought fresh public and political awareness of child welfare and protection.
Coinciding, as it did, with the dawning era of the ‘Celtic Tiger’, significant new
investment began to be made into a child care system that had been static for
years. Sections of the Child Care Act 1991 were commenced and, with their
new resources, health boards began to expand staffing levels and services.

2.3.2 It has been described to us that an implicit policy within the Western
Health Board was to divide new monies on a 3:2:1 basis to Galway, Mayo and
Roscommon respectively, having regard to the population differential between
the three counties. (Professional Manager 2) told us that in practice this was
not evidenced in the distribution of resources. In 1999 he wrote to General
Manager 1 saying that, even applying ‘the 3:2:1 rule’, Roscommon’s allocation
for that year had a shortfall of £24,500. (Professional Manager 2) further
explained that service development priorities were identified through the
service planning process and that a business case would be made for these.

Through written and oral submissions made, there are examples of proposals
being made from heads of discipline and child care management for
resources to meet particular needs that were specifically identified; but where
these proposals were unsuccessful in securing funding. This includes one
proposal in particular that was aimed at targeting serious neglect cases in
County Roscommon.

At interview with the Inquiry Team General Manager 1 advised that they
“constantly looked for extra resources”.

17



2.3.3 Yet, throughout the period 2000 — 2004 there is evidence of additional
resources going into County Roscommon, as the following table indicates:

Table 2: Child Care allocation 2000 — 2004

Year Pay Non pay Total (£) New posts
2000 126.85 184.25 311.10 5.8
2001 234.00 241.50 475.50 7.0
2002 00.0 224.00 224.00 0.0
2003 70.00 0.00 70.00 1.0
2004 00.0 222.0 222.0 0.0
Total 430.85 871.75 1,302.60 13.8

Source: HSE West submission

2.3.4 Thus it can be seen that over a four year period the County was
allocated an additional £1,302.6m, or € 1.653m, resulting in almost 14
additional posts as well as some non-pay developments. Successive first-line
managers described service planning processes where needs were identified
and bids were made for additional funding to meet those needs, but there
remained a sense among staff that Roscommon did not fare as well as
Galway and Mayo.

2.3.5 Regardless of what discrepancies might apply to the distribution of
resources and the overall capacity of the child care service to meet the
population as a whole, the Inquiry Team is satisfied that, in this particular
case, resources, per se, were not an issue. In fact, as is elaborated upon
later, a plethora of services were involved in this family over a period of years.
One caveat is, however, the difficulty in recruiting staff which did have an
impact at critical points in the lifetime of this case. In addition, the Inquiry
Team was advised that on two occasions known to the Inquiry, that is in 2000
and in late 2002, there were other serious child protection concerns in areas
of Roscommon that required a good deal of attention from social workers. At
both of those times there were staff shortages.
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CHAPTER 3: History of Health Board/Health Services
Executive involvement with the A family

3.1 This chapter outlines the history of the involvement of the Western Health
Board, and other services, between 1989 and 2004. As a history
encompasses more than just a chronology of events, the Inquiry Team has
taken an analytical approach to the totality of actions and proceedings;
commenting on the effect of some events and on the effect of other events not
having occurred. Therefore, when such opinion is proffered by the Inquiry
Team, this is clearly indicated in the text.

3.2 Period 1: 1989 to 1995

The A family was known to the Western Health Board from 1989. At that time
the family lived with the maternal grandmother whose health was poor and as
a consequence a home help service was provided.

The Public Health Nursing Service became involved with the family following
the birth of their first child. A concerned neighbour contacted the Public Health
Nurse (PHN1) expressing concern about the extent of the parents’ alcohol
consumption; and alcohol being given to the baby. PHN 1 visited and found
the baby pale and irritable. She reported the concern expressed by the
neighbour to the Superintendent Public Health Nurse (SPHN). PHN 1 advised
the Inquiry Team that she was checking regularly on the family and continued
to do so. A relative, who was also concerned about the care of the new baby,
made a referral to the social work services. This relative was specifically
concerned in relation to a severe and untreated nappy rash. As this social
work file is missing it is not possible to determine what action, if any, was
taken.

In 1990, further to a telephone call from Mr A, PHN 1 attended at the home as
Mrs A had just given birth there. The nurse called the family GP who arranged
a hospital admission. She advised the Inquiry Team that Mrs A explained to
her some days later that she had drunk eleven vodkas the evening before the
birth and had not realised that she was in labour. The PHN advised the
Inquiry that she told Mrs. A that it was a lot of drink.

The Inquiry Team notes that the attendance at the home is on the PHN
record but that the alcohol consumption is not referred to in that file
note. There is no record of a formal follow up to that incident in terms of
a discussion with the social work office or with a Superintendent PHN.
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3.2.1 Home Management Advisory Service

In 1991 PHN1 wrote to the Acting Director of Public Health Nursing
recommending that the family receive the support of the Home Management
Advisory Service. This service has been available in Galway, Mayo and
Roscommon since 1978. The purpose of this service is to help families with
budgeting, nutrition and healthy living. The service prioritises families referred
by social workers. It is a home visiting service provided by qualified home
economics teachers. As such, they are not trained to work with families where
there are complex social issues. There is no information on the Home
Management files available to the Inquiry to say whether or not the family was
visited in 1991 by that service.

In 1993 the PHN record shows that a complaint was received from a member
of the public alleging that the children were being neglected. PHN 1 saw the
two children and referred them to the GP. This GP (GP1) provided a service
to the family from the birth of the eldest child until mid 2003. Much of his
frequent contact with the family was in their home.

The Home Management Advisory Services has a record of a referral to that
service in 1994 by a Social Worker to provide help with rent arrears. The
electricity supply had also been disconnected. Home Management Advisor 1
who worked with this family from 1994 to 1995 and then again from 1997 to
2004 advised the Inquiry that Mrs. A spent a great deal of money on alcohol
at times. She further said the condition of the house started to significantly
deteriorate again around 2001. In relation to how she viewed the work with
the family she said “/ suppose | was hopeful; rather than optimistic”.

An undated note, which appears to be from 1994, indicates that the service
did commence work with the family at that point. The entry on the Home
Management Advisory Services file records that there were arrears in rent
and in payments to the Electricity Supply Board and that a significant amount
of the family income was being spent on alcohol. Arrangements were put in
place for weekly payments for rent and electricity, but these payments were
not continued.

The Inquiry Team notes that these payments were renegotiated on
several occasions up to 2004 but that the payments were repeatedly
discontinued by the parents.

PHN 1 continued to visit to monitor the health and well-being of the growing
number of children. The other Western Health Board service involved with the
A family in the period up to 1996 was Speech and Language. During 1994
and 1995 one child was referred for Speech and Language Therapy and was
brought to appointments on four out of fifteen possible occasions. Again, a
second child referred in 1995, was not taken to appointments regularly and
was discharged after one year. He was referred to the Speech and Language
Service again by a locum Public Health Nurse in 1996.
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3.3 Period 2: 1996 to July 2000

From 1996 onwards concerns were consistently recorded in the Western
Health Board (WHB) files in relation to this family. A new social work case file
was opened in April 1996 when Mrs A sought help in relation to an eviction
notice served because of mounting rent arrears.

By 1996 there were four children in the family including a newborn baby. Both
parents were unemployed. The PHN records for the period show ongoing
issues re hygiene of new baby noting “Mother advised re hygiene”.

Also in 1996 Social Worker 1 was allocated this case. She had recently taken
up a position in the WHB and worked with this family until February 1999. She
had some practice experience in another Health Board area. Social Worker 1
advised the Inquiry that, on taking up her appointment, she found a cabinet
full of case files (approx 100). She worked part-time on a week-on/week-off
basis and had very little contact with the social worker who covered the other
half of her post. She advised the Inquiry that she had a very heavy case load.

Social Worker 1 received support and supervision from the Acting Senior
Social Worker who had come to the area recently as a Social Work Team
Leader. The previous Senior Social Worker had been off ill for some months
and died in 1997 (RIP). The Acting Senior Social Worker had social work
responsibility for all of County Roscommon and, during his period in that
acting position, the Team Leader post was left vacant.

3.3.1 Home Visit

Social Worker 1 visited the family in May 1996 and described the family home
as “very stark, cold and bleak”. Her file note records that the home conditions
were very poor and that refuse had built up directly outside the house causing
an infestation of flies in the kitchen. She initiated a series of contacts, largely
by phone, with colleagues in the WHB who were involved with the family.
This included the Public Health Nurse, the Home Management Advisor and, in
addition, relevant officials from the County Council. In follow-up visits Social
Worker1 records that Mrs A had poor homemaking skills and that the level of
alcohol being consumed by both parents was problematic. The files record
that both parents were reminded of their duty to provide a clean environment
for the children and of concerns the WHB had about the extent of their
drinking. The parents denied that they had an alcohol problem. The Home
Management Advisor 2, who worked with the family in 1996, described them
to the Inquiry as being at the “more severe end of concerns”.

Steps were taken by the WHB to remove the refuse from around the house;
and attempts were made to get the family to start making regular rent
payments. During the months May 1996 to November 1996 concerns were
expressed to Social Worker 1. This was done anonymously, by letter from a
member of the public; and in a telephone call by a Community Welfare Officer
regarding the well- being of the children.
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3.3.2 First Case Conference, 19" November 1996

A Case Conference, chaired by the (Acting Professional Manager 2), was
held on this family in November 1996. The family were not at this meeting.
The school was not represented. The Case Conference was attended by
WHB staff directly involved with the family, except for the Speech and
Language Department. This was the first of eleven case conferences and a
number of case reviews held on this family between November 1996 and
October 2004, when all of the children were taken into the care of the HSE.

In addition, during this time, the family was discussed at Core Group (later
called the Child Protection Management Team) on at least six occasions
based on the records available. Core Group was an initiative taken by the
WHB in Roscommon whereby line managers, from different disciplines, would
come together with operational staff to discuss individual cases. Based on the
information presented at the meeting, Core Group would also make
determinations on whether or not abuse had occurred and would categorise
the nature of the abuse that had occurred. Abuse was subsequently
confirmed with regard to some or all of the children five times by the core

group.

The report provided by Social Worker 1 to the Case Conference states that
“the house and environment constitutes a situation of neglect...| feel the
children are suffering as a result of their (parents) bad management”. This
social work report also notes that Home Management Advisor 2 (HMA2), who
had worked with the family for the past year, “finds it difficult to initiate
change”. Other significant issues raised were an uncertainty that the children
were being adequately fed, concern that both parents were drinking to
excess; and that the family money was being spent on alcohol rather than
food. The report submitted by locum PHN2 is very clear in its assessment that
“the house is in a deplorable condition and is deteriorating despite promises to
clean the place up”. On the other hand, the children were said to be well
cared for and the baby was attending the family GP because of dermatitis.

The minutes of this Case conference record that the parents were to agree to
the following:

¢ The need for a home help with an extensive input gradually reducing

e That weekly shopping be supervised to make sure essential food is
bought

e WHB would supply basic items i.e. beds and floor covering in order to

maintain a healthy environment for the children

A cooker to be provided by Vincent de Paul Society

County Council to supply paint and the parents are to paint the home

The issue of drinking was to be confronted with the couple

Senior staff from Social Work and the Public Health Nursing Service to

visit to ensure family aware of how the Health Board viewed the

situation.
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The Inquiry Team notes that those minutes also record that the parents
were to be informed that an application for a Supervision Order “may be
considered an option for the WHB”.

The records show that Senior Public Health Nurse 1(SPHN1) and Acting
Senior Social Worker 1 visited the family following the case conference. In his
meeting with the Inquiry Team, Acting Senior Social Worker 1 could not
remember the visit, or how he found the family, or conditions in the home. The
SPHN1 did remember the home and did not recall anything unusual or
anything that would cause her huge concern. The record of the visit,
completed by SPHN 1, is in bullet point form and reads: “carpet in sitting-room
dirty...home help may be required until house has been cleaned up”. The
record says that the plan, as agreed by the case conference, was discussed
with the parents.

Social Worker 1 recorded that the family agreed to the plan and, over the next
few months, the house was painted and floor covering was provided for the
kitchen where conditions were particularly poor. These improvements were
initiated and led by WHB staff.

In December 1996 Home Management Advisor 2 recorded that the parents
were resisting spending money on food shopping and were purchasing
significant amounts of alcohol when they were brought shopping by her.

The Inquiry Team notes that this was just a few weeks following the first
Case Conference.

Home Management Advisor 2, who was leaving her post, wrote to Social
Worker 1 with an update of her work and an assessment of the family
situation. She identified the provision of food and warmth as key for the family
and drew attention to the ongoing hygiene issues. The disposal of refuse was
also highlighted. Her assessment was that the family “needed to be
supervised closely”.

3.3.3 Further Concerns

In February 1997 locum PHN 2 again wrote to the Senior Public Health Nurse
outlining her concerns following a home visit in response to a written request
by SPHN1 for a report for the upcoming review. The locum PHN 2 wrote that
she found no food prepared for the children coming in from school, the baby’s
clothing was soiled and dermatitis was evident on the baby’s head and neck.
No shopping had been completed with the Home Management Advisor
3(HMA3) on the previous day as “money would not stretch that far”. Social
Worker 1 visited that month and noted that while the home was fairly clean
and tidy, rubbish disposal continued to be a problem. She discussed the
situation with locum PHN 2 and they concluded that home support (home
help) was the best way to monitor the welfare of the children. The records
show that it was difficult to recruit a home help locally at that time.

23



3.3.4 First Case Review

In March 1997 a Case Review was held as a follow up to the Case
Conference of November 1996. Records are not complete for this review but
a handwritten note on the files of the Public Health Nursing Service shows
that the rent arrears had increased, no effort had been made to continue
payments; and no home help service was put in place as Mr A would not
agree to it. Difficulties with domestic sewage and a broken washing machine
were also noted.

(Professional Manager 2), in his interview with the Inquiry, stated that
improvements were noted by Social Worker 1; and that she did not seek a
follow up review from that meeting. Mr and Mrs A again promised to pay the
rent regularly, as no payments had been made up to that point in 1997; and to
cooperate with weekly shopping. They were praised for painting the house.

The Inquiry Team notes that the file records do not show any reference
to the welfare of the children, the misuse of alcohol or the hygiene
issues previously referred to.

The Speech and Language Department of the WHB was involved through
1997 and cooperation with the service was very sporadic.

By May 1997, the next recorded home visit by Social Worker 1, the house
was described as “a bit dirty with flies in the kitchen”. A skip was again
organised for rubbish and rent arrears were still increasing. The next social
work visit was in July 1997 when an out of hours visit was carried out at 6.30
pm. Social Worker 1 noted that the parents were surprised to see her and that
the children presented as cleaner than in the past. Rent arrears were
discussed and parents again agreed to pay the rent. The record of the Public
Health Nurse dated 31° of July 1997 states Mrs A “smokes and drinks”.

For the period July 1997 to October 1997 there is general agreement among
those working with the family that the situation had improved; but that the rent
arrears continued to be problematic. It is recorded that the children looked
well and were doing well at school. There were now five children in the family.

The Inquiry Team notes that there are no social work records on file for
the period October 1997 to January 1998. It is not clear if any social
work visits were made to the family during that period.

The Home Management records show that when the Home Management
Advisor 3 visited in January 1998 to do the shopping, as agreed, there was no
one at home. In early February 1998 shopping was completed; but the record
shows that a significant amount of money was spent on alcohol on that day.
The parents were not available to go shopping on any other agreed days in
February 1998. This was despite the agreements made with the family, at the
Case Conference in November 1996 and at the Case Review held in March
1997 that adequate food would be purchased to meet the nutritional needs of
the children. These concerns were communicated to Social Worker 1.
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3.3.5 New Concerns

Two new concerns also emerged in February 1998. The first one related to a
fire-setting incident by one child and the second to a child (foo young) being
sent to the town, approximately one and a half miles away, to collect shopping
(including alcohol). These concerns were discussed at the Core Group where
it was agreed that Social Worker 1 should visit. The home visit concentrated
on the fire setting episode.

The Inquiry Team notes that the issue of adequate food being purchased
was not addressed af this time.

At a follow up home visit, in early March 1998, the issue of the young child
struggling to carry bags, which included alcohol, was addressed. Mr A is
described as being reluctant to desist from this practice and he had to be
reminded that the main shopping was supposed to be done when the Home
Management service called. PHN 1 records that she too challenged the
parents on this. They agreed they sent the children for “messages” but
insisted no alcohol was purchased.

The County Council again confirmed that no rent was being paid and, in early
April 1998, Home Management Advisor 3 reported to Social Worker 1 that she
had “grave concerns about the children”. Examples given included the baby
not being appropriately dressed when out with parents, baby being cold, and
that Mrs. A was going straight to the pub after dropping home the food
purchased with Home Management Advisor 3.

Social Worker 1 recorded that she was unable to follow up with another home
visit due to her workload. She visited the school to discuss the fire incident
and the teacher spoke to her concerning the ongoing hygiene issues: “there
have always been problems with hygiene”. Social Worker 1 recorded that a
Case Review was now required. In April 1998 Mrs A was not home to go
shopping with the Home Management Service, the wheelie bin was gone and
rubbish was again accumulating. In addition, a record of a conversation
between PHN 1 and the Social Worker 1 shows that PHN 1 was concerned
that the baby was being fed watered down cow’s milk rather than baby
formula.

3.3.6 Second Case Review, July 1998

A Case Review was due to be held in May but Mr and Mrs A did not attend. It
was therefore cancelled and finally took place on July 2" 1998. There are no
available typed notes of this Case Review; but there is a handwritten note on
the social work file. Mrs. A was pregnant with her sixth child. Mr A did not
attend this meeting. Three WHB staff members involved with the family
attended: PHN 1, Social Worker 1 and a Community Welfare Officer. There
was no one there from the Home Management Advisory Service although it
was that service that had expressed grave concerns in April 1998. Locum
Home Management Advisor 3 had left and the regular Home Management
Advisor 1 was on maternity leave.

25



This Case Review dealt with the issues that had arisen since the case was
last discussed i.e. rent arrears, older children carrying heavy bags of shopping
from the town, the need to give formula milk rather than watered down cow’s
milk to the baby, the need for psychology service referral following the fire
lighting incident and the need for a clean up outside the home. Concern was
expressed concerning a blockage in drains adjacent to the house and it was
agreed to contact the Environmental Health Officer. Again Mrs A agreed to
cooperate and to have the Home Help Service work with her as she felt she
would be less able to cope with six children. The Inquiry Team did not find a
record of a request to the Home Help Department to follow this up.

A Senior Social Worker (SSW2) was appointed on the 29" June 1998 with
overall responsibility for child welfare and protection in social work practice in
Roscommon. Senior Social Worker 2, who was appointed (Professional
Manager 1) during 2001, remained in Roscommon until December 2001. In
her interview, Senior Social Worker 2 advised the Inquiry that she, as Senior
or (Professional Manager 1), would not routinely attend case conferences.
She explained that, the Social Work Team Leader had day to day
management of the case. She would hear of individual cases through the
Core Group system or through regular (usually monthly) supervision. She also
said she would meet the Social Work Team Leaders unofficially much more
frequently than monthly.

3.3.7 Ongoing Concerns

In August 1998 the Home Management Service was visiting again as the
worker was back from maternity leave. Home Management Advisor 1 queried
whether the baby was being fed baby formula, the wheelie bin was missing
again; and rubbish was in evidence around the house. These were the
concerns considered in the July 1998 review. Social Worker 1 also visited in
August and covered the practical areas concerning rent arrears, drains and
the purchase of a new cooker.

In early September the Area Medical Officer (AMO) visited the home in
response to concern by PHN 1 that the baby was not being stimulated; and
had poor trunk control. A neighbour advised the AMO that she was concerned
the parents were drinking heavily. The AMO saw the child and described
hygiene as “poor”. The AMO wrote to Senior Social Worker 2 suggesting that
the Social Work Department might put in more support.

Social Worker 1 visited in November 1998 following the birth of last child and
recorded there were no problems. Later that day, another neighbour spoke to
the Social Work Department alleging that the children were out in very cold
weather with very little clothing. Social Worker 1 discussed this matter with
her Social Work Team Leader. She records that she was advised it could be
left until she was next on the duty roster, which would be in ten days time. The
Inquiry Team did not find a record to show this matter was pursued in
December 1998. There is a file record indicating that there was another
consultation with her Social Work Team Leader two days later, where it was
agreed that there should be a home visit before Christmas.
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During 1998 the Speech and Language Department continued to offer
appointments for two of the children, but there was no response to these
offers.

The Inquiry Team notes that speech and language issues do not appear
to have been known to the Social Worker and do not feature in Case
Conferences discussions at that time.

On January 8™ 1999, some six weeks after the November 1998 report, Social
Worker 1 visited the family who made the report. This family outlined what
they had seen: the children not being properly clothed and, specifically, that
an older child was pushing the buggy past their house while the baby was
“freezing”. They had observed this in November 1998. They also told Social
Worker 1, that they heard from others, that Mrs A was involved in
(inappropriate behaviour) and that the children were in cars with her when she
was travelling to and from this activity.

The Inquiry Team notes that there is no record of a visit being made to
the A family to discuss the serious issues raised in the visit outlined
above.

On February 4™ 1999 Social Worker 1 visited the family and saw the children
outside in “harsh weather”. There was no fireguard in front of the fire and the
toddler was crawling out the front door. The Social Worker did advise Mrs A
that the children needed coats and that the young child should not be crawling
out the front door. The provision of a Home Help was again raised but, on this
occasion, Mrs A said she was managing well because Mr A was usually home
and she found this helpful. In a telephone conversation with the PHN, Social
Worker 1 discussed issues of the children being out without coats, the carry
cot being in a dangerous position on the coffee table, and no fireguard in
place in a home with three children under three years old. The social work file
records that the PHN 1 expressed a view that things were safer when Mr A
was at home as Mrs A “does not always have a sense of the dangers”. Both
the PHN 1 and Home Management Advisor 1 agreed to reinforce the need for
safety in the care of the children.

The regular Home Management Advisor 1, in a telephone conversation, told
Social Worker 1 she felt things had generally improved since she
recommenced work with the family. The specific evidence provided was that
Mrs A cooperated with shopping more regularly and that less money was
being spent on alcohol during the weekly shopping trips.

A closing summary by Social Worker 1, in February 1999, notes that Mr and
Mrs A had a “possible problem with drink”, that there was a history of neglect
and that the new Social Worker should liaise with Home Management Advisor
1 and PHN 1. She describes social work visits as a preventative strategy that
worked reasonably well and that the family should be visited monthly. It is
recorded that the family had no problems with visits from a Social Worker.

In her testimony to the Inquiry Social Worker 1 expressed the view that this
was a family support case. Her assessment given to the Inquiry was that
“They (Family A) engaged but they didn’t really”.

27



The Inquiry Team notes that, during 1998 and early 1999, there were a
growing number of concerns being brought to the attention of the WHB.
These concerns could have triggered a Case Conference to consider if
the lack of progress on issues, set out in the first Case Conference held
in November 1996, would warrant an application for a Supervision
Order; as evidence was mounting that Mr and Mrs A were not
cooperating in a meaningful way with the Western Health Board. The
Inquiry team also notes that Social Worker 1 visited infrequently and
that this was not adequate in light of the ongoing serious concerns.

3.3.8 New Social Worker

Between February 1999 and May 1999 no Social Worker was allocated to
family A. The Social Work Team Leader post for this area was vacant for the
first five months of 1999. In May 1999 this family was allocated to Social
Worker 2 who was supervised by the newly appointed Social Work Team
Leader 2, both of whom were new to this case.

Social Worker 2 qualified in 1997 and had almost two years experience in
another Health Board area. She worked with the family until July 2000 when
she left the WHB. Social Worker 2 also referred to the cabinet full of files
which required to be sorted through and decisions made in respect of them. In
her interview with the Inquiry Team Social Worker 2 said she had tried to read
the files notes compiled by the previous Social Worker, but “struggled with
some of the handwriting”. She confirmed that, at that time, there was nothing
typed in the area except Case Conference reports; and these had to be faxed
to another office twenty miles away for that purpose. She indicated that she
had around twenty-eight cases, including nine children in the care of the
WHB.

Social Worker 2 confirmed at her meeting with the Inquiry Team that the
house was not clean. On her first visit to the family on May 18" 1999 she
noted that the children “presented as well attached to their parents and
comfortable in communicating with adults”. Mr A immediately engaged Social
Worker 2 in seeking help concerning a leaking toilet and getting help from the
County Council to deal with an accumulation of sewage at the back of the
house. Social Worker 2 was clear that, apart from one occasion, she only
saw the sitting room and never saw any other room in the home. In particular,
she emphasised she had never seen the kitchen and relied on Home
Management Advisor 1, who told her it was alright.

There is a note on file to say that the child, aged two years, had very little
speech and might need to be referred to speech and language therapy. The
speech and language record for June 1999 shows that one of the older
children, who was not taken to appointments in previous years, was referred
again to the service. This child is described as not having walked until two
years old and was having nightmares every night by the age of six.

In June 1999 an anonymous caller telephoned the main Social Work office to
say that Mr and Mrs A were in the local pub all day every Friday. They said
that this had happened on other occasions and that the children were always
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with them. Social Worker 2 visited the home that day and Mrs A confirmed
that they were in the pub from twelve noon until five in the evening with the
children, who were off school. She said she was not so drunk that she could
not care for the children. At this time three of the children were under three
years. She told Social Worker 2 that, the previous week, she drank so much
that she blacked out and could not remember what happened. She said her
children were not with her at the time. Mrs A inquired about Alcoholics
Anonymous and the Social Worker gave her details of local AA meetings.

The next recorded visit by Social Worker 2 to this family was in August 1999.
This was in response to a report from a neighbour who said that a child, aged
around nine years, was pushing the baby on the road. Both children had little
clothing on even though the morning was cold and breezy. The neighbour
was concerned with the possibility of injury to the children from traffic as well
as the lack of clothing. The neighbour gave her name but did not wish to be
identified to the family. Six days later Social Worker 2 visited on foot of this
referral. Mrs A insisted the sun was shining that day, that the baby was
teething and the older child was wheeling the baby to try to calm him down.
She then engaged Social Worker 2 with a request to contact the County
Council regarding the toilet and drains. In October 1999 the Social Work
record details a telephone call to the local school to check on the progress of
the children. They were described as nice children who were brainy but not
working as hard as they could. It was also said that their basic hygiene was
not great.

3.3.9 New Concerns

On October 4™ 1999 relatives of the children called into the Health Centre and
spoke to PHN1. The relatives advised that on the previous Friday the eldest
child, then ten years old, was left babysitting the five younger children ranging
in age from nine years to ten months. The Public Health Nurse advised the
relatives to contact the Social Work Department. The relatives phoned Social
Worker 2. They identified themselves but asked that they not be identified to
the family as the source of the complaint. The relatives also advised that they
were concerned about the children’s hygiene and nutrition. Social Worker 2
visited the home on the same day. Mrs A admitted that children were left as
described, but said that the oldest child had a mobile phone with which to
contact parents. Mrs A said the children were left from 9 pm until 1am in the
morning.

Social Worker 2 again offered to make a referral to the Home Help Service
and Mrs A said she would consider this. The family were referred to the
Western Health Board’s Core Group which concluded in November 1999 that
all of the A children were confirmed as neglected, the oldest child was also
confirmed as emotionally abused.

On the 12" of October 1999 Social Worker 2 recorded a conversation with a
member of the Gardai in the local town. The name of the Garda is not
recorded. The note records that the Garda said that they had no major
concerns in that the parents were not seen in the pub at night but usually
during the day and only now and then. He is recorded as confirming seeing
children on the road and “might feel they were a bit young”.
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3.3.10 Second Case Conference, 23" November 1999

This conference, chaired by (Professional Manager 2), was attended by all of
the staff of the Western Health Board who were involved with the family. Mrs
A attended but Mr A did not. The school was represented at this conference.
Apologies as recorded in the minutes of the Case Conference were given by
the GP and by the Superintendent Public Health Nurse. The report, provided
by Social Worker 2 for the conference, outlined her assessment that hygiene
and home conditions were a concern. Alcohol consumption was also identified
as a problem and Social Worker 2 stated in her report: “| feel it is interfering
with the care of the children” and therefore needed to be addressed. The
necessity for home help was again identified.

The Inquiry Team notes that there was no further reference to the
development of the children in this report.

Social Work Team Leader 2 outlined the inappropriateness of leaving the six
children without a baby sitter and queried the amount of time spent in the pub.
On this occasion Mrs A said it was for two and a half hours every Friday. Mrs
A insisted her drinking was under control. The Case Conference minutes do
not record that Social Worker 2 challenged this by referring to her
conversation with Mrs A in July and October 1999, where Mrs A admitted
blacking out and said both parents spent five hours drinking in the pub. The
school reported that the children were very bright but not working to their full
potential. Mrs A again agreed to accept a home help. The need for an extra
room was identified as an issue.

(Professional Manager 2) pointed out to Mrs A that, while she was agreeable
to make changes, these undertakings were not carried through and also made
it clear to Mrs A that leaving the children without supervision in this way was
neglect. Mrs A was adamant that this time there would be changes. The issue
of the children going to bed at six-thirty in the evening was identified as a
problem; and it was agreed that a child care worker needed to become
involved with the family.

The Case Conference made the following recommendations:

e That the Health Board would support the need for an extra room,

e The Social Worker and Child Care Leader would put a plan in place to
work with the children

e That the parents would ensure a suitable babysitter was there for the
children if they went out.

The Inquiry Team notes that there was no recommendation on the issue
of alcohol consumption and its effects on the