 





Children Young People And Families: A Case Study Report 
Introduction
Within this case study, I will be investigating the complicated case of three young women who were subjected to abuse by their foster career. I intend to explore the specifics of this case and identify where the agencies involved failed to protect the young people in their care.  
To analyse where and why services, processes and procedures were not efficient to safeguard and protect the at-risk children at the heart of this case, I will use time-graphs to breakdown processes and transcribe normal procedures. This will allow me to identify procedures that can be applied to avoid the problems that occurred in this case study.
This case study covers three female children who were subjected to separate episodes of abuse, whilst in the care of a male foster career. The perpetrator was married and had his children and was looked upon highly within his community. Eventually, the perpetrator was convicted on a total of thirteen accounts of sexual assault on the three females while in his foster care. Because the victims had been subjected to abuse before being placed in the perpetrator’s family, the sexual offences were reported when the victims were adults with one of the victims aged 28 years old at the time of prosecution. However, several factors contributed to the crimes going undetected and unreported for so long.
The perpetrator used the high standing he had in the community to manipulate and intimidate the three female victims causing them to feel fear, helplessness and shame. Unfortunately, all three victims had originally been removed from broken homes where they had either been subjected to or had witnessed abuse and violence. This contributed to ensuring the victims’ silence as they were suffering from the effects of normalisation of violence in their prior home experiences. The first victim that decided to step forward and make an allegation against the perpetrator was not believed and then continued to be intimidated by the perpetrator as his biological granddaughter attended the same school as her.
Although the initial allegations were made in 2011, it took several years before these were taken into consideration in 2014 and lead to the perpetrator’s conviction.  I intend to investigate all the factors that contributed to delay the conviction including how the current system failed the three female victims, factors within this specific case that contributed to failures and what things can be put in place to improve the current system.

Case Study Analysis
On close analysis, this case study contains several complicated and circumstantial factors that lead to a chain of unfortunate events and a string of failures. To identify and analyse the individual factors of this case, I decided to break everything down into the following categories. 
Firstly, I looked at the individual cases of the three female victims within the case study report to identify common factors. Each girl had suffered from domestic or sexual abuse before ending up in perpetrator’s care. Although they all suffered the same ordeal they were subjected to the abuse at different times and further analysis of the times of the actual abuse and relation to the time of the reporting, meant that that the three females had a vast difference in ages between them. This case highlighted severe failures within the care system, especially regarding the eldest victim. While analysing the three victims individually I identified several failures to report the incident further and missed opportunities to report the incident to the relevant authorities and agencies by those in higher authority which led to complaints not being followed up and the perpetrator going undetected and unpunished for years. 
To respect the confidentiality of the people involved, I will refer to the three female victims within this report as Grace or Girl A, Lisa or Girl B and Carrie or Girl C. The report understandably does not include exact details of the victims or the perpetrator and his family but by constructing a time graph for each victim will allow me to deduce key points that affected each victim and highlight the missed opportunities and failures experienced by each one.
Secondly, I looked into how the perpetrator managed to evade the consequences of the accusations that finally lead to his conviction, for so long. The report stated that he was looked upon highly within his community and could maintain this respect with local authorities. I also feel that making the impression of being a married family man that looked after his biological children and grandchildren was also a great factor in deterring any possible suspicion and allowed the abuse to go on for a longer period. Other factors that seemed to allow the perpetrator to hide In plain-sight, is the fact his brother in law was also involved with the foster care system. I also believe that this could have contributed to the perpetrator’s reputation being upheld as the relative successfully took looked after those placed in his immediate care.
Finally, I investigated the factors that contributed to the abuse suffered by the youngest victim. I looked at how current policies and processes carried out by relevant agencies were inefficient and failed to protect at-risk young people. The aim is to be able to recommend relevant solutions so these types of cases are not repeated.
Grace (Girl A) is the oldest of the three victims and suffered abuse by the perpetrator between January to December 1995. It took sixteen years for the crime to be reported and the perpetrator was convicted. Grace was only eight years old when she was initially placed into care and was removed from her family home because was had been subjected to sexual abuse and violence. 
	Grace (Girl A) Timeline

	Placement
	Period of abuse
	First report of abuse

	1988 - 1997
	Jan 1995 – Dec 1995
	2011



In 2011, when during a GP consultation Grace disclosed that she had been subjected to abuse whilst in foster care, the GP failed to record and report the findings from the session, which could have prevented the abuse of the other two victims. The correct protocol would have required that the GP recorded their findings and forwarded them to the appropriate authorities so they could conduct their independent enquiry. 
The GP should have also encouraged Grace to explore what she had disclosed, followed by the offer of immediate support and advise on how to proceed. All GPs are expected to report suspected or disclosed forms of abuse under the LADO protocols (Essex County Council, 2019) and the fact that Grace’s GP did not do so is a major failure of the support system.
The first disclosure of the abuse was made by Grace to a social worker during a session. Luckily the social worker followed the correct protocols and this information was eventually turned over to the police(Darlington, 2018). Grace was petrified that there may be repercussions for reporting the perpetrator as he had groomed her into believing that she may come to direct harm if he found out. Rightly so the authorities were obligated to investigate Grace’s abuse allegations wheatear she wanted to pursue her complaints or felt to drop them through feeling intimidated. 
Both Grace and the youngest victim Carey were encouraged to meet and report their abuse to an independent reviewer in February 2018. Grace made excuses not to meet with the reviewer postponing the meeting by claiming illness. However, even though Grace was reticent to go through with the process she was kept informed about the review.
Lisa (Girl B) was placed with the perpetrator and subjected to abuse between 2013 and 2014. The perpetrator made direct threats to Lisa’s biological family to ensure she maintained her silence.
	Lisa (Girl B) Timeline

	Placement
	Period of abuse
	First report of abuse 

	2013 - 2014
	-
	2014



Carey (Girl C), the youngest of the three victims spent a safe period in the care of a perpetrator’s relative who was also a foster carer for 12 months from late 2011 to the spring of 2014. Carey was 15 years old at the time she was subjected to abuse by the perpetrator. Carey was part of an independent review together with the eldest victim Grace in February 2018 and was given additional support from her social worker. Unlike the other two victims, Carey had grown up witnessing extreme violence against her biological mother which resulted in trauma that allowed the perpetrator to terrorise her and to ensure her compliance and silence. 
	Carey (Girl C) Timeline

	Placement
	Period of abuse
	First report of abuse 

	2011 - 2014
	-
	2014



Evaluating the conduct and people’s perception of the perpetrator, it is clear how he was able to manipulate his surroundings and allow himself to abuse the three girls within his care. The perpetrator was able to groom the girls into maintaining their silence and made them aware that he was able to carry out his threats as he was extensively involved in their daily lives, his granddaughter went to the same school as one of the girls. The preparator was able to sustain his campaign of fear as all the girls were heavily susceptible to violence and abuse as they had all experienced some form of it while in their original family homes. I also believe that the prior abuse could have caused a sense of normalisation, thus skewing the lines of what was seen as right and wrong, which was then reinforced with threats and manipulation. The perpetrator was able to portray an image of an upstanding and respectable person due to his record of unblemished service as a foster carer for many years and the fact that he was seen as a loving successfully married family man, who came from a strong line of foster carers within his family.

Evaluation
This case study highlights several faults within the care and protection systems that ultimately failed to safeguard the wellbeing of three young at-risk girls in its care. A child’s or young person’s voice must be heard to protect them (Equality and Human Rights Commission, 2018). The children’s commissioner emphasised that we must protect the views and interest of all children in England, whose voices are least likely to be heard by people who made actual decisions about their lives(ADCS, 2020). The institution of LADO in 2006 aimed to ensure cases such as the one above don’t go undetected. The designated officers work closely with Children’s Services and can advise all other agents and individuals who are concerned about the behaviour of an adult responsible for children and young people(Essex County Council, 2019).
Agencies, local authorities and all other relevant actors must work together to safeguard children and young people according to their rights under the Children’s Act 2004(Howell, 2018). 
Updated policies such as the GDPR and Data Protection Act 2018 would ensure that the victims would have been fully protected within the social care system with a focus on confidentiality and safeguarding situations being placed and maintained throughout individual cases (GOV.UK, 2018). If this policy was applied to Grace (Girl A) from her initial undocumented accusation it would have been possible to prevent the abuse of the following two victims.
The Children Leaving Care Act 2000 stipulations should have presented an opportunity for the victims to disclose their abuse to the personal advisor assigned to each girl to help them transition out of the care system. Assessments should have been carried out on their experiences as all children under local authority care are relevant and it is a duty for all children to be safeguarded (Legislation.gov.uk, 2010a).
The Care Standards Act 2000 helps to regulate the quality of the care providers, enabling them to assess if children are being placed in a safe environment (CareQualityCommission, 2020). I would hope that this policy would help to flag the perpetrator's immoral behaviour towards the girls that were within his care. It seemed very easy for him to go unnoticed for many years but this experienced body could identify patterns of bad behaviour, rather than relying on the general good status the perpetrator showed to the general public. I feel that the introduction of this policy was one of the best ways to introduce an independent regulatory body that raises and enforces national care standards.
I think it was very unfortunate that Grace (Girl A) was presented with missed opportunities were her disclosure could have resulted in those in authority immediately reporting and completely preventing the abuse of the other two victims. By having guidelines such as The Sexual violence and sexual harassment between children in school and colleges, there is an official standard and guidelines to follow when presented with a venerable person’s abuse disclosure(Stoke, 2017). I also feel that the Working together to Safeguard Children 2018 policy is a perfect guide to protecting the children within this case study. Many of the intricate factors are not covered within the case study but this policy is an “inter-agency guide working to safeguard and promote the welfare of children” which would have made it easier for delicate information to be shared between agencies and the prevention of prolonged or new incidents of abuse(Department of Education, 2015). Moving forward I conclude that the best way to prevent the issues raised in this case study is for all UK agencies to share information creating a standard inter-agency network and finally that all caregivers, teachers and others in direct contact like doctors to have guidelines as to what they should do if sensitive information is ever disclosed.
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