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Scottish Child Abuse Inquiry 

Witness Statement of 

Ian HENDERSON 

Support person present: No 

1. My name is Ian Stewart Henderson. My date of birth is-1969. My contact 

details are known to the Inquiry. 

The reason why I have come forward to speak to the Inquiry 

2. About a year ago I was contacted by an ex-service user of mine. I knew her as 

She is now known as Incidents surrounding the 

and her brothers are the main reason I came forward to 

the Inquiry. However, I also wish to discuss other incidents I have witnessed and 

experienced during my social work career and as an inspector. 

----~ Q ... ualiflcation. S-- ----------------------------; 

3. I remember that at school I either wanted to become a social worker or an 

investigative journalist. I made the decision that social work was probably a lot 

easier to get into at that time. I decided to apply for a course in social work at the 

University of Paisley and got in. I started the course in 1991. I qualified as a social 

worker in 1995. 
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North Ayrshire Council, Children and Families Team, Kilwinning 

Role 

4. North Ayrshire Council was my first position in social work. I started there in 1995. 

worked there for about a year and a half. I worked with the children and families 

team. I was based in Kilwinning. 

5. The role entailed working as a social worker for individual children and families. 

was also involved in other bits and pieces. I think I did one fostering assessment. 

worked with children who were 'looked after' and I did child protection work. 

6. My supervisor was quite inexperienced. That wasn't probably the best thing for me 

at that time. I probably needed to be supervised by someone with a bit more 

experience who could provide me with more structure. The supervision wasn't as 

regular as perhaps it could have been. However, there were more experienced 

social workers in the team. I spent a lot of time speaking to them. I learnt quite a lot 

from them. 

Workload 

--------1---:--eFkleaEl-was--f-aiFly-maAa§eaal&.-l-w01:;11a-say----t-hat+-waFke€1-wit-t::i-ar01:;1AEl--twefl-t-v------

child ren or young people. I felt fairly well supported. I didn't feel overworked or 

anything like that. I do remember working late a lot but I think that that just came 

with the territory. 

8. Most of the children and young people I worked with were looked after in the 

community. They were under supervision orders. There were some voluntary 

cases. I didn't have any child protection cases when I started but I may have had 

one or two lby the time I finished. I had two or three children who were in residential 

care. l had a couple of children who were in foster care. 
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9. The children's units that I can remember having children at were Dalrymple Place 

Childrens Home in Irvine, Harley Place Children's Home near Stevenston and 

Burnside Children's Home in Irvine. Those are the places that stick in my mind. A 

lot of the units were quite chaotic. There were lots of staff, children and young 

people. They were busy places. Looking back, the units were too big. Their size 

meant it was difficult for children and young people to have their own space. None 

of the children I had in my caseload based at those places raised any concerns with 

me. I did not have any concerns with regards to the children who were in residential 

care. 

10. I did have children in foster placements. I don't remember the specific detail 

surrounding the children who were in foster care in my caseload. I did not have any 

specific concerns about the children I worked with who were in foster care. There 

were no issues raised with me surrounding those placements. 

Visiting and contact arrangements with children and young adults 

11. There was an expectation that you should be visiting all the children in your caseload 

at least once a fortnight. I'd often visit them more than that. I think it is really 

important to develop that relationship. It allows you to undertake checks and 

balances. 

12. When I visited children I would always try to take them out of where they were 

staying. I would take the children out whether they were in residential care or foster 

care. I would take them for something to eat. I've adopted that approach throughout 

my career as a social worker. 

13. I did find that it was often difficult to have a conversation with children in the places 

where they were placed. That was particularly so when it came to children's units. 

The environments where the children were staying weren't always ideal to have 

conversations with children about their feelings and emotions. 
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14. The team in Kilwinning was a small team. We didn't really have access to things like 

h<>memakers or social work assistants. We would have to manage contacts 

between children and their natural families because we were a small team and didn't 

have much assistance. I would have to do the pickups and drop offs myself. 

15. The children and young people in my caseload were free to contact me outside the 

times when I had arranged contact with them. I remember getting phone calls at all 

sorts of times. It was all done through the office phones. Mobile phones weren't 

really around at that time. 

Protocol for reporting abuse 

16. North Ayrshire had a child protection policy in place. I was familiar with that at the 

time. I can't remember the minutiae of that policy now. I do recall that it covered 

residential care and foster care. There was a structure for addressing concerns and 

reporting things. It was a policy that I never had to use because I never had any 

concerns to raise. I do remember that I attended the basic five day training in child 

protection whist I was with North Ayrshire. 

Whistleblowing procedures 

---11-17.,--------lf-there-weFe-wt-iistlealewiA§J-13F0eeaure5-fF1-13laee--wR-ilst--1-was-M'leFe-l-was-eeFtaiAfy-ne,,__ ___ _ 

made aware of them. 

North Ayrs.hire Council, Children and Families Team, Kilwinning 

-concerns 

18. If you ask me now as an inspector of places where care is provided for children in 

North Ayrshire I have quite significant concerns. However, those concerns were not 

apparent to me at the time I was working for North Ayrshire Council 
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Leaving North Ayrshire Council, Children and Families Team, Kilwinning 

19. The only reason I left North Ayrshire was because the role involved quite a bit of 

travel to and from work. It was taking me a long time to get to work. It made more 

sense, geographically, for me to move to Glasgow. 

Glasgow City Council, Children and Families Team, Royston 

Role 

20. I moved to Glasgow City Council in 1997. I worked with the children and families 

team in Royston until 2002. The team in Royston was initially a very young team 

but it was very good. There were a lot of people with fresh ideas. It was a happy 

place to work. We worked primarily with young people but we also worked with 

families and communities. Our case files would basically be in the child's name. We 

worked primarily with the child and in the child's best interests. 

Workload 

21. I had a bigger caseload than I had at North Ayrshire. I had maybe a caseload of 

-------,ab0ttt-twenty-five-to-t-hirt~0tt-w0ttld--often-have-to-pr10ritise-the-ehHdren-and-y0ttng~ ---

people you were working with. I think our caseload was a lot more manageable than 

other offices at that time. I would say that about half of my caseload were kids in 

residential or foster care. 

22. I had a lot of kids in residential care. I guess I would have anything up to six 

residential care cases at any one time. I remember that I had kids in Wallacewell 

Residential Children's Unit in Glasgow. I had four kids in that unit. There were only 

sixteen kids in Wallacewell so I had about a quarter of the kids there in my caseload. 

23. I consistently had about five kids in foster care in my caseload throughout my time in 

the team at Royston. I had a few child protection cases. I probably had at least a 
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couple of child protection cases at any one time. The rest of my caseload was made 

up of home supervision orders. 

Threshold for intervention and types of cases 

24. The threshold for intervention was a lot higher in Glasgow than North Ayrshire. It 

was different in terms of the level of risk required before social work became 

involved. You would more likely get involved in early intervention or relationship 

work in North Ayrshire than in Glasgow. Anything below a home supervision order 

case would just not be allocated in Glasgow. Basically, if there was no statutory 

reason fat social work involvement we just didn't get involved in Glasgow. 

25. I remember feeling at the time that cases that would have been worked in North 

Ayrshire weren't getting worked in Glasgow. It was simply about volume of work and 

availability of staff. There was more space to work to prevent a child coming into 

care in North Ayrshire. In Glasgow the concerns were already apparent when the 

cases came along. 

26. A lot of the cases in Glasgow concerned neglect and substance abuse. There were 

more cases where there were particular safeguarding issues rather than simply 

cases where people weren't getting on. There was a lot of child protection. There 

____ _,weFe-a-At1mbef-ef-eeeasieRs--wAeFe---l-"1aa--te--g!,rfer--el=til0-f>FeteetieR-er-aer~e--ease,s----------1 

were a lot more high profile than the ones I had worked on in North Ayrshire. 

Supervisors and management - Charlotte Currie and Bridget Coll 

27. I had a very good experienced senior when I joined the Royston team. Her name 

was Charlotte Currie. She had a really good background in terms of social work. 

She also had a law degree. She was a fountain of all knowledge. She was 

supportive, intuitive and was willing to listen to you. Her level of supervision was 

excellent. I learnt an awful lot from her. I felt that even though the cases I was 

dealing with were more complex it was more than offset by the supervision I got from 

my senior. 
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28. Charlotte was as old school senior who was very involved with the children. It could 

drive you to distraction. Sometimes you would come in following weekends and find 

out that she had visited your kids and things like that. She was very hands on. We 

all realised that it came from a good place though. After Charlotte went off sick in 

late 2000 she still came in and kept in touch. 

29. When Charlotte went off sick I got a new senior. Bridget Coll started with the team. 

She became my supervisor in late 2000. Bridget is still with the children and families 

team in Royston. Her management style was very abrupt and directive. She did not 

want to listen to what was going on. I remember that when she became the senior 

the whole dynamic of the team changed. It stopped being a happy place to work. 

There stopped being a learning culture. The management became quite directive 

and dictatorial. It was very much a "top down approach." There was less discussion 

surrounding what should be happening with cases. 

30. There was one time when Bridget was chairing a children's review at a looked after 

unit. The review concerned a set of twins called-and They 

had mild learning difficulties. They didn't really have any major behavioural issues. 

Bridget had a real go at these twins in the review. At the end of the review one of 

the twins came up to me and said "I feel sorry for you because she's your boss." I 

----➔hink-thatsums-up-Bridget---.----------------------------1 

31. I think when Charlotte left a buffer was removed between senior management, who 

were concerned With finances and resources, and the team. Things became less 

"needs based." I felt we were more exposed to the decisions of senior rrianagement. 

The family finding team 

32. The family finding team worked with foster parents and adoptive parents. One of the 

seniors was Margaret Sim. She was a team leader. The way things were structured 

meant that, although she was in a different team, she was more senior to me. 
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33. The family finding team would assess and support foster carers and adoptive carers. 

If a concern was raised by someone in the area children and families team 

concerning the care provided by a foster or adoptive carer then it would be the family 

finding team's role to address that concern with the carer. They had their own 

independent processes for investigating concerns. 

Management structure of children and families team and family finding team 

. 34. Both the area children and families team and the family finding team worked for 

Glasgow City Council. However, they both had separate lines of management 

above them. There was a similar management structure in terms of line 

management from junior to senior in both teams. At the lower level there was a 

social worker. Above the social worker was a team leader. The team leader was 

managed by a service manager. The service manager was in turn managed by a 

senior manager. There was a link at a more senior level between the management 

of both teams. Information would be shared at that level if there was a situation 

where it was appropriate to do so. 

Visiting and contact arrangements with children and young adults 

35. I tried to maintain the same frequency of visits with the children in my caseload as I 

---------f"l·ad-in-North-A-yrshire~ere-was-a-degree-of--prioritisation-of--cases~ o.exampl-+--------1 

tried to visit more frequently the higher priority cases in my caseload. I would try to 

visit the higher priority children at least once every couple of weeks. I would always 

try and take the children out individually. 

36. Initially there was some assistance from homemakers. There were maybe only one 

or two of them. Eventually I ended up doing all that myself. I think that is why I 

ended up having quite a close relationship with some of the children. It was because 

I was driving them from place to place. 

37. There was a period where I had to travel by public transport to visit our service 

users. That period was in either 1999 or 2000. I can't be sure about that. . The 
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council changed the mileage rates. We were all given a negligible amount of 

expenses for mileages. We all ended up having to pay for some of our travel 

ourselves. That was eventually changed because we weren't able to effectively go 

out and see people. 

Annual care reviews 

38. Annual care reviews should have been held for all the children every six months. If 

the children were of an age where they were able to participate we would make sure 

they were in attendance at the review. They would be in attendance to speak to how 

they felt about their care and things like that. 

39. I would always try and meet with all the children I was involved with, whether they 

were going to attend the review or not, before the review took place. I would do that 

to run through what was going to happen in the review with them. That approach 

was really pretty standard. 

Protocol for reporting abuse 

40. Management was quite linear. I wouldn't, for instance, speak directly to the service 

manager for the family finding team if I had a concern. It would be up to someone 

----------higher-upinihe-area-children-and--familiesieam's-managementto-clo---that. I I nig·~ -------1 

speak to the social workers in the family finding team but nothing higher than that. 

41 . Margaret Sim was the person I spoke to in the family finding team when I was raising 

concerns in thellllcase. She was more senior so that is an exception to the rule. 

I think she was involved from the family finding team's perspective because of the 

complexity of the case. I don't think they had a social worker involved. 

Whistleblowing procedures 

42. If there were whistleblowing procedures in place then I wasn't aware of them. I'm 

pretty sure they didn't have a whistleblowing procedure. 
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Glasgow City Council, Children and Families Team, Royston - The

family 

Background of the-family 

43. was born on 1983. -was born either on-

-1985. wasbornon-1987. lwasthe-social 

worker approximately between 1997 and 2002. 

44. It was quite a tragic set of circumstances which resulted in the-children being 

taken into care. Their father was a sex offender. He had been involved in a group 

rape of a fifteen year old girl. He ended up serving quite a long prison sentence. 

The mother had an alcohol problem. I think there was also a drug problem. 

45. I think the children were first accommodated when-was roughly about four. 

am not 100% sure who that first placement was with. That would have been in about 

1987. -and-would have been about two and one. 

46. There were maybe attachment issues surrounding the children caused by their early 

experiences with their parents. I think that was particularly the case with-

because she was that much older. I thinklillltook on a parental role with 

--------f'egards-to-her-twe-yotmger--br-others-:--She-was-eertainly--very--proteetive-of-the·l'I' \-_ ---------1! 

47. I remember that the father got out of jail at some point but had no contact with the 

-children. The-mum, however, did have some sort of sporadic contact 

with the children. What contact there was was of very poor quality. We didn't 

pursue that contact at any great length. 

48. I remember the-mother came up once from Nottingham to see them. She 

arranged to meet them in a pub in Royston. I think-was about thirteen at this 

point of time. I think I either had to go to the pub or call the pub to say to the mother 

that the contact wouldn't be happening if she didn't get out of the pub. 
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Parental rights and children's hearings 

49. The council had parental rights over the-before I took over the case. 

Because of that there was no involvement with the children's hearing system 

concerning parental rights for any of the children at the time I took over the case. 

There was, however, children's hearings concerning-offending behaviour 

later on in life. 

First involvement with the case 

50. I think Charlotte was managing the-case when I first joined the team at 

Royston. I think she had been managing the case because a social worker had left. 

I was allocated the-children shortly after I arrived. At that time,1111-
and-were in a foster placement with Margaret Mennie in -

51 . I had the case file when I first took over the case. Back then case files weren't that 

good in terms of providing you information. However, Charlotte had a really good 

knowledge of the case so she helped me if I wanted to know anything. That allowed 

me to gain a good background as to the case. 

Margaret Mennie (MM) and other foster children 

52. Margaret Mennie was about fifty. She owned a pub in- All the

siblings and Margaret Mennie lived upstairs above the pub when I took over the 

case. It wasn't the ideal environment for fostering children. She eventually moved to 

a house in Morningside in Edinburgh. I think she moved there in either 1999 or 

2000. By that time only-was placed with her. My understanding is that 

Margaret Mennie eventually moved from Edinburgh up to Aberdeen. I don't think 

that Margaret Mennie was ever subsequently used as a foster carer after looking 

afterthe-

53. -was in 

her late twenties by the time I was given the-case. I think she had a 
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-house in- She was in Margaret Mennie's house a lot. She 

performed a caring role in the household. I think she was approved by the family 

finding team as a person who could help out Margaret Mennie with the care of the 

children if required. I believe that-stayed in-when

moved with-to Edinburgh but eventually moved up to Aberdeen -

54. Margaret Mennie's partner had been 

met him. I believe that he is still alive. 

He was a prison officer. I never 

left the home 

a few months before I took over the case. I don't know whether 

at the point I took over the case. I don't know 

whether Margaret Mennie's drink problem was the precipitating factor in her 

separation from 

55. There was a boy called-who at some point was also placed with Margaret 

Mennie. He was placed there by a different office to mine. I think Charlotte was 

more the link between ourselves and the other office concerning- I do 

remember talking to Charlotte about- I didn't have a lot to do with him. I 

can't remember whether his social worker ever made contact with me with regards to 

any concerns he may have had. I assume that he didn't because it isn't at the front 

of my mind that anything like that happened. I think-moved on before 

-----Marg-aret---Menn-ie-meved-te-Ed-iflettrgA----------------------------1 

Allegations raised by 

56. At the point that I was allocated the-case, -had made quite serious 

allegations about Margaret Mennie. That would have meant that those allegations 

were made around 1997. I think those allegations were raised with Charlotte. 

57. I remember-made clear her mistrust of Margaret Mennie to Charlotte and I. 

She said that Margaret Mennie had a drink problem, she was not owning up to that 

and that she was not looking after her and her brothers properly. At that point the 
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issues she was raising surrounded neglect rather than any physical abuse or 

~nything like that. 

58. There were also concerns about her working in the pub and socialising with men in 

the pub. I don't who raised those concerns but I am aware those concerns existed. 

Investigation into allegations 

59. I don't know whether there was a formal investigation undertaken following_ 

allegations. I think that all they did was move the children. The family finding team 

may have looked into it. I suspect they did because I remember the family finding 

team fed back information from Margaret Mennie. I remember that the family finding 

team said that Margaret Mennie had basically called-a liar. 

60. In my experience as a social worker I would expect an investigation to normally take 

place when allegations are made such as the sort that-made. I would expect 

a fairly robust investigation. My understanding at the time was that the allegations 

weren't properly investigated. I certainly never investigated it. My role was just to 

support the-

61. For situations such as those surrounding the-when-first made her 

---------,,,tlegations-you-might-want-a---tevel-0f---impartiatit~at--might-mean--yotJ-wot:tlF1---------1 

undertake an investigation between the family finding team and the area children 

and families team. There would be a joint decision as to which team would be taking 

the lead in terms of the investigation. Back then I don't think you would have 

involved the police if there wasn't an allegation of criminality. I know that approach 

has changed now. 

62. It could be the case that an investigation occurred in the way I describe and the 

findings were shared at meetings I didn't attend. I don't know. Such an investigation 

was certainly not something I was made aware of. There was no report that made it 

onto the file or anything like that. I didn't see a minute of any meetings that I didn't 
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attend. They didn't make the file if they existed. Unfortunately, that was not 

uncommon in Glasgow at that time. 

The-family's transfer to Milton Children's Unit, Bishopbriggs 

63. Afterlllill made her allegations all three of the children were moved to a 

children's unit in Bishopbriggs. It would have been in 1997. I thought that the 

-received a very good standard of care at the unit in Bishopbriggs. There was 

a lot of good nurturing support there from the team. There were only a few other 

children there. The -got to see each other every day. 

64. On-going discussions were held between myself and Charlotte. That was in 1997. 

At that point the family finding team were still supporting Margaret Mennie. Margaret 

Sim was the person involved with Margaret Mennie at that time. I made my views 

known to Charlotte about my concerns surrounding the foster placement and 

Margaret Mennie's drink problem. Later on, I was pretty clear and vocal that I was 

unhappy about the children's unit being closed. I said that I felt that the

children's needs were much better met in a children's unit. I had no shadow of a 

doubt that their care there was better for them than foster care. I felt that because 

there were really good nurturing staff in that unit. I argued for a placement that 

would allow the-children to be kept together. 

65. At some point after my discussions with Charlotte a meeting was organised. I was 

not invited to that meeting. That was just before Christmas in 1997. I think senior 

management staff attended from both the family finding team and my own team. I 

think Charlotte attended that meeting. My understanding was that she was there to 

argue the case from the point of view of the-children. 

66. I still don't know how they came to the decision but a decision was made after that 

meeting that-and-should return to Margaret Mennie's foster care. 

It was also decided on balance that would go elsewhere because 

Margaret Mennie didn't want her there. I think that Margaret Mennie's accusation of 
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-being a liarfed into-and-going back to Margaret Mannie's at her 

request and the decision not to send-back. 

67. I didn't think that any of the-children should go back to Margaret Mennie. I felt 

that decision was one which would makelilll feel as if people were trying to 

punish her. I think that became-perception of the situation. She came to 

feel that she was split up from her brothers because she had made the allegations. 

think that was completely the wrong message to give to- I also think that one 

of the problems we had was that as soon as-was taken out of the placement 

with Margaret Mennie we lost the eyes and ears of someone who was willing to 

speak up as. to the level of care being provided. 

68. The boys went back to Margaret Mennie before Christmas in 1997. 

-appeared to be excited about returning to Margaret Mennie. lillappeared 

to be less so excited. He seemed to be going along with what-was saying. I 

think that, after-and-left,lilllremained in the children's unit in 

Bishopbriggs for a short time. I can't remember how long that was but I would say it 

was about a few months. I remember facilitating the contact between-and 

her two brothers every two or three weeks after they moved back in with Margaret 

Mennie. 

---------1Ti41he----deGisiGll-as- tO-------Where-t-G- plaG~ft~hildre~------Ut1it-i'l-f--------i 

Bishopbriggs 

69. After the decision had been made to send-and-back to Margaret 

Mennie's there was some discussion surrounding sending lilllto Kerelaw. A 

decision had to be made where to move-because the children's unit in 

Bishopbriggs was being closed down. Charlotte and I sought a consultation between 

-and a psychologist called Dr Van Beinam. That consultation happened. His 

as_sessment was that Kerelaw was not the right pl~ce for- He said that some 

sort of intensive foster care placement should be sought. We tried to use Dr Van 

Beinam's assessment to influence senior management who dealt with resources and 

finances that Kerelaw should not be the place wherelilllwould be sent. We had 
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already identified a placement through CAPS Care under NCH. That was an 

intensive foster placement in Cumbernauld. 

70. -went to the intensive foster placement over a weekend as a trial. From 

recollection, I thought that the carers were too intensive with-at that time. 

think they spent the whole weekend trying to talk to - about how she was 

feeling. In my opinion that approach was not whatlllllneeded at that time. She 

should have just been taken out for something to eat or taken to the park and 

allowed to get to know the carers. I think the approach that the carers took resulted 

in-feeling a bit overwhelmed. I think that was why the trial didn't work. 

71 . There was then some time pressures because they were closing down the unit that 

-was in. A decision had to be made as to wherelilllwould go. Ultimately, 

a decision was made by senior management in resources and finances that

should be moved to Kerelaw. -was sent there against not only Charlotte and 

l's advice or wishes but the advice of a professional psychologist. I wasn't happy 

about that decision. 
' 

72. I remember that, without Charlotte's knowledge I sent an email or letter to, I think, 

the head of service aJterlilllwas pla_ced by senior management in resources ~nd_ 

finance to Kerelaw. I raised several points and queried why they felt sending

----..... o-Kerelaw-was-tne--eest-tt.l-ing-t0-do.---Char:IGtte-waS--t-her-y:>ulled-uP-abou.t-mY-email,....--+------

think they essentially said to her "you need to keep your workers under control." I 

remember that that was the only time I really fell out with Charlotte. 

73. There was then a children's hearing held. I wantedlilllto be cared for in a foster 

care arrangement. However, I had been directed by my management to say that 

Glasgow City Council wantedli1lllto go to Kerelaw. I was asked by the panel 

what my own personal views were. I felt that I had to make those known as

was present at the hearing. I said that I would have preferredlilllto be cared for 

in a foster care arrangement but I recognised that there were no other options 

available. It was really all a fait a complit in the end. The panel were left with one 

option and that was sending- to Kerelaw. 
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care in Kerelaw Residential School, Stevenson 

Secondary lnst1tut1ons • to be published later 

74. 

75. 

76. 

77. 

78. 
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79. 

80. 

-----care-with 
Springbum 
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nd-move-to-Blackthom---street~, ----------1 

81. In about 2000 illlturned up at Glenbarr Street with packed bags. Secondary lnshtut 

Secondary lnst1tut1ons - to be published later 

Secondary I nst1tut1ons - to I had a conversation Pat McKeachan who was a senior who 

managed respite care. I then phoned They had atrei:1dy 

been providing lllllwith some respite care away from Kerelaw. 

82. I eventually managed to get-a place with They 

took her that very same day .. They were really good. I had phoned them directly to 

ask whether they would look after-until we could sort something else. -
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went there and I presented it to management as a fait accompli.-ended up 

staying there until a place opened at the Blackthorn Street Unit in Springburn. That 

was probably not the right process but I had to do that to make sure that

needs were met. That sort of thing happened quite a lot back then. You would 

make unofficial calls before taking it to management. -was maybe only in 

Kerelaw about a year. It might have been a bit longer. It could have been a lot 

longer if we had not got her into the respite care and, in turn, into Blackthorn Street. 

-time at Blackthorn Street, Springbum 

Secondary Institutions - to be published later 

Spot checks of Margaret Mennie following llill and-being placed back there 

85. I made spot check visits on Margaret Mennie over the time that llill and_ 

were placed with her. I think I only saw her on one occasion during those checks. 

often didn't get her. It was often just -who was there providing the care 

during those visits. I felt that that was unusual as it was often a Wednesday 

afternoon when I did the checks. I would've expected for Margaret Mennie to be at 

home with the kids at those times. My gut feeling surrounding those checks was that 

what-was saying was true. I believed there was still an issue with drinking 

and issues with neglect. However, I couldn't get any evidence. 
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Concerns surrounding following return to foster placement with 

Margaret Mennie and move to the-

86. I'm not sure about the timeframe but sometime afterlllllwas sent to Kerelaw I 

went to visit-at- When I got there-was sitting on the steps 

outside Margaret Mennie's property. He looked really sad. llilllltold me that he 

was not happy with the placement at-He told me that Margaret was 

getting on at him. He wouldn't really tell me what was going on or what it was about. 

He wasn't specific about what was going on. 

87. The concerns-was raising were more relationship based issues. He didn't 

raise any issues about Margaret Mennie's drinking but I suspected that may be. a 

factor in amongst things. I could tell that he was really unhappy. I then had a 

discussion with Margaret Mennie. She put it all down to some sort of fallout about 

-s behaviour. 

88. I then spoke to Charlotte. She was still involved at that point. We managed to get 

-moved to a foster placement. The foster carer was in Forth in Lanarkshire. 

The foster carer was called He was an old school foster carer but 

he nurtured the boys. I remember he had about six boys in his house. The boys 

would get into scrapes and he would deal with them all himself. He wouldn't tell us 

---------!!l,bot1t-the-scrapes-the-boys-got--int0:-A-s-a-social-worker-yott-ldnd-oHolerated-that~---------1 

because you knew he handled things appropriately and cared about the kids. 

89. -appeared to be a lot happier when he was moved to foster 

care. He did say he was a lot happier there than he had been when he was with 

Margaret Mennie. He did get into some trouble though. I remember that he stole a 

car and ended up breaking his leg. -s move to the-and return to Margaret Mennie's 

90. -staying with the-was certainly an option. They were happy to have 

both boys. -eventually moved briefly to the-after-went there. 
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I think it was only for a weekend. He chose to then go back to Margaret Mennie. 

The decision was that if that was whatllllwanted to do then we would let him do 

that. I think that decision was made following discussions between the family finding 

team and the area team. I'm not sure whether the decision was formalised through a 

LAC review. I wasn't particularly happy with that decision. I still had concerns 

whether Margaret Mennie was able to meet any of the childrens' needs. 

91 . I think we should have gone deeper into the reasons behind why-wanted to go 

back to Margaret Mennie's after he went to the - However, even if we 

had tried to do that it would have proven difficult. -was a very closed book. He 

wasn't willing to open up and talk about what was going on. He was very loyal to 

Margaret Mennie. He never wanted to be moved from Margaret Mennie's care and 

maintained that he wanted to stay with her. He always maintained that he loved it at 

Margaret Mennie's and he was always happy. 

-s return to the placement with Margaret Mennie and move to Edinburgh 

92. I still felt there were red flags with regards to Margaret's drinking afterllll returned 

to- I did spot check visits. Every time I did a spot check I would see 

She just would say that Margaret had nipped out. I had my 

suspicions that Margaret was sleeping things off in bed. I felt that

--------was..cover:illg-for-bei:,._LdidA.'.t--hav.e---the...powei:..tbough-t0-g0-iA..aAcUPy-aA---------

bust her. I just couldn't get any evidence. 

93. At some point Margaret Mennie and 11111 moved very quickly from - to 

Edinburgh. That was between six months and a year beforellills death. That 

would mean it was in about 2000. I wasn't sure what the move was about. I don't 

think Margaret Mennie was working at all when she moved across. to l;dinburgh. 

94. Margaret Mennie got a house in Morningside. The house was in quite a nice part of 

Edinburgh. I couldn't understand the finances behind that move. Margaret Mennie 

had previously been living in a flat above a pub and suddenly she was in a very nice 

house in Edinburgh. I wasn't sure what was behind it all. It wasn't really my place to 
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go into that. That was more the family finding team's remit. They may have had 

more information surrounding that. 

95. I continued to do my spot checks after Margaret Mennie moved to Edinburgh. I still 

had concerns about her drinking. I also recall there were concerns about her having 

men over. I was saying "I was just passing" even though I was driving through from 

Glasgow. I think it was different in Edinburgh because Margaret Mennie didn't have 

there. I think that meant that Margaret Mennie had to be there more 

often when I wasn't there. I still didn't get any evidence of anything. 

96. Afterlllllmoved to Edinburgh he started saying that he wanted to change his name 

to- He didn't ultimately change his name to- It was looked into but it 

was found out that legally he couldn't change his name because he was fifteen. I 

don't know whether we would have supported him changing his name if he had been 

able to do that. I don't think I would have supported it. However, whether the 

council might have supported it I don't know. 

97. Not long before-died I had him out. I still had in my mind at that point concerns 

and wanted to get him moved. I had a conversation with him to discover whether 

there was anything making him feel unhappy .. He said that he was very happy 

staying with Margaret Mennie. He told me "if you even think about moving me I will 

run away."lhat's- wh-ar he was saying to us. It's very diffirotnn- Jcrslity-movirn 

child when they are saying they are happy in the placement and stating that they are 

going to run away if they are moved. 

98. My relationship withlillwas different to that of-and- -would 

tell me everything she was thinking. -would make it clear when he was 

unhappy, albeit not necessarily verbally. I could tell when he wasn't happy in the 

absence of him wanting to go into specifics. I could sometimes get to the bottom of 

things about- through speaking to 111111 My regret is that I didn't get to build 

up a relationship withlllllto understand what was going on in that house. Despite 

all my best efforts I just couldn't get there with- in the way I could with_ 

and-

22 



WIT.001 .001 .8673 

99. In the lead up to his deathllllmaintained that he was really happy in the 

placement with Margaret Mennie. That said, I still felt there was still something not 

quite right. I felt that the relationship thatllllhad with Margaret was not the 

relationship you would expect a foster parent to be having with their foster child. It 

appeared to me to be too equal. There was no balance in terms of one person being 

the carer and another person being the person in care. I still, to this day, don't know 

what that was about. In hindsight, there was obviously something else going on in 

the background that we did not know about. 

Contact between the-children following split up 

100. When the-children all ended up on different placements I tried to do a round 

trip every three weeks to see them and get them together. The round trip was about 

a hundred miles. I would have to go from Kerelaw or Blackthorn to -or 

Edinburgh then to Forth. I would take them to M&Ds or something like that. 

101. There was a period of several months when-opted out of making contact with 

his siblings. That was in about 2000. I continued to arrange contact between 

lllllland-throughout that period. I remember continuing to try and keep up 

the contact between-and his siblings but, just as we would set off to collect him, 

-------,we--would----receive----caHs--from-Margaret-sayingihat-he--wasn't-coming-:--0ften • 

wasn't there when she was phoning so I would have to make an arrangement to go 

and seellllto make sure he was ok. It was difficult. There was definitely a 

distance that developed. I did continue to make contact with-on an individual 

basis throughout this period. 

102. I think-had been encouraged by Margaret Mennie to make a choice between 

keeping that contact and staying with her. I think that was probably what had been 

going on. 

103. As a social worker you can't force anyone to continue to make contact with anyone. 

We encouraged-to maintain contact with llill and-but he just wanted 
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to opt out. I don't think he totally stopped making contact in 2000 to 2001 with 

- and - There was sporadic contact. 

104. Even when there was contact between all the- there was still a distance there. 

- and- would confide in each other but - didn't get involved. He was 

sometimes standoffish with them. An example of this would be if we went to M&Ds. 

llllland - would go on the rides together and- would hang back. I 

think that was as a result of- wanting to stay at Margaret Mennie's and the other 

two not wanting to. 

105. Contact was eventually re~established between - and his siblings. He certainly 

had one and possibly two contacts before he died. It was all at his request. He 

wanted to become involved again in the contact between the siblings. From 

recollection I think that the last contacts actually went quite well. In retrospect I 

wonder what that wa~ about given what subsequently happened. 

- s Looked After Child (LAC) reviews 

106. No young person is forced to attend a LAC review. We would encourage it if the 

young person was older. llllltended to participate in most of tl:le LAC reviews. 

Most of his reviews were done at Margaret Mennie's home. - s LAC reviews 

----~were-usuaffy-fairly-smaft.---ltwoulct-have-only-maybe-been-me;-6harfotte;--Margare,t----------1 

Mennie,. and Margaret Sim who would be there. There were occasions where 

someone from - s school might be there but gene.rally it was just the people who 

I have mentioned who were there. In every review- said he was happy. 

Margaret Mennie was there during the reviews butlllllwas also saying that when 

she wasn't there. He would tell me that when I took him out on his own. 

107. I don't think- s last LAC review was that much more before he died. I guess it 

would have been only weeks or months before he died in 2001 . I recall there was 

some discussion at that review surrounding him changing his name. I know that was 

all happening in 2001. 
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Discovering-s death and informing-and-

108. I came into work on a Monday morning in May 2001 . I was told by the receptionist 

that Martin Kettle, who was the area manager, wanted to see me straight away. My 

initial reaction was "what have I done?" In hindsight I wish I had been summoned 

because of something I had done. I went into the room. Martin Kettle was sitting 

there with Bridget. He then told me what had happened. I was told that there had 

been an accident and-had died. 

109. After the meeting Bridget drove me up to Blackthorn to see-and tell her what 

had happened. When Bridget told her she was hysterical. I can't remember the 

exact form of words Bridget used when she broke the news. We then took

and her boyfriend of the time to-·s foster placement. Me, Bridget and_ 

explained to-what had happened. -was less hysterical. -was 

less re-active to it all. That. was what I expeGted. The general presentation was that 

-was so much more open with her emotions. liillllwas a lot more closed. I 

got the feeling that he internalised things a bit more than- I don't think, at the 

time we toldillland liillwhat had happened, we gave them any explanation 

of the circumstances surrounding-s death. 

The circumstances surrounding-s death 

110. -had hung himself using-The explanation from Margaret Mennie 

had been that 11111 had been playing around She said that 11111 
had said to her "imagine if I then I would be gone." 

She said she said in reply "don't be stupid." I'm not sure whether she then left the 

house or remained in the house. I can't remember whether she said she was in the 

house on the Sunday night. I can't remember whether Margaret said that she found 

Ills body. Her explanation was, however, that it had been an accidental death. 

111. I subsequently heard that there was a pathologist report. I never got to see that but 

someone told me that the pathologist had said that there was no way that-could 
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have hung himself accidentally. I was told that the pathologist said it was a 

deliberate act. 

The aftermath otllls death 

112. I attended a meeting on the Tuesday at Glasgow City Council's headquarters. All 

the great and good from Glasgow City Council were there. I can't remember exactly 

who was there. The meeting only lasted about ten minutes. The view of the social 

work department was that the circumstances surroundingllllls death shouldn't be 

made public. They thought that it wouldn't do--or Margaret any good 

to publicise what had happened. 

113. The council at that meeting said thatllllls death was an accidental death. The 

accepted explanation was that he had been playing about with a-and it was 

a tragic accident. I always remember Margaret Sim saying just before going into that 

meeting "what a stupid stupid boy." I couldn't believe that she had said that. 

I was told that I had to get the file up to date and that Martin Kettle would be 

reviewing it afterwards. It could have been Bridget who had told me to do that. 

then updated the file. I handed it over. Martin Kettle then undertook a review of the 

file. I remember Martin Kettle saying that there w.ere no concerns surrounding the 

level of su ort the area team had been providing.1i11.JLwas....agr.eeclthaUhe-le:ve1--------! 

of support we were providing the-was appropriate. 

114. On the Wednesday I went with the-father to get the death certificate. I took 

him along in case there were any legal issues with regards to parental rights 

collecting it. I remember registering Ills death certificate alongside his father. 

have recently heard fromilllllthat there is some sort of dispute surrounding 

-s death being registered. She has told me that it was a police officer who 

registered-s death. I'm confused by that because I distinctly remember 

registering the death. 
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115. My role over the next few weeks surrounded supporting-and-through 

all· of the funeral arrangements and the funeral itself. There was a big fight with 

Margaret Mennie over the arrangements. I was trying to make sure thatllllland 

-s wishes were being taken into account. -was very vocal about 

particular things that she wanted. The one fight I did win for-was where

would be buried. It was decided that the funeral would be held at 

on the North side of Glasgow.. That was what lllllwanted. 

116. There was a lot of anger expressed by- Sometimes she would direct that 

anger at me. I remember in the period leading up to the funeral I was driving with 

liain the car. We had just dropped off-at Forth. She had a real go at 

me. She was saying that it was my fault and I was responsible. I had to stop the car 

and spend about half an hour talking to her. I can't remember what the exact 

content of the conversation was but I remember that she was really angry. 

117. When the funeral happened Charlotte came. She came even though she was 

extremely ill at the time. I remember helping her as well as the-children on the 

day. 

Investigations into-'s death 

- -----i11-&-------+Aere-wasr:i!t-aRtteliee-iAVestigatieA-iflte-t-Ae--eifet1mstaflees-s1:1FF0t1nding-- ~ -----

death. There was no fatal accident inquiry held. I don't know whether, in hindsight, 

the social work department should have been, in those circumstances, pursuing a 

fatal accident inquiry. I think that the extent of the investigation was the meeting that 

we held on the Tuesday followed by getting the file up to date. 

119. I don't know whether there was an investigation undertaken by the family finding 

team into Margaret Mennie. I know that she was spoken to by Margaret Sim. I 

remember attending a couple of home visits to Margaret Mennie's house shortly after 

the death. However, I don't know whether that was a formal interview or 

investigation undertaken by them. 
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120. I didn't pursue why a fatal accident inquiry wasn't being held. I think that was 

because of the fragile situations of lllllland - It was also because they 

hadn't requested something like that to be done. I don't know whether going down 

the ·route of requesting an investigation or a fatal accident inquiry would have helped 

at that time. It might have done but I don't know. 

121. I do think it would have been a gamble to further investigate given the situations of 

- and--had fallen pregnant shortly afterlllls death. She had 

a good relationship with her boyfriend. She is still with him to this day. - was 

getting into some low level behavioural issues which had to 

manage. Neither of them came to me and said "you need to do something about 

this." I think that was the background behind my decision, right or wrong, not to 

make an issue of what I perceived as a cover up. I was concerned that I would 

destabilise- and - in their fragile states at that time. 

122. I have thought a lot about what happened surrounding las death. I knew what 

the pathologist said and I also knew what the council's position was. The council 

took the position that it was an accidental death because they felt it was easier for 

--and Margaret. The question that I ask myself now is whether I 

should have raised what was happening back then as an issue. Should I have stood 

up and said "this isn't right, the council are covering things up"? I did feel that the 

rrcitweTe----cm,ertngihtrrgs-up--atthe--time-:-1-feltthat-espeeiaHy-given-the--eeAeerns---- -

that I had had surrounding the placement with Margaret Mennie. 

123. I thinkllllll with the benefit of hindsight, now knows what went on. She knows 

thatllllldid take his own life. The reason whyllilltook his own life remains 

unknown. However, I do think it was related in some way to the foster placement. 

Support for- and lead up to leaving the Royston Team 

124. After the funeral, - was being very demanding on my time. There were regular 

phone calls asking me to see her. It was understandable given what she had gone 

through. She was staying at Blackthorn at the time. She was saying things like "you 
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need to come and see me, this member of staff has done this." I was responding to 

t_hat and going to see the man.agers at Blackthorn. I would often discover that the 

things she was raising were not really major issues. They were only being perceived 

as major issues because of-heightened emotional state. l would discover 

that the real reason that she was making the phone calls was that she really just 

needed to talk to somebody. 

125. In the summer of 2001 I had a conversation with Bridget about on-going support for 

- I felt that it was fine in the short term to respond in the way I was to

However, longer term I didn't feel that continually visiting her when she called me 

would be meeting her needs. I also felt that I wasn't being able to get on with the 

other work that I needed to do. I had the conversation with Bridget because I wanted 

to explore other ways we could support-rather than having the artificial 

means of her calling me saying there were problems at Blackthorn. 

126. I then went on holiday and then off sick. When I came back I discovered that 

-case had been moved to another social worker by the name of Irene 

Traynor. I still kept-case. I think I remember-being a bit baffled as 

to why the case had been moved. 

127. I then saw the supervision note that Bridget had drafted up following the meeting I 

-----r-d--had-with-her-bef0fe+ weRtt>A-l'lelieay:- U-saie-t f:lat-we-h-a€1---l=laEi-a-0iSG1..1ssiG1s1------

about me becoming too close to-that the relationship had become too close 

and that we had to look for a way to get the relationship back on an appropriate 

professional footing. The way it was written was full of insinuations. I felt that was 

extremely unprofessional and inappropriate. That was not the conversation that we 

had had. From my point of view the conversation had been about "how do we 

support a young person who is grieving?" 

128. I spoke to Liz Simpson. She was the service manager at the time. I then spoke to 

my union. I ended up taking out a grievance in relation to Bridget. I think the note 

was amended in the end. There were bits changed because it wasn't reflective of 

the conversation I had had with Bridget. 
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129. Ultimately I didn't pursue the grievance. I remember that shortly after I put it in I 

received a letter from Martin Kettle offering me a job in Possilpark working with 

young offenders. It said something along the lines of "in no way is this connected to 

the grievance you have taken out against Bridget." Clearly the job offer was in 

connection. I took the job because I felt I needed a break. I decided I needed to 

move on. It was probably the right decision at the time. 

Recording of concerns throughout time as social worker for the-

130. I'm pretty sure that all my concerns were in writing in the case records. I would have 

noted down about the spot check visits and my on-going concerns. I maybe might 

not have put things in as much detail as is expected now but I'm pretty sure I would 

have noted it all down. 

131 . Later on in my career I worked as a social worker with South Lanarkshire Council. 

worked with the Rutherglen area team. 

132. 
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133. 

in later life 

134. contacted me in 2017. I was worried that meeting her in person 

would bring unresolved issues to the surface. I made sure that she was getting 

support because I was aware that there may be some psychological issues. I 

eventually decided to meet her in person. 

135. I met-in April 2017. I wanted to be open with her and discuss what my 

recollections were surrounding her care. During the meeting-made 

allegations that Margaret Mennie had locked her and her brothers in rooms and 

----- adn'·HecHhern:-T-hose-things-were~t-raised-at-that-pei-ntla-mat:10-heF~ ------

allegations as a child. The allegations I heard when I was her social worker were 

more in relation to Margaret Mennie's drinking. 

136. -also told me that-was involved in some abuse, or at the very least 

covering up abuse. Again, that was not something she raised with me when I was 

her social worker. I wasn't aware at the time of her being abusive. I knew that 

- didn't like Margaret Mennie but there weren't any concerns raised about her 

abusing the children. There were no red flags raised to me or that I heard of raised 

by the family finding team concerning- The only thing that concerned me 

about her was that she appeared to be covering drinking. 
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137. - told me that she had been trying to get access to - s files. She told me 

that she has been denied access on the basis that she is notlll I would argue 

that she should be regarded as next of kin to- because social work held the 

parental rights. 

138. During that meeting I urged- to make contact with the Inquiry. She informed 

me that she had already done that. It was at that point I decided to come forward as 

a witness to the Inquiry also. I wanted to come forward to help provide any further 

information which may assist in understanding the events surrounding the

care. 

Speaking to the police 

139. During the meeting with - she made me aware that she had been in contact 

with the police and provided them with a statement. I decided that I too wanted to 

provide a statement to the police. I made contact with the police. I ultimately came 

through to Edinburgh to speak with them in April or May 2017. The police officer I 

spoke to was called Gillian McNaughton. 

140. The reason I decided to speak to the police was because I wanted to do anything I 

could to help them out with a possible criminal investigation into Margaret Mennie's 

------("~·re--of---afld---l--flave-beeA-eentaeteEl--ey-GiHiaA-MeN•a1:1gl:!t0A-eA-- - --

couple of occasions since I first spoke to her for points of clarification. 

141. 
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142. 

143. -has contacted me since I spoke to the police to advise me that she believes 

the Margaret Mennie case is potentially going to go to court. Since speaking to the 

police I am very wary about speaking to her. I appreciate that the matter might be 

turning into one where there may be an attempt to make a criminal prosecution. I 

have tried to avoid any discussions with-about this matter because I may 

potentially be called as a witness if there is a trial. 

Glasgow City Council, Children and Families Team, Royston - Thoughts in 

hindsight on the family finding team's involvement with the - case and 

the response to my concerns 

144. I believe that early on in my involvement with the-Charlotte was having a lot 

of discussions with Margaret Sim about the Mennie placement. She was passing on 

a lot of my concerns. I also had a lot of contact with Margaret Sim in the family 

finding team. She was the person who was mainly involved with Margaret Mennie. 

She was involved in a lot of the meetings. She was a fairly regular visitor to 

-----4v1ar9ar-et-MeRRte~s-plaGe-:-1-rememt>eJ:---RaviA9-a-lot-0f-discuSS-ioAS---Witl'.l-1:ler- i'"'-------

meetings where Charlotte and I were raising concerns about the placement. We 

raised concerns about Margaret's drinking. We also raised concerns with her 

surrounding Margaret Mennie having men stay over and not notifying us about it. 

We felt there was a potential safeguarding issue there because we weren't able to 

do checks. We raised those concerns fairly frequently. I know that Margaret Sim in 

turn raised these concerns with Margaret Mennie. Ultimately, none of our concerns 

were felt sufficient enough by the family finding team to stop Margaret Mennie 

fostering. 

145. In retrospect, when I think about all of the things that I was aware of at the time with 

regards to the foster placement with Margaret Mennie, I was probably too willing to 

33 



WIT.001.001 .8684 

accept the family finding teams' explanation of the problems surrounding the foster 

placement. Their view had been that the reason that · and Margaret 

Mennie were in conflict was because~iewed Margaret as a threat. They 

thought thatlllllsaw Margaret Mennie as taking over the role of care giver. As a 

relatively inexperienced social worker I probably accepted that version too readily. 

146. I had concerns overall with the-placement with Margaret Mennie. They had 

come from an environment where there had been issues at home with alcohol. We 

were placing them back into an environment where there were suspicions that 

Margaret Mennie had alcohol problems. I just didn't think there was any justification 

to place, and continue to place, the-with her. I felt there was a safeguarding 

issue. I continually raised those concerns. However, at the end of the day the family 

finding team were influential. Even though they shared my concerns that it wasn't an 

ideal placement they were reluctant to move the-children. In hindsight, I 

should probably have been more like a dog with a bone about the whole situation. 

wasn't and I regret that. 

Glasgow City Council, Royston team -

Foster placement in Helensburgh 

147. Other than the-the-were the other foster children I had most 

consistent contact with. -was about thirteen or fourteen and-was about 

nine or ten when their case was passed to me. 

148. Charlotte took me down to-and-LAC review on my very first day with 

the Royston team. That would have been in 1997. It was being held where they 

were being fostered in Helensburgh. I went there as an observer. I don't remember 

the names of the foster carers. The house itself in Helensburgh was a big really nice 

old Victorian building 

kids up. 

It was a brilliant environment for bringing 
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149. The foster carers ran a B&B in the building where-and-were staying. I 

remember thinking "how can they safeguard the children when they've got strangers 

staying in the same building?" It wasn't as if they could take the names of all the 

guests beforehand to do police checks. I don't know how they ever did that. I don't 

know how the family finding team were able to make sure that was a safe 

environment. You would've thought that the family finding team would make sure 

that the B&B bit was separate from the rest with locks. That wasn't apparent to me 

when I was there. 

150. I remember we had been speaking to the foster carers in the LAC review for about 

half an hour. It was all the best china out, nice cups of tea and all the rest of it. The 

carers were· coming across as very plausible. -andllllwere then brought 

into the room. They sat very still on the couch. There was something not right about 

the way they were sitting. It didn't look natural. You'd expect kids to be running 

about and playing with things at their age. There was none of that. 

151 . One of the foster carers then turned to-and -and said "tell Charlotte and 

Ian what your day is like. What is the first thing you do in the morning?" - then 

said "you shout at us to stay in our room until the guests have had their breakfast." 

Suddenly this aura of respectability, care and nurturing was shattered. It became 

clear that the care wasn't happening even though the environment appeared to be 

---------1'·in. 

152. After the LAC review the placement unsurprisingly broke down. That was probably 

still in 1997. I think it was the foster carers who wanted the placement to end. They 

cited that it was because of behavioural issues with the kids. There were no steps 

taken to alter that behaviour. 
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Investigation into the foster carers in Helensburgh 

153. Where there are concerns of the sort I saw in Helensburgh it would be referred by 

me to my management. They in turn would refer it to the family finding team. It 

would then be up to the family finding team to take action. Sometimes the concerns 

filtered down and were either heard at the LAC review or the foster carers review. 

154. To my knowledge, concerns were raised with the family finding team but nothing was 

done. I think the breakdown of the placement with the-was just viewed as a 

relationship breakdown. I can't remember attending a disruption meeting about it all. 

I can't remember whether there was a meeting to look at learning from it. To my 

knowledge the foster carers continued to foster and take on placements. 

Foster placement with the-in Bridge of Weir 

155. -and-were moved to a foster placement in Bridge of Weir. That would 

have been in 1997. I think the foster carers' surname was_ I do remember 

that they were much different to the foster carers in Helensburgh. They were much 

more understanding and relaxed. However, the one thing I couldn't understand was 

their attitude towards - and -two older brothers. The older brothers were 

called-and- They were both probably in their late teens. They had both 

----~ r'"""o..,.,w=n~ug in residential care and be_e.olmLohtedJnJo.wJe~offending_ The¥-Weu;;..... _____ _ 

frequently on probation. 

156. It was my role to facilitate the contact between-and-and their older 

brothers. Both - and -wanted that contact. Every time I went to facilitate 

the contact the foster carers would start bad mouthing the older brothers. They 

would say to -and-that their older brothers were "a waste of space" and 

things like that. 
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Addressing concerns about the-

157. I addressed it at the time when I heard the foster carers speaking about the older 

brothers like that in front of-and_ I raised it with the family finding team. 

think the response was just a "that's just them" kind of thing. I think there was a 

tolerance of it because there were other aspects of the placement that were positive. 

158. I appreciate the incident I am describing with the-isn't at the level of abuse. 

159. 

160. 

161. 

I just don't think it is great practice. I think I ended up trying to mitigate the situation 

by speaking to the children after the foster carers spoke like that. It probably would 

have been detrimental to the children to have moved them simply on the basis of 

that. 

Glasgow City Council, Royston team -

Residential Children's Unit, Glasgow) 

Secondary Institutions - to be published later 
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Secondary Institutions - to be published later 

162. 

163. 

164. 

165. 
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Secondary I nst,tutions - to be published later 

166. 

167. 

168. 
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Secondary Institutions • to be published later 

Glasgow City Council, Royston team ---(Liddesdale Children's 
Unit,Gtasgow-1---------------------------

Secondary Institutions • to be published later 
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Secondary Institutions - to be published later 

e 
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Secondary lnst,tut,ons - to be published later 

178. 

Glasgow City Council, Criminal Justice Team, Possilpark 

179. In 2002 I moved to the Possilpark Criminal Justice Team. I worked there until about 

2003. That role was different because I was working with offenders. I worked with 

anyone from the age of sixteen upwards. The role was much less emotionally 

involving than the work I had been doing with children and families. It was a much 

more a structured interventionist approach than what was undertaken in children and 

families. 

-------,Gr--..Jasgow-eity-eouncil,--teaving--C--are,Gtasgow-eity-eentr·,,..... ____________ _ 

180. In 2003 I moved to a role working with young"adults who were leaving care. The 

team was based in Glasgow city centre. I worked there until 2004. I did have some 

contact with young people who were still in children's units. 

Leaving Care, Glasgow city centre ---

181. I remember an incident which was not something I directly witnessed. I was advised 

of it by a service user. At the time, and now, I feel it was Indicative of quite a serious 

failing in relation to safeguarding. 
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182. One of my service users, advised of her experience in foster care. I 

can't remember the circumstances surrounding her entering the care system or her 

family background. She had been placed, along with her four siblings, with a male 

and a female carer. Unfortunately I can't remember the names of the carers. All I 

know is that the placement was somewhere in Glasgow. She advised me that, 

during their stay there, it was discovered that the male carer had been secreting 

cameras in the bathroom to spy on the children. 

183. Social work asked the male carer to leave and contact between him and the children 

was stopped. I am not sure if a police investigation was carried out. Shortly after the 

male carer's contact was stopped, the female carer was diagnosed with cancer. The 

male carer then resumed contact to "support" the family. Ultimately, the female carer 

passed away and, following this, the male carer resumed his role caring for the 

children.-did not disclose to me if any hands on abuse had occurred. 

Reporting what-had told me 

184. I was shocked by what 1-'d heard. I discussed it with my line manager at the time who 

was Mary Hanley. She was the worker who had been involved in the case at the 

time. She told me "it's not as bad as it looks". From our discussion, it appeared that 

----- l:le-decisioA---l:lad-been..made...to...aUow....tl:le-ma!e-car.e1: .. -to--resume-car.e...because..oUh..,__ ____ _ 

difficulties getting one placement for a sibling group of five and the likelihood the 

children would need to be split up if they were moved. 

Glasgow City Council, Area Team, Drumchapel 

185. In 2004 I moved to Orumchapel for a couple of years. I left in 2006 .. My role 

concerned being a children and families social worker.. My caseload was more 

weighted towards young people and persons who were leaving care. I know that 

latterly I was carrying a caseload of about forty. 

lncludem, Glasgow 
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186. In 2006 I moved to work for lncludem. I stayed with them for a couple of years. 

lncludem is a Voluntary organisation that generally works with teenagers. It provides 

guidance and support out of hours for teenagers. There was some work there with 

children who were in residential care but there were no concerns raised with me. 

South Lanarkshire Council, Children and Families Team, Rutherglen 

187. In 2008 I moved to South Lanarkshire Council. My role there was team leader of the 

children and families team covering Rutherglen. I worked there until 2015. 

188. The only real issue I had concerning foster placements at South Lanarkshire was 

that, no matter how long a young person was on a foster placement, young people 

were always considered to be on a temporary foster placement. I found that, 

because of that, there was a lot of movement. I felt that that movement wasn't 

necessarily a good thing. It resulted in young people just being moved on when 

foster carers were struggling rather than trying to work through the issues. 

189. I had lots of discussions with Ada Niddrie about my concerns surrounding the 

structure of foster care in South Lanarkshire. Aida was the manager of the fostering 

----- eam-:-+wot1ld-say-that-HelHhat--eh-Hdr-en-needed-s0meth1n€J-8-ait-m0Fe-per-m-afleflHH-----

terms of their foster placements. 

1.90. While I would say that I had some concerns about best.practise in some of the 

children's units I had cases in, there wasn't anything abusive. The things I had 

concerns about were things like units being shut down and the young person being 

given very short notice that they were moving to another placement. 

191. The only real issue I had with regards to residential care during my time at South 

Lanarkshire was perhaps that some people were quite negative towards young 

people who were in residential care. It wasn't a case that there was any abuse I just 
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felt that the way in which some people spoke to young people who were in 

r~_sidential care wasn't that positive. 

192. I would sometimes raise issues if I felt that residential staff had spoken to young 

people inappropriately. I would raise those concerns with Robert Davies. He was 

the manager of residential services at that time. He was the one who would 

challenge the person involved. 

Leaving South Lanarkshire Council 

193. The reason I left South Lanarkshire was because I raised some concerns regarding 

the practise of my line manager. I felt that she took some decisions that weren't 

particularly safe or robust for some children. One example being the placement of 

an eight year old child who had been placed with his dad. The dad had sixty seven 

previous convictions including drug dealing. Some of the convictions concerned 

violent offending. The dad hadn't been able to get a local authority tenancy because 

of his conviction for drug dealing. He had been given some money to get a private 

let. I was unhappy about that situation. It was subsequently discovered by the boy's 

school that the boy had bruises all over his body and that it was clear he had been 

assaulted on a number of occasions. The boy was then was taken into care. 

---+194.---u.aised--my....ro.Acems-about-uAsafe.-1:m1ciice-iA----a---AumbeJ:-Qf-case,........l.....id-tl:lat-oA--a--------

number of occasions.. It ended up with me having to raise a grievance because I felt 

I was being undermined as a result of me raising my concerns. My line manager 

then took out a counter grievance and I was moved to East Kilbride. An investigation 

was then carried out. 
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South Lanarkshire Council, Area Team, East Kilbride 

195. I worked in East Kilbride for about a year. I worked there in 2015. I worked there 

whilst the investigation was being carried out. During the process of the 

investigation I got my job with the Care Inspectorate. 

The Care Inspectorate, Paisley 

196. In 2015 I moved to the Care Inspectorate. That is where I work now. I currently 

have a dual registration with the SSSC as a social worker and an inspector. I am 

part of a specialist team that does housing support, children's houses and adoption 

and fostering. It's all concentrated on children and young people. My job is basically 

to go in and inspect the standard of care and see whether that standard of care is 

appropriate. My initial impression of the Care Inspectorate was that it was a more 

forward thinking positive organisation. 

The outcome of the investigation commenced whilst team leader of the Children and 

Families Team in Rutherglen, South Lanarkshire 

197. When my references were passed from South Lanarkshire to the Care Inspectorate I 

----------teleooxplained----te--tt-lem-wRat-Rad----Rappefled-wReR--1----Rad----beeA-WGfkiRg--fGi:-SGblt,+--------

Lanarkshire. I was then urged by the Care Inspectorate to make a referral to the 

SSSC about the concerns I had concerning my line manager at South Lanarkshire. 

That was then done. The outcome of the referral to the SSSC was that they said the 

referral didn't meet their threshold because they had changed their guidelines 

concerning fitness to practise. They didn't take any action on my referral. 

198. In terms of the .grievances, South Lanarkshire decided to uphold a grievance my line 

manager had taken out against me. They upheld that I hadn't followed instructions 

on a number of occasions. I didn't really accept their decision because the reason I 

had not been following instructions was because I had been trying to protect the 

safety of children. I had been trying to make sure that everything was legal. They 
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didn't uphold my grievance against my line manager. The way in which my time at 

S.c;i.uth Lanarkshire came to an end was quite negative. 

The Care Inspectorate -

Secondary lnst,tut,ons - to be published later 
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Secondary Institutions - to be published later 

202. 

203. 

204. 

205. 

206. 
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Secondary Institutions - to be published later 

207. 

208. 

209. 
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Secondary Institutions - to be published later 

210. 

211. 

212. 

213. 

Final thoughts 

General thoughts on residential and foster care in Scotland 

214. Although I have talked about my negative experiences both with foster care and 

residential care in this statement, I have had many positive experiences with both 

forms of care as well. I've seen many people going the extra mile when caring for 

kids. It is my view that one incident is more incidents than there should be. I 

wouldn't want the incidents I have described in this statement to be viewed as typical 
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oftlie care I witnessed· and experienced. I wouldn't, however, want to say they were 

uncommon. 

215. -In my twenty year career as a social worker I have seen foster care working for some 

people and residential care working for others. There's a myth that sometimes can 

be peddled about foster care. It is viewed as good or better than residential care. 

Sometimes a child's needs are met much much better in residential care. 

Difficulties surrounding fostered children reaching their teenage years 

216. It's been my experience of foster carers that it is quite often the case that when the 

kids reach their teenage years, and there are behavioural challenges, the carers say 

"sorry we are not in it for this." The kids then have to move on. Sometimes the kids 

have been with those foster carers for years. I still see that happening today. I see 

that happening all of the time. There are a very high number of children who have 

been fostered reaching their teenage years and ending up in children's units. 

Communication with children and young people following commencement of 

investigations 

217. It was often my experience as a social worker, and my experience now as Care 

-------fnspeetor-ate-iRspeet0r--;--tM-at--wnert-a-ehild--eryetmg--per-s01ttaises-a-e0m1:>laifl·t-e- -----

concern the child or young person is not involved in the outcome of that 

investigation. I realise that it is complex because you also have to respect the care 

workers confidentiality and the potential for disciplinary action. However, there 

needs to be a balance. There needs to be an outcome for young people. If a young 

person makes an allegation they need to know what the outcome of the investigation 

is. I don't think that happened back when I was a social worker and I don't see that 

happening now in my role as an inspector for the Care Inspectorate. 
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Systems between the Care Inspectorate and care providers 

218. I don't think the systems between the Care Inspectorate and the care providers work 

well together. When we regulate care establishments we are dependent on the care 

establishment themselves raising concerns with us about their own members of staff. 

There are sometimes motivations which means that they are less likely to do that. 

The smaller private care providers, for example, may be worried about reputational 

risk. 

The SSSC 

219. My experience of the SSSC is that they are quite slow in reacting to things. I'll 

sometimes go onto their website to see what hearings or decisions there are. The 

things that I have seen on their website, where there have been hearings and there 

are decisions, all concern things that are easily provable. It's things like financial 

misconduct, offending or repeated incompetence in terms of practise. I don't see the 

cases which are more difficult. I don't see cases where young people are making 

allegations about sexual or physical abuse. To me, those are the most serious 

breaches. Those are the ones that should be getting investigated and decisions 

being made. It shouldn't just be the cases where there is incompetence or people 

struggling under pressure. 

Policies and procedures in social work 

220. My experience as a social worker has been that management are very good at 

putting in place policies and procedures. However, what they aren't good at is 

following through and making sure that there is implementation of that policy or 

procedure. They struggle to fit that policy or procedure in with a reality where there 

can be all sorts of different situations. 

221. No policy or procedure can be tailored to fit in with that 'gut feeling' by the social 

worker that something isn't right. The-case is a case in point. I had a gut 

feeling that something was not right but I couldn't get together the evidence to back 
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up that feeling . I don't know how, in that situation, you could go beneath the surface 

of that gut feeling . I don't know how you can investigate something where there is 

no evidence without being accused of having some sort of vendetta. 

222. I think the problem I describe is particularly difficult in cases where there is abuse. It 

is difficult because young people might not want to come forward or, when they do 

come forward, the allegation is made much later on when the young person is an 

adult. 

Attitudinal change in staff 

223. I think there needs to be an attitudinal change in staff involved in the care of children. 

I still see in my current job professionals holding the view "don't believe young 

people." There is still the view that, where young people raise an allegation, it all 

needs to be treated with a pinch of salt because they may be lying. 

224. In my twenty three years as a social worker lots of children have come forward to me 

with allegations. Nearly every time that a young person has said to me that 

something has happened to them it has happened to them. I think there has been 

only one occasion that the allegations have been found not to be true. I think, 

generally, when kids come forward with allegations they do not make things up. 

225. In my role as an inspector for the Care Inspectorate I'm still seeing allegations by 

young peoplle in local authority care against residential staff and they are not being 

believed. I still see notifications in my current job of certain young people making 

allegations against their carers and in that notification it says "young person has a 

history of making things up." The social worker then will go out and speak with the 

young person but not actually speak about what is said. The social worker is just 

saying "are you happy in the placement?" The young person just answers "yes." 

They don't confront what the young person has reported. There's an attitudinal 

change that needs to happen to allow things to be fully discussed and investigated 

with the young person. 
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226. When you look at inquiries such as Rochdale and Rotherham the one thing that is 

said is that the reason they didn't have young girls co-operating was because of the 

attitude of the police and social workers involved. We need to change the attitude. I 

don't know how we can do that. It will probably be a long process but we need to do 

that. We need to change this view that young people aren't to be believed. 

227. I have no objection to my witness statement being published as part of the evidence 

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

Signed .. 

Dated ... . j_ 4-: / .. r.! .. Li .............................. ....... .. ........................... ... . 
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