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Trips / Holidays

There would be weekend trips to, for example, the climbing centre at Ratho or

swimming pools, country parks or beaches.

Some trips to Alton Towers or outdoor activity centres with overnight stays were
organised. These would be during the holiday periods.

The outdoor education staff organised trips for children to go off into the mountains or

camping, which could be two or three nights.

There would usually be two or three children, with a maximum of six, who went on any
overnight trips. They would be talked about, sanctioned and approved. There would

be a high ratio of staff to children.

There were protocols for taking children out and they were laid out. The trips were all
meticulously planned for every eventuality. Safety was a priority and there were

protocols for staying in contact.

There were no informal trips. There was an understanding that staff would not take the

children on any trips that were not formally approved.

| don't think any staff would have taken a child to their own home. They would have
no reason ta. There was no rule to say they couldn’t, but it was more an understanding
that any trip or outing had to have a reason and purpose, and that it had to be

sanctioned and approved.

Healthcare

The children were all registered with the local GP and dentist. The dentist would often
come to the school and give health chats. Children would generally make an
appointment and be taken to the dentist or GP in the same way my own children would

have.
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There was no medical officer at Harmeny. That was a historical thing. It wasn’t in-line
with what we wanted to do with creating a normal living environment. We did have

gooad links with Lothian Region health boards paediatric services and staff.

All staff covered some health and safety, and basic first aid in their induction. They
knew minimally what to do and who to call in an emergency. There were some

designated first aid staff who had done the proper training.

Some children had medication, which had been prescribed by their own health
authority from before they were placed with us. We had nothing to do with that
decision, although it was our care staff who administered the medication within
Harmeny. At one stage Ritalin was prescribed a lot. | don’t know what it cost the NHS

doctors to throw Ritalin at a child, rather than deal with the underlying issues.

All medication was centrally stored and locked, administered and recorded by two

members of care staff. Meticulous records were kept and that was doubly checked.

| would never want a school like Harmeny to be involved in prescribing any medication
to a child. More often than not, we were trying to get them off the medication. We had
an input at reviews as to whether or not we thought there was any value in the child
continuing to take the medication. This was usually in relation to ADHD or autism
related medication. There would then be a medical review and it was a decision for

the medical practitioners to make.

Schooling

The residential children and day pupils attended the school at Harmeny. When |
arrived at Harmeny, most of the teachers didn’t have the training to work with children
with additional support needs. Recruitment was an issue because we didn’t get huge
numbers applying because many didn't want to work in such a challenging
environment, and the ones who did apply were not special education trained to work

in such an environment.
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Traditional teachers couldn’t cope with the children we had at Harmeny. That was why
the children had ended up with us. Therefore the traditional teaching method of having
children sitting quietly with a pencil, ready to learn, wouldn’t work at Harmeny. We
needed teachers with the right mindset, who wanted to work with children with special
needs, and were prepared to go home with bites and kicks and spit on them. It was
incredibly challenging work. When we did recruit the right teachers, we invested in

them and nurtured them.

The teachers at Harmeny worked to the same national standards but were much more
imaginative on how it was delivered. Curriculum for Excellence gave teachers a bit
more leeway. The boundaries were not as rigid as it might seem from an organisational

chart. The care workers would also work in the classrooms when required.

| didn’t have much input into how the curriculum was delivered. That was the
professional area of the head of education and teachers. | insisted on the
implementation of the common Harmeny attitudes and values in our approach to

children, and training that underpinned therapeutic practice.

We started an outdoor education centre with outdoor education staff. That opened up
huge possibilities for all of the curriculum being delivered in a way children enjoyed
and engaged with. As an example, if a new path was being developed outside then
maths could be taught outside by measuring the path and working out how much

volume of chip would be needed.

The goal was to reintegrate children into mainstream schools and we had really good
relationships with Balerno Primary School and Balerno High School. Wherever
possible, children would have a shared placement with care in Harmeny and some, if

not all of their education in a mainstream school.
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Chores

Children tidied their own room but that was about the most they did. Housekeepers

and cleaners dealt with everything else to do with cleaning and tidying.

Visitors

There were areas of the school where visitors, like social workers, could talk to the
children privately, or they could come to the cottage by arrangement. It was all

arranged with the agreement of the sacial worker.

There was no particular vetting process of visitors because the main visitors were
foster parents, who would already have been vetted before becoming foster parents.
Any other family members who visited, would be coming by prior arrangement with the
social worker. If there were prior issues with a family member then we would consider

if the visit needed to be supervised.

Visitors could take a child out of the grounds if it had been pre-agreed.

Anybody we didn’t know just turning up would be unlikely to have access to a child.
Visits would be formally agreed beforehand. That said, if a child was going to the local
school and their friends dropped by, that would be different and the child could see

their pals.

Review of Care/placement

Any assessments that were carried out before the placement with us, like the
educational psychologist assessment or mental health assessment, would be
incorporated into their individual care plans when they came to us. We would re-
assess the child when they came to us in an on-going way and develop and amend

as needed.
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Children’s care plans would also be reviewed by the external agencies who placed
them. Some children would also appear at children’s panels so we would provide

reports for that and they would have their input as well.

Inspections also looked at the quality of care planning and review. They would look at
the key worker notes to see that the goals of the child were being worked towards.
That was another layer of reviewing the care.

Discipline and Punishment

There were clear expectations of behaviours that we wanted to see and wanted to see

more of.

Any discipline was in the context of care planning. The general approach was not to
think about disciplining, but to think about strength based approaches. There was
encouragement of what we wanted the children to do, rather than what we didn’t want

them to do. That is a general way of putting it but it underpinned our approach.

We didn’t have punishments. We would sometimes separate the child from the group
or the group from the child if that was what was needed. | don’t mean isolation, but
just until the child calmed down. If this happened, it would be recorded in the daily log

book, and also an incident form would be filled out.

| think withholding of pocket money may have been something that was used in some
cottages, but it would be for a short period of time and not denied completely. That
was probably the height of anything that was used. If a child was not allowed on a trip,
that would be for safety reasons and not used as a punishment for being naughty, and
it would be explained to them that they had had a difficult day and maybe it was best
if they didn’t leave the grounds that day. The decision to not go on a trip would be
made by the residential staff and managers. It would be decided on an individual basis,
and not a reaction to a rule being broken. We didn’t operate like that. It wasn't a

punitive system.
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It is simplistic to have an offence and a punishment. That was irrelevant to these
children. They’'d probably have had every punishment under the sun before they came
to Harmeny and they hadn’t connected to that approach. We wanted to reframe their
engagement with an understanding of what had happened, why they reacted the way
they did and how we could do it differently next time. That type of conversational
approach was used rather than taking something away or forbidding them from
something. That approach was not helpful.

The teacher in a classroom might have a different approach and may have given old
fashioned lines, but | don’t know. If a child reacted in a classroom, then the rest of the
class was as likely to be removed from the class for safety reasons, and then it was a
case of containing the child in the class room until the situation could be defused. This
was often better than removing the child out of the room because otherwise it would

become a case of restraining rather than containing.

There was absolutely no corporal punishment ever, in any circumstances. That was
generally understood by staff but it would also have been written in a policy and

communicated to staff.

When the new school building was built, a separate building was built right next to the
main building, where the gym hall was. It had two parts to it with two entrances. It had
therapeutic potential with soft music and soft furnishings. | think it was called ‘the
support room.’ It was an area that was sometimes used to take a child if they were
displaying extreme violence that needed a high level of physical involvement. It was a
space where the child could be restrained and taken to. That was only used for
extreme behaviour management and if there was a high level of danger. It was not
used for isolation and staff would be with the child the whole time. It was CCTV
monitored and detailed logs were taken if it was used. There was no guidance on the
length of time a child could be held because it would just depend on the situation, but

there was very clear guidance on recording when it was used and how it was used.
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Sometimes it was also used as a quiet space to go to. That space stopped being used
towards the end of my time there because it was used so infrequently. It seemed to

be needed less and less but | can’t recall why.

Restraint

When | arrived at Harmeny, there was no system for managing restraint and no
common approach. Staff were left to their individual responses. | found that unhelpful
and unsafe for children and staff. There was no way of monitoring, or even holding to
account, how somebody dealt with a situation because there was no common system.
| did see some instances of inappropriate responses by staff in my early days there,

which resulted in a number of disciplinary actions.

As an example, | recall seeing a child kick a member of staff and the member of staff
instantly reacted and kicked the child back. It was a reaction and to contextualise it,
he didn't have the training, support or framework to act in a different way. It was
indicative where things weren't safe. | think | must have observed it because |

remember it, and | took disciplinary action against him, as head of care.

The member of staff in question was called NG 2 < he was

generally a good worker, but we had to lay down markers so he was disciplined and it
was made clear to him that this was a high level of inappropriate response. | thought
he had resigned but | have been reminded that we actually sacked him. This was
around 1997 or 1998. His wife also worked at Harmeny and continued to work there.
| can’t provide more detail because my memory is hazy but this should all be held in

Harmeny records.

| then introduced CALM in around 1998 or 1999. People have their views about CALM
and restraint generally, but the children in Harmeny sometimes needed protection from
themselves and from other children. This was a system of ‘holding safely’ rather than
restraint. It also has a theoretical base to it, which was as important as the physical
side of holding. All of the holds used had been bio-mechanically approved by at least

academics or medical staff. It was the only thing like it that was available at the time
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176.

17t
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179.

and that became our modus for any time a child had to be controlled to the point of

physical hands on.

We introduced a whole-school training. We trained up key members of staff to be
trainers and assessors so they could train other staff and re-assess them, yearly |

think. This applied to everybody.

New staff would be trained on CALM before they even hit the floor. | was CALM trained
and a CALM instructor, as head of care. | did have to use restraint from time to time.

As CEOQ, | ceased to have any involvement with using restraint. | did this because
there was nobody above me to line manage me so if | had used any restraint, there
was nobody above me to de-brief or carry out any management checks. There is no
requirement from CALM that you shouldn’'t be implementing it if you have no chain of
accountability. It was something | self-imposed and was my own decision. | would,
however, still be asked to intervene by other members of staff because | was quite
competent at dealing with aggression using a solution focused approach, instead of

restraint.

Reporting concerns

| introduced a worry box, which was a box in every house and every classroom.
Because the children had different levels of ability to communicate in writing, they were
all given cards with their name on it. If they had a concern about anything, all they had

to do was pop their card in whichever box.

The member of staff who opened the box and saw the card with the name would then
go and speak to the child and ask who they would like to talk to about their issue. The
process was very important because the child wasn't required to speak to the member
of staff who first spoke to them and were given the option to speak to someone else,
either in the school or externally. It was then the job of the staff member with the card

to facilitate that.
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It was a very simple method for children to raise any concerns within their limited

means of communication. It wasn’'t massively used and the boxes weren't full.

If a family member of the child wanted to make a complaint about something at
Harmeny, they could relay it to any member of staff. It didn’t really matter who, because
it would then be the responsibility of the member of staff to make sure it was passed
on to the appropriate manager. Family members could also speak to the child’s social

worker.

Trusted adult/confidante

Each child had a key worker who they had ‘key time’ with. This was a one to one
individual session linked to their care plan. This could be done as an informal sit down
or as a walk in the park. It was about having a chat but also evidence that the key
worker was working in a planned way towards achieving some of the targets that were

set in the care plan or the education plan for the child.

The kids knew about the existence of the child protection officers and they knew the
senior management system. They knew everyone by name and would say if they
wanted to speak to a member of staff and it would be arranged, or they could just

approach whoever they wanted to talk to.

Children also had contact with their social workers. Some were more active at seeing

the children than others.

Children had the telephone numbers for their social workers, relevant family members
and they had access to telephones. There was a phone in every house. Mobile phones

were not that common then, especially for children.

We introduced another level of independent support and advocacy, and scrutiny. We
contacted Who Cares, the organisation who represented children, to come into
Harmeny as independent visitors. They became independent access points for the
children. They would come in and attend meetings with children and make it clear to
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them that they could be contacted and spoken to at any time. The children all had their
contact details and phone numbers. It was another layer outwith the management

structure. Who Cares had free rein to be supporting advocates for the children.

Discharge of child

Children would be discharged after a review decided it was time for the child to move
on. The review would include the educational psychologist for the authority, social
worker, senior social worker, Harmeny care staff, as well as the child psychotherapist
at Harmeny. They were the main players but there could be input from any other

external agency that was involved with the child.

There would be a corporate decision made in relation to the child because it was a
commitment of resources from the local authority in relation to the child, to keep them
there. They wanted to know that we weren’t hanging on to children for the sake of it.

The review would agree the process of how the move would happen and the
timescales for it, and what resources in the community were needed. The child would
either be in attendance at the review or would be told of the decision straight away.
The child would know what was happening as it was happening. Often the review was
just formalising the decision that had already been discussed with the child. They

would also be prepared by the care staff for what was going to happen next.

Harmeny would have records of the average length of stay of children. It was all

statistically recorded.

Harmeny Educational Trust organisational structure

There was a HET Board that Harmeny School was answerable to. They had overview
of care and education practice at Harmeny. The Board had a number of people with
professional backgrounds, including lewyers and finance people amongst them. They

met every two or three months and they took their role seriously. | would do Board
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reports for them and they would ask for more information when they wanted it. They
were active members who knew the staff, attended events and were known around

the school.

The finance director, who was on the board, would be around at the school a lot. He
would therefore know if anything was concerning in terms of finances to the board. It
was all very transparent.

| did reports for the Board and attended Board meetings but | was not a Board member.

| set up professional practice sub-committees during my time as head of care, which
were properly functioning by the time | was CEQO. The need for these sub-committees
was for the school to have an overview from external professionals, over and above
just our own internal sense that we were doing ok. | thought this was necessary for an
extra level of transparency, especially since we were an independent school and didn’t
have an authority above us, other than the Board. The sub-committees were intended

to embed another layer of professional oversight of the care and education.

There were several sub-committees. There was a finance one that ran all the time, but
the main one was the policy and practice sub-committee, which crossed over with
educational, social care and psychotherapy expertise that straddled the care and
education function of the school. The sub-committees met more frequently than the

Board but | can't recall how often.

Some members of the sub-committees were HET Board members, like Margery
Browning and Francesca Calvoresci, a child psychotherapist from the Scottish Institute
of Human Relations, who | invited. Therefore the Board knew we were setting up these
sub-committees and | suggested who else | thought should be on them and explained
why. These meetings would also be attended by myself and the care and education

managers.
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The sub-committees would be minuted and they would be updated on topics of interest
within the school like restraint and data protection. We had a reporting structure that

could cover everything.

In the unlikely event that there was any conflict, then there were members within the
sub-committees who also sat on the board, so the issue could, in theory, be taken to
the board. That didn’t happen, however, because if the sub-committee recognised that
something needed to be done or changed within the school, we would just do it.
Whether or not the sub-committees had power to make Harmeny School do something
or not is a moot point because that issue never occurred. The general intention was
for supporting and promoting development in Harmeny, and it was collaborative. It was

very healthy.

It was hard and challenging work but the overall climate within the care and education
teams, and board and sub-committees was incredibly positive and harmonious.

The sub-committees were an extra level below the Board level, but we would ultimately
report to the chair of the Board. It was a big organisation because we had over one
hundred staff and a big budget. We had not just the complex needs of the children to
consider, but also the complex needs of the organisation. All the different levels of

scrutiny needed to be quite tight.

Harmeny was a Grant Aided Special School (GASS) so it also had oversight from
Scottish Government. | would report to SG and had regular contact with them and they
would come to the school. | would provide them with information, as well as the Board.

They were effectively our external managers.

Definition of Abuse at Harmeny

| don’t recall that we had any formal definition of what constituted abuse. If there was
a definition in any national child protection guidance then that would have been

adopted intc Harmeny’s own documentation. Whatever would have been contained in
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national guidance would have been the parameters of what we considered to be

abuse.

The common understanding is physical or sexual abuse, or inappropriate interference
of any kind, but there are many more. My personal view is that anything that was not
helpful to a child was potentially abusive. Containment, control, verbal abuse and
being disrespectful are abusive. It could be passive abuse by not doing enough. A
child being denied access to achieve their highest academic ability, in my mind, could

be abuse.

With the strength based approach, we were focusing on what the child could do, and
be helped, to do. We were focusing on development and care, rather than what
constituted abuse, as that list could be enormous. This culture of development and

care was the antithesis of containment, control and an abusive mentality.

Reports of abuse at Harmeny

| cannot recall anything with the heading of ‘abuse’ that happened at Harmeny. It really
depends on the definition of abuse. In terms of sexual abuse, there were never any

reports of this kind of abuse made.

In terms of physical abuse, | only recall that happening in the context of a child
complaining about an injury following a restraint. This did happen from time to time.
Anything of this sort would have been recorded in the incident reporting forms. They
will all be in the records at Harmeny. | don'’t recall any incidents that occurred outwith
what was recorded on incident forms.

| was subject to one investigation in relation to ||} documents for which

have been shared with me by the Inquiry and is discussed further, below. | am not

aware of any other investigation that |1 was subjected to.
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| don'’t recall any police complaint or criminal proceedings being taken against me or
any member of staff at Harmeny while | was there or since. | don’t recall any civil
proceeding being taken against me or any member of staff at Harmeny while | was

there or since.

Nobody can ever be confident that all abuse would be detected and come to light. |
have been involved in residential child care from 1982. | have had responsibility for
hundreds of children and staff members. | have detailed the various stages of
development within the organisations that | have worked for. | think anybody with my

length of career would not be surprised that something could pop up from history.

Consciously, under my watch, am | as confident as | can be that nothing systemically

abusive happened? | think | am because of the cultures that | helped to establish.

| wasn'’t a soft touch as a manager. | wasn't dictatorial and was inclusive, but nobody
was in any doubt about the standards that | thought were appropriate and expected.
Not just me, these were standards that the world of social work, social residential care
and education clearly set out in guidance. | also looked at and studied the outcomes
of other child abuse inquiries, for instance in Ireland and the UK. Not to be arrogant,
but as far as one humanly could develop a culture and systems that were as safe as
could be, while also promoting healthy development, | am pretty confident that |
personally contributed to creating that. However, nobody could be arrogant enough to
say that nothing could have happened under their watch. It could have but the whole
approach was to create an environment where it was highly unlikely, and if anyone

stood outside the culture, it would be noticed.
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Other staff working at Harmeny School

KLN

This is the member of care staff who was kicked by a child, who he then kicked back.
| saw it happen. He was disciplined for this at the time. | thought he had then resigned
but | have been reminded that he was dismissed. | can’t remember any more details
but they would be in Harmeny files.

KLL

KLL was a guy who lived on the|Jjjij of the main building when | started
working at Harmeny. He was a care officer. | think he was only there for six months to
a year after | started and then he moved on.

| never saw or heard of him doing anything abusive.

PMX

was a housekeeper in Holly House. She was a local Balerno woman who | think

had worked at Harmeny since she was a teenager.

| never had any concerns about her involvement with children.
KYN

was i =nd then SN o I e vvas a big man with

a big personality. He was absolutely committed to the development of the school. He
was single handedly the impetus for the huge investment in the school and the new
school building.

He was a teacher and not a therapist. He recognised this and allowed me to develop
the care and therapy function of the school.
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He played guitar with the kids and would have them singing. He had very little
involvement in the physical care of the children. | never saw him discipline the children.
| didn’t see or hear of him doing anything that would have given me cause for concern,

then or in hindsight.

PNC

waswhile | was head of care. He left around the

time that | became CEOQO, which was in 2005, or just before then.
| do not recall that | saw or heard of him doing anything physical or using excessive

force in a physical restraint. | wasn’t concerned that he was a danger to children. He

was more likely to give a loud telling off to a child.

S \vas a teacher. She used to sometimes cycle from Penicuik, along the

Pentlands, to work, in all weathers.

She was a good teacher and had a good rapport with children. She had a good attitude

and good values.
Nothing about her gave me any cause for concern.
| think she left before | left.

RLU was the manager for Eason. He was there when | started working at

Harmeny as team leader and had been employed for a while before | was there.
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| never had any concerns about him with the children. | didn’t see or hear of him doing
anything abusive. | never had any concerns about his interaction or physical

interventions with children. If | had, it would have been dealt with.

Bl v 2s a care worker in Easson. | had no concerns about him or his practise.

| don’t know if he was there when we moved to the 52 week working scenario. | say
that because | don't recall him being around during the 52 week care scenario, but he

might have been. He certainly left Harmeny while | was still there.

RMX

B2 = = care worker in Caroline House. | can't remember the time period

he was there but | don’'t remember him working there for years, maybe months.

RNZ

RNZ was a care worker at Caroline House. She was there when | arrived. | can’t

remember if she moved into the 52 week care scenario but she probably did.

| had absolutely no concerns about her at all.

o

[l a5 a young, female member of care staff. | think she joined during my latter
period as CEO.

There was a whole raft of young blood that came in during that time. | didn’t have that
much involvement with them because, by that time, the care management were highly
competent. They dealt with the recruitment and management and | had very little

reason to get involved.
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PMQ

was the gardener. He was a local man who had been there from day dot and was

still there when | left. The estate manager, Andy, was his line manager.

| had no concerns whatsoever about his involvement with children.
-

was a care worker in Hawthorne House. He was a main player in that team.

He was there during the 52 week period and may have still been there when | left. |

can’t really recall for sure.

| never witnessed anything other than him being a very competent and able member

of staff. | had no concerns about [k at all.

E— —
Sl 25 a care worker who was known as He worked in Holly or Hawthorn
House. | can’t remember when he worked there but | don't think he was there a long
time.

I had no concerns about him.

C—

| don’t recall anybody of this name.
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PNR

was a care worker and was there when we went into 52 week care. | think he
might have been in Easson but I'm not sure. In my view, he was a very competent and

able guy. | had no concerns about him.

| can’t remember when he left or what he went on to do.

RCB

was a group leader in Caroline Cottage when | arrived at Harmeny as group leader.

He had been there for years before | started.

was competent. | had no concerns about his practise. | think he benefited from all
the training and development and embraced it. He developed his capacities as a care

worker during my time there.
| can’t remember when he left.

PTX

| know the name but | can’'t remember much else, so she didn’'t make that much of an

impact on me, one way or another.

PTY

A = = residential care manager and then was made SRR en

| was CEOQ.
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254,

255.

256.

257.
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259.

| had no concemns at all about [} He was incredibly competent at all levels. He

was great with children, management, the board, policy and Scottish Government.

PNY

| know the name but can’t recall her.
PNL was a care worker. | have no idea when she worked there.
She was popular with the kids. | had no concerns about her.

I

| know the name but can't recall any specific details. She must have been a care

worker and | think she was competent. | didn't have any concerns about her.
PKZ
Bl w25 one of the residential managers and oversaw several of the houses.

She was a first class worker, totally competent and had excellent values. | had no

concerns about her.

PNM

B = a residential care worker in Easson Cottage, where he worked for at

least a couple of years.

He was a very sound and super guy. He was popular with staff and kids. | had no

concerns about him at all.
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268.

PNH

| don’t recall who this is.

N o

Bl v2as a very competent residential care worker. | can’t remember which house

she was in or the time period she worked there.

| had no concerns about her.

PMU

| think [l was there towards the end of my time.

| think he was competent but | don’t know much about him. | had no concerns about

him.
PNF
| think (ST 2s 2 teacher, who was promoted from class teacher to

principal teacher.

Bl \vas a good guy, as far as | recall. He had a good attitude and a modern

approach to education.

| had no concerns about him.

LR G

PMW was one of the new cohort that came in during the last couple of years that |

was there.
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271.

272.

273.

274.

2795,

276.

He was competent, well liked and popular with the kids. | had no concerns about him.

PMR

B /= 2 residential care worker who worked in Hawthorne Cottage. He was
there for quite a while and was there for the 52 week care scenario.

He was popular and a good guy. | had no concerns about him.

Documents shared with me
| have been provided with several documents by the Inquiry.

Extract HET-000000085 (Row 75)

| have been shown a document regarding an allegation by a child at Harmeny against
a staff member, about a physical incident that took place during a
restraint on 2" September 1997. It states that an investigation was carried out by me

as head of care and that one staff withess was also interviewed.

| would have been head of care in 1997 but | don’t recall the child or the incident that

this is referring to.

The document states:

‘Investigation by Peter Doran, Head of Care. 1 staff witness also interviewed.
Allegation appeared to be unfounded. SW informed... Not upheld No further action
10/09/2007’

If it was me that said that the allegation appeared to be unfounded, then | would want

to see the investigation report and see what my rationale was for arriving at that

conclusion. Once social work were informed, it became an external matter and then
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278.

279.

280.

281.

282.

the decision for no further action would not be made by Harmeny. They would have

carried out their own investigation and let us know if no further action was required.

| do not recognise this document or the format of it. This is not a form that existed in
Harmeny School while | was there. The document is referred to as an ‘extract.’ |
understand that this is a document that HET have pulled together from their records
as a response to the Inquiry. In that case, the wording is very important. If somebody
has looked at the records and extracted information and summarised it, then that is a
completely different document with different wording from the actual records. | would
like to see the original documents, which HET should still have, before | could

responsibly comment on it.

The incident reports were all put onto a database at some point but that might not go
as far back as 1997, when this incident occurred, but there should be a paper record.
Whichever authority that the child belonged to, should also have a record of the

investigation that | allegedly undertook and what the conclusion was.

The extract goes on to say that | provided a personal reference letter tos
future employer at Starley Hall. | know that (RS Vas still working at Harmeny

after 1997. He left around the time that | became CEO, which was in 2005, or just
before then.

| never saw him being abusive to a child.

| think that if | ever wrote a personal reference for somebody, | would not dodge issues
if there were issues. | certainly had no issues about him being an abusive member of
staff.

| think | did provide him with a reference | would have to see the reference that | wrote
for him, which should be in Harmeny records, to comment fully . | emphasise that |
would need to see the reference to be sure of the context of his relationship with me

at the time he left.
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If an allegation of abuse is investigated and appropriately dealt with, it wouldn't always
be necessary to mention it in a written a reference. If an incident was proven or if there
had been any disciplinary action then it absolutely would be disclosed to future
employers. Incident investigations into children alleging that a member of staff had
said or done something were not taken lightly, but if it was found to have no substance
or need any other external input from police, social work or education, then it wouldn’t
necessarily be included in a written reference years after the event.

HET-000000031

This document is Minutes of a meeting of the Professional Practice Sub-Committee
held at Harmeny School on Thursday 20 May 1999.

Under point 3 of the document, it reads:

informed the meeting about a member of staff who may not have been
completely honest when completing his application form. This particular incident
brought to light the need to update the application form and also to find ways to enable

us to be more rigorous in checking applicant’s backgrounds and references.’

| can’t remember what this was in relation to. It is likely that somebody had inflated
something on their application form. It may have been in relation to a teacher, and as
head of care, | wouldn’t have been involved in that. There may have been a disciplinary
arising from that but | don’t know. You would have to check the Harmeny records as

they should have that information.

| think we would have re-looked at the application form and made sure there weren't
any questions that should be asked that weren’t asked and updated it. If we said the
process should be more rigorous then | am confident we would have made it more

rigorous, but | can't remember any detail.

Point four of the document goes on to say:
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@8 circulated notes on the Behavioural Management Handbook indicating the
awareness of the handbook by HET and HMI and their support of this.[filidetailed

positive initiatives and concerns resulting from the preparation of the handbook.’

289. is referring to [k | don’t remember the handbook I'm afraid. This was

290.

291

292

293.

from when [SiIIN2s faland from before we had really turned the corner with
solution focused, strength based approach. If led it, | imagine it probably
originated from some Education Scotland guidance or document and maybe focused

on the school within Harmeny. | don’t know.
It goes on to state that:

‘PD indicated that we have only recently changed the format of the Incident Report
Form and this now enables us to get more detailed breakdown of incidents. PD agreed
to draw up a table detailing incidents and action taken. Interest was also shown as to
whether children actually see the Incident Report Form and whether they also have
an opportunity to give their views. This was at present under review and the plan was
that this would be discussed at a Middle Management meeting with the intention being

that the children would be more involved in the preparation of the incident report form.’

This did happen. The children would see the forms and there was a section for their
comments. This was the beginnings of the data collection system that | had wanted,
whereby we would record all the incidents and have an overview. It was done by hand

at this stage and was later superseded by a database.

Extract HET-000000085 (Row 66)

This extract document details a physical injury caused by me during a restraint on a

boy called ||| on 3 March 2000.

It states:
‘Internal investigation carried out by Pauline Gilruth, School SWr and [RENEEGzG
Copy of investigation report sent to Wishaw SWD.’
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299.

The next section reads:
‘Internal investigation recommended “no additional action required”. Covering letter to
Wishaw SWD asks if further action or external review is deemed necessary but no

response on’

Again, this document is in a format that | don’t recognise as being a Harmeny
document. It is also referred to as an “extract” and | believe it has been created by
HET as a response to the Inquiry and summarises the event. It is not likely to be the

wording that would have been used in the original documents.

Harmeny may have made a recommendation following an internal investigation but
the final decision on whether any action was to be taken or not would have to have
come from Wishaw Social Work Department, who would have been [Jjili|s p'acing
authority. 1 can’'t remember if they came to the school and spoke to il but they

would have made the final decision about what to do.

| had an excellent relationship with |l He was one of the older boys, aged ten
or eleven. He once challenged me to run seven miles around Pentlands Hill with him
to raise money for charity, which | did. He was one of the most challenging children in
the school. | am not inflating my own capacities but because | was pretty highly
competent in dealing with aggression using solution focused approach, so | would

quite often get asked to get involved as an intermediary and talk to a child.
| don’t remember the actual incident of restraint.

HET-000000113

This document is a copy of the internal investigation carried out in Harmeny by Pauline
Gilruth, who was the school social worker and who was Wat the time.
It is dated 10 March 2000. It is accompanied with a covering letter from Harmeny
School to Wishaw Social Work Department, asking them if after considering the report,

they think any further action or external review is deemed necessary.
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302.

Having read this document, it seems a much bigger incident than | recalled. Even my
recollection about how it was reported was different because | had forgotten about
RCB role. He was the group leader in Caroline Cottage. Reading the document
has jogged my memory to an extent but not to that level of detail. It is a pretty detailed
report and there were actions that | was to take from the report that were perfectly

reasonable. | am not sure what | can really add to it. It seems comprehensive.

What | don't know from this report is what Wishaw’s response was. The report was
sent to them asking them to advise on how to proceed but their response isn't
provided, and | don't remember what it was. | presume Stuart Ralley, who the report
was sent to at Wishaw, would have responded because he was an actively involved

social worker.

I've nothing to add to that particular incident except the overall context of my
relationship with || Bl which was very positive. That doesn’t take away from
the seriousness of how | managed that situation. There were a few things that | should
never have done. | certainly shouldn’t have been alone with him and that alone would
have negated the need to do anything other than a CALM hold. I'm struggling to know
why | would have allowed myself to be left alone with - except that | had

normally, generally, a very strong relationship with him.

303. |l was one of the children that | did individual therapeutic sessions with and |

304.

had a good rapport with him. Usually, if | lif was showing aggression with another
staff member, he would come away with me and the level of aggression would come
down. | think that may have been what caused my over confidence that if | was on my
own with him, that it would de-escalate, but clearly on this particular occasion, it was
not the case.

| don't remember any follow up after this. | think |l stayed on at Harmeny after

this incident but you would have to see his care records to see when he left.
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HET-000000033

This is a one page memao written by me, dated May 2001 about the responsibilities of

staff and management in Harmeny with regards to child welfare.

This looks to me like an extract from the staff handbook. It says ‘ppsc/general’ in small
writing at the bottom, under my name, which is the Policy Practice Sub-Committee.
This is the kind of thing that | would have taken responsibility to write and taken to the

PPSC, and then it would have been put into the general policies handbook.

Extract of SCH-000000009 (pgs. 2&3)

This document is a letter from me to Edinburgh Social Work department dated 4" May
2005. It details the work which was done by Harmeny/ Save the Children in looking
into the abuser David Brown, who worked at Harmeny from 1975-1984, before going

to Albania where he was convicted of abusing children.

| did not work at Harmeny School at the same time as David Brown, but | was involved

in looking into his actions, as can be seen in the letter.

| reported the information | was given by Mrs Mclnnes and Mrs Runcieman to Lothian
and Borders Police. They both supported the charity that David Brown had established

in Tirana Albania, through a church in Aberdeenshire, | think.

Thereafter, an inspector or Chief Inspector, | think, came and interviewed me and |
passed on all the information | had. | also notified, through my board, Save The
Children Fund, who managed the school when David Brown was employed. | passed
on employment records that existed, which from memory were minimal. | have no
recollection of additional information about the “adult young man” who is mentioned in

the letter.
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Inspection Letter: CIS-000010083 and SGV-001033705

The first is a letter dated 3 March 2010 from Val Turnbull at the Care Commission to
me following an unannounced inspection of the school on 28 and 29 January 2010.
Following the inspection, Harmeny is being required to ensure that:

‘Within 2 months of this date... you must ensure that all staff employed in the provision
of the care service who are required to register with the Scottish Social Services
Council or another relevant regulatory body, are either registered, or have applied for

registration.’

This was about the night-awake staff at Harmeny, who the Care Commission thought

should be on the register for residential child care workers held by SSSC.

The second document is my letter to Anne McSorley at SSSC, dated 22 March 2010
where | lay out my arguments against the night care staff requiring to be registered
with SSSC.

| think my response to SSSC and the Care Commission is pretty detailed and full. |

can’t add anything to that.

There was already a qualified member of sleep-in staff in each cottage who would be
asleep. Plus there was a night-awake member of staff in each cottage who was
unregistered. SSSC was stating that all night staff be qualified and | didn’t agree with
that.

We came to an interim agreement and | moved a member of our qualified day staff to
be a night-awake supervisor, and they would move between the houses. This was a
compromise between the two positions. This was in addition to the four qualified sleep-
in staff and four unregistered night-awake staff who were already in place. This
arrangement can be seen in the action plan, signed off by me on 29 January 2010
(C1S-000010163).
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Provider Facing Notifications — Serious Injury to Service User: C1S-000010105

This is a Care Commission document in relation to a serious injury sustained by a child
on 15" February 2010.

| have no recollection of this incident and would need to see the paperwork you
mention to assist my recall.

C1S-000010174

This document is an action plan that has been signed off by Neil Squires, Chief
Executive on 4 October 2010. It states:
‘Two Waking Night Supervisor posts were advertised and a recruitment process
undertaken. Two successful candidates were appointed and subject to all checks
being satisfactory, commenced on 1/9/10. One member of staff is fully registered with
the GTC and the other with the SSSC"’

| retired in June of 2010 so this happened after | left and is signed off by Neil who took
over my role as CEQ. They clearly moved to taking on qualified night-awake staff after
| left.

| feel this was one of the very few examples of when the national guidance and
expectations actually went over the top in relation to the implementation by the SSSC

of the guidance and regulations.

The issue was of safe care and being absolutely confident that the care and support
arrangements for children in Harmeny were as good as they needed to be. That was

my view.
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The Doran review

As | was approaching retirement, Maggie Tierney, told me that Scottish Government
were doing a piece of work which would take about six months, and asked if | would
be interested in doing it. Maggie was the director of learning in Scottish Government

and one of the over-seers of Harmeny School.

The piece of work was the Strategic Review of Learning Provision for Children and
Young People with Complex Additional Support Needs. This was set by the learning

executive within Scottish Government. It came to be known as ‘The Doran Review.’

| left Harmeny in the summer of 2010 and started preliminary meetings on the Doran
Review in around August or September 2010. Maggie had assured me that it would
take six months but it was nearly three years by the time we got the final report out. It
was a complex and incredibly challenging piece of work.

Maggie thought | was competent enough to do this piece of work.

Additionally, a central theme, which was not explicit at the start, was the funding of
grant aided special schools, which Harmeny was. Maggie knew that my goal at
Harmeny was to make it, through our own financial management, not reliant on
government grants, so that the school could still run if grants ever changed. My
position was that if the service was nationally needed and we were competent, then

funding would not be an issue for a national resource for Scotland.

| was employed as an independent person by the Scottish Government to produce this
independent report. It was not a Scottish Government report. | was commissioned to
investigate this whole area, review it and report my conclusions to Scottish

Government.
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Purpose of Doran Review

The purpose of the review was as wide as the title suggests. What are the services for
children with additional complex support needs? Here, we are talking about ADHD,
autism and right up to very serious life threatening conditions and needs. We were
seeking to review Scotland’s approach within a policy framework and guidance that
was available at the time. Thereafter, to make recommendations as to how the
learning provisions for children and young people with complex additional support
needs could be improved and developed. That also raised issues of policies and
practices in the debates around mainstream versus special schools. The politics
between local authorities and independent providers was at times difficult. | also
concentrated a lot on parental views, as to what they were getting on the ground and
how easy it was to navigate local approaches to ensure their child’s needs were best
met. Actual parental accounts of their struggles to achieve this were often very
negative and conflicted with what local authority statements were about this.

The remit expanded to be quite a big remit, looking at learning provision across
Scotland. The focus on funding and commissioning emerged from that, and that took
in grant aided special schools, and whether there was a case for nationally funded
provision, and how that could be commissioned. | believe that part is still being looked

at.

Team selection

Maggie and | selected the team to work on the review. We identified all of the groups
who would either, through the process, bring something to the table, or would have a
view about our recommendations. We wanted to include everybody in the working up
and process of the review. This was for the genuine reason of wanting to bring as
much thought and consideration to the table of different and conflicting views. There
were huge political divides across the country. \We wanted to engage people from the
ranks of local authorities and groups like COSLA, educational psychologists,

association for principal psychologist, HMI Care Commission, SSSC, parental groups
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and anyone else who had an interest. This approach self-identified the members we

wanted.

In short, we identified who we thought were the key players that needed to be involved
in the process. We then communicated with them and asked if they would engage and

give us somebody who could work with us.

We set up working groups to look at specific areas and set their remit and allocated
the relevant people to work on those. The membership of each group is quite
representative. We tried to ensure we had somebody from all interested parties on the
project board, but also on the working groups. | think we did a good job with that. They
were all active groups. They weren'’t just turning up for meetings, they had work to do.

| think | had three or even four ministers during the time | worked on the review. Maggie
moved on after some time.

Outcomes

| was very outcome focused, that this was not just going to be an Inquiry that went on
for an overly long period of time with no clear objectives. The work was very high level

and focused.

The work itself was carried out by setting up the working groups, setting the remits for
them, reviewing them. We set up parental engagements and visited a lot of
mainstream and special schools to see the good, the bad and the indifferent. We got
a broad picture of the service provision across the country and identified common
themes of the stakeholder interests. We then focused on the common themes to try

and come up with ideas of what needed to be different and how that could be done.

| wrote the report and presented it to the Scottish Government. The final conclusion
was the 21 recommendations that are in the report. The Scottish Government
accepted all of the recommendations as having relevance. They detailed in their

response that they were going to implement all of the recommendations that they could
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and suggested that local authorities implement the ones relevant to them. This was to
do with the relationship and functions of central and local government. There is a
response document from Scottish Government to the report and it details what they

can do themselves and what needed to be delegated to others.

Most surprisingly of all, when | had the final meeting with all of the protagonists around
the table, they all accepted the recommendations too. | think the report was written in
a way that it was hard for people not to accept it, even though it had quite high levels
of critiqgue of some systems, services and approaches. Even the grant aided special
schools, who might have thought that their money was being taken away because we
were promoting financially independent models, were on board. It was hard for anyone
to oppose it because it made sense, even if it was going to be difficult and challenging

for organisations to implement.

We extended the period that grants would be continued, so that the schools that
receive grants will be cushioned for a lot longer. Part of that is because the National

Commissioning Group hasn’t concluded its work.

My involvement then finished and the implementation groups were formed, and | had
no role in that. | think the commission group is still struggling but the other

implementation groups have finished.

There is the ten year strategy from the Scottish Government, which initially started as

a five year strategy.

Greatest impact

| think the conclusion and recommendations made by me in the report sum up my

View,

Acknowledging the challenge that parents had in getting the right help at the right time
in the right place for their children, when they were faced with potentially conflicting

policies, was important. We supported the parental view that despite the good
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intentions of authorities, it was a nightmare for some parents to try and negotiate and
get the help that their child needed. The report raised that profile.

Then moving people away from the idea that only the mainstream could provide the
services needed, was a big achievement, because that was a pretty fixed idea that
was held by many. However, there were children for whom mainstream hadn’t worked,
wasn’t working or was unlikely to work unless significant resources were implemented.

The mainstream presumption was potentially in conflict with Getting It Right For Every
Child (GIRFEC) because GIRFEC meant there couldn’t be a blanket approach. There
could be a general aspiration but within that, we needed to look at whether that

aspiration could apply to all children.

We cut though the previous idea that you could be either mainstream or special
education. GIRFEC gave me the opportunity to frame this in the context of getting the
right help at the right place at the right time. | brought that in under the Doran Review.
Help needed to be timeous and in the right place, wherever that place was, and for it

to not be determined by political or philosophical preconceptions.

There was also an acknowledgement that there is still a role for national provision,
hence the National Commissioning Group. It shouldn’t be in competition with local,
mainstream or even local special provision. It should be part of the whole resource

available to children and families across Scotland.

We also highlighted the training and qualification of special education staff because a
lot of the teachers in special schools, particularly independent, weren’t qualified to deal
with the complexities of the work. Highly specialist staff are needed to meet the needs
of the child.

Scottish Government acknowledged that the recommendations all made sense and |
didn’t have a rebellion from the key players. There was acknowledgement that things
needed to move forward. Beyond that | have had no control over how fast or how slow

it moves forward.
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Final comments

My time at Harmeny spanned almost fifteen years and started nearly thirty years ago
so my recollection of detail is sometimes non-existent or hazy. Where appropriate |
would need to see full records, where they exist, to be sure of comments | have made
in response to questions put. All of my comments in this statement were made in
response to questions put to me by the staff of the Inquiry who interviewed me. The

questions asked are not included in my statement.

| have no objection to my witness statement being published as part of the evidence

to the Inquiry. | believe the facts stated in this witness statement are true.
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