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Summary of Content and Impact

	Subject and Aims


	This report gives information about the pilot Past Cases Review approved by the 2011 Conference, informs the Conference of the lessons learned, and makes recommendations for the full review. 
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	Background Context and Relevant Documents (with function)
	Memorials to the 2010 Conference 
The report about the pilot Past Safeguarding Cases Review presented to the Conference in 2011

	Consultations 


	Safeguarding Coordinators and District Chairs.  

	Impact


	The pilot review has demonstrated that the process can both identify individual situations where more work is needed to ensure a safe outcome; and provide valuable lessons for the future.  


Past Safeguarding Cases Review
1. 
Background

1.1 The 2011 Conference approved the outline plan for the Past Safeguarding Cases Review, along with a pilot, to be based in the Wales Synod and Leeds District. Following the Conference, an Oversight Committee was established and work for the pilot began. The pilot was to assist in evaluating the likely workload that would be involved across the Connexion and the resource implications, both regarding time and finances. Appendix One provides a statistical overview of the pilot. 

1.2 The experience of the pilot has validated the initial aims of the process, which were:


· to learn lessons from past experience, both where matters have been done well and where hindsight would suggest that mistakes were made. Appendix Two identifies the safeguarding lessons learned. It has been possible to thread many of these themes into the development of the Creating Safer Space Leadership Module (see the General Safeguarding Report for more information about the Leadership Module) but others will need further work if they are re-enforced through the main review. 
·  to identify individual situations where more needs to be done to ensure as far as possible that the matter has been resolved safely. In 25% of the cases dealt with by the consultant to date, further work has been needed either at connexional or district level. It is not possible to provide detailed examples because these are ‘live’ cases. Brief examples would be: in two cases a man has recently been released from prison and the review was able to flag up the need for safety provisions to be in place; in some matters we have had to refer cases to statutory agencies; in a number of cases the connexional processes have had to be re-visited; in some matters we have re-visited the support that was provided for victims.   

1.3 
This report builds on the report that was considered by the Methodist Council in January 
2012.  The Council passed the following resolution: 

The Council endorses the findings of the pilot and recommends to the Conference that it is implemented across the remaining Districts in accordance with the learning points contained in this report.


2. 
Oversight group 

2.1 
The group has ‘met’ three times, each time by teleconference, which has been a significant cost-saving. Other communication has been by email. With the availability of the ‘coordinator’ resource for the full review (see 6.1 below) there should be the capacity to organise more regular contact with the Oversight group, which will help to ensure the proper management of the whole process. Membership of the group is:
· Elizabeth Hall, Safeguarding Adviser for the Methodist Church

· Peter Ackerley, Wales Synod

· Jane Allin, formerly member of the Methodist Council

· Stephen Barber, Church Of England  (Oxford Diocese Safeguarding Adviser) 

· Sarah Chadwick, Connexional Safeguarding Advisory Panel

· The Revd Alison McDonald, Joint (C of E/Methodist) Safeguarding Liaison Group

· The Revd Eileen Sanderson, formerly member of the Methodist Council
2.2
Two current members of the Methodist Council are being recruited for the full review, as both 
members for the pilot stage have now finished their time of office on the Council. 


	Learning point 1. There should be a monthly meeting (not necessarily face-to-face) of the Oversight group. 


 3. 
District Safeguarding Coordinators

3.1 
The Oversight Group, and indeed the pilot generally, has been greatly assisted by the contribution of the Safeguarding Coordinators for the two pilot Districts: 

· Hilary Murden, Leeds District 

· The Revd Susan McIvor, Wales Synod 

3.2 
The demand on this role is significant although short-lived for any individual District. Hilary and Susan estimate that their own responses have taken about 25 hours to prepare, in addition to the work in the publicising of the review and supporting people locally. There is then a follow-on demand of responding to cases which emerge where further work is needed. For the full review, the oversight group recommends that each District nominates a second member of the safeguarding group, to work closely with the district safeguarding coordinator on this Past Cases Review (PCR) process. 

	Learning point 2. Each District identify at least one member of the safeguarding group to work with the district coordinator on the past cases review process. This provision will need to be kept under review by each District as cases start getting returned from the assessment, requiring further safeguarding action.


3.3 
During the pilot, safeguarding coordinators from other Districts were asked to help with follow-up work in specific cases. This was because ministers reported on past experiences from different Districts. This cross-over of work has made demand at district level even more difficult to predict. 

3.4    
At the 2011 Conference, and again at the Methodist Council in January 2012, there was some discussion about how Districts could be helped with resourcing this work. It is not easy to find a satisfactory answer to this question, since it is impossible to predict the work which may arise in any individual District. Should the Conference agree to implement the PCR across the Connexion, then a project plan will be constructed enabling each District to plan ahead. The PCR Coordinator will work with them on that. One particular commitment is to provide additional external support for people from all Districts, as outlined in paragraph 6.7 below. 
4. 
Staffing

4.1 
Three staff members were appointed to work on the pilot, each of whom have relevant experience: 

· A part-time administrator.
· A child and adult protection consultant, commissioned to provide independent assessment of cases as they are fed into the review. 

· A supernumerary minister, who assisted the consultant on a voluntary basis with a range of follow-up questions when the referral template contained insufficient information for the consultant to reach a decision.


4.2 
In addition the following people have had significant involvement:

· Elizabeth Hall, Connexional Safeguarding Adviser. 
· Hilary Walker, Connexional Safeguarding Worker. 

· Two members of the Connexional Safeguarding Advisory Panel. 

5.
 Pilot

5.1 
The following were planned to be contacted as the sample for the pilot:

· all current ministers in the Leeds District and Wales Synod;
· current and past District Chairs of the two Districts;
· Five past Presidents (chosen at random from an appropriate sample);
· Five past Vice-Presidents (chosen at random from an appropriate sample);
· Review of ten files from the Complaints, Discipline and Resignation cases held by the Secretary of the Conference;
· Review of all safeguarding files relating to the two Districts held at Methodist Church House;
· In addition, it was decided that the pilot would include any case where a direct survivor of abuse made contact and requested that a matter be considered, whether or not the case related to either of the pilot Districts. This is because it would be inappropriate to ask people to wait up to two years for the full review. There have been two such cases. 
5.2
In fact, the consultant has been fully occupied with the responses which were received and so the review of ten files from the Complaints, Discipline and Resignation cases has not yet happened. However, many of the most demanding cases have been those referred by the past Presidents and Vice-Presidents in their role on Complaints and Discipline cases. This has helped us to understand how time-consuming and complex the review of the Complaints and Discipline cases will be and how serious some of these matters are. 


5.3 
Appendix One sets out the statistical summary. In all, 160 people were approached.  Of these, 114 responded although this took 3 successive written requests and a final telephone call in some cases. This response rate is disappointing and flags the need for wider communication around the full review. 
	Learning Point 3. Some priority should be given to the Complaints, Discipline and Resignation files held by the Secretary of the Conference, to ensure that any of those which include safeguarding matters are addressed sooner rather than later. 



	Learning Point 4. A process for following up missing responses should be implemented for the full review, based on the successive process adopted in the pilot. 




6.  Getting started and initial feedback  


6.1 
The pilot started slowly due to an underestimate of the time needed to manage this process, and the pressure of other demands on the Connexional Safeguarding Adviser. There was approximately eight weeks delay, which reduced the number of church councils and circuit meetings where the PCR could be considered. 

	Learning Point 5. The full Review will need dedicated coordinator/management time to avoid a repeat of delays. Implementation across Districts will need to be phased so that the work can progress without the workload becoming unmanageable. 




6.2
The letters, leaflet and template used in the pilot are available on the Methodist website. These will be reviewed for the full review, based on feedback. 

6.3 
Feedback from both Districts indicates  that requests for information should be sent by post as well as email, with a number of leaflets being provided for each minister. This will enforce the seriousness of the process whilst providing a resource for conversations in the church or individually. 

6.4 
Superintendent ministers were asked to pass on the request for information to all supernumeraries in their Circuit apart from where this would be inappropriate due to physical frailty etc. Feedback has been that Superintendents have varied greatly in their implementation of this request. The Oversight group feels that the request should be strengthened for the full review, so that Superintendents are asked to have a pastoral conversation with the supernumeraries in their Circuit, especially where they decide it would be inappropriate to forward the documentation. Supernumerary ministers hold much of the knowledge in these cases. It is therefore crucial to ensure their inclusion whilst remaining sensitive to personal circumstances which might preclude this. Clearly in those Circuits with a large number of supernumerary ministers, there would need to be some equalising of the process across Circuits in the District, rather than expecting one Superintendent minister to have 20 or more individual conversations. 
6.5
The feedback of those completing the template has been that this is a difficult task, relating not so much to the time demand but the emotional challenge of re-visiting what have been extremely difficult experiences in the past.  The suggestion has been made that there might be an initial telephone discussion with one of the PCR staff. Based on that, the member of staff would complete the template and send it to the person in draft form. This may help the individual in what has been a difficult and at times distressing task; it may also help the PCR team in ensuring that the necessary information is sought and included on the template, thus saving time later as well as demanding time resource in the early stages. In addition, the availability of pastoral support should be strengthened and highlighted more strongly in the initial contact letter.  
	Learning Point 6. The documentation used in the pilot should be revised based on feedback before the full review. 



	Learning point 7. Wider opportunities for communication across the church about the full review should be explored. To assist with this, a representative from the connexional Communications Team should sit on the Oversight group. 



	Learning Point 8.  Superintendents should be asked to forward the documentation to supernumeraries. They should also be asked to have a pastoral conversation with supernumeraries, especially those to whom they decide not to forward the documentation, unless the supernumerary has become mentally frail, is seriously ill, or is one of a very limited number where this would not be inappropriate for other reasons. This will need flexibility in Circuits with large numbers of supernumerary ministers. 



	Learning Point 9. The methodology should be amended to include the offer of a telephone consultation before completing the template.  




6.6 
Another difficulty raised by a number of ministers, has been what to do about adults who have disclosed to them on a confidential basis in the past. Should they be asked for consent for their information to be disclosed into this process? When this matter has arisen, the minister has been advised that it is his/her decision, since it rests on too many factors for a ‘one size fits all’ approach in terms of general guidance. 


	Learning point 10. It is not possible to stipulate whether or not any referring person should seek out adults who have previously disclosed to them, to seek their consent. Flexibility needs to be built into the process and to be evident in the guidance notes. 



6.7
A final concern under this section is the necessity to ensure pastoral support for 
anyone who experiences distress through this process. When the Church in Wales undertook a similar review, they commissioned the NSPCC to provide access to their Helpline and other support services. A similar resource is planned for this review, which can be widely publicised along with other information about the review.  
7. 
Overview of responses to the pilot
7.1 

In all, 261 responses were received. There were 74 nil returns and 187 contained case information. 

7.2 
 All cases have been entered onto a database along with the summary assessment from the consultant. The statistical breakdown of this information is provided at Appendix One. 

7.3

The statistical breakdown demonstrates that at the date of this report (May2012) just 87 forms have been fully processed leaving 100 to be dealt with. In part, there was a slow start as the consultant and administrator spent time developing systems for the work. The need for an additional person to conduct further investigations (the ‘detective’ role) only became apparent as the forms began to be processed. The main learning point, however, is that working through these responses takes time and cannot be rushed. 

7.4 

Some forms were inadequately completed. In other cases, the information was too limited to enable the consultant to form a view. This accords with the experience of the Church of England where it was found that a great deal of follow-up ‘detective’ work was needed to ascertain whether a situation had been left safe for the individuals concerned and for the church.  As an example, there is little point in identifying a conviction for child sexual abuse with a resulting prison sentence without identifying whether or not the person completing the form knows about what happened at the end of the prison sentence. We need to know: does the person now attend a Methodist Church or any other church? Has the individual tried to re-enter youth work? Has the information about the risk posed been shared appropriately? 
7.5

Learning point 6 has already identified the need to review documentation. For the full review, there will be a more detailed and focused explanation on the template form about what the reviewer is searching for and therefore what information is need. This would reduce some of the time-consuming follow-on work. 
7.6 

The nature of the responses varies. Some are a long time in the past – the earliest to date is an incident in 1948 and the most recent is 2011, apart from those current cases provided by the safeguarding coordinators. Ministers have provided outlines of very difficult and demanding work, with perpetrators of abuse, with their partners and families, and also with victims. 

7.7
The quality of the safeguarding work has also varied. Situations from long ago could not be expected to have followed today’s procedures and in general there has been an identifiable improvement in practice over the years. Overall, some cases have been dealt with in an exemplary fashion and the respondent has identified strong support from the Local Church as well as a positive outcome. Others have identified serious breaches in procedure which have needed to be worked through in collaboration with the Assistant Secretary of the Conference. 

7.8

One particular difficulty has been the lack of any written record in many cases. The Complaints and Discipline process has had a record keeping element since Methodist Union. In addition, the two pilot district safeguarding coordinators maintain case records, but that is relatively recent practice. Apart from these two sources of written data, everything that has been reported has been from memory.. 

8. 
Looking forward
8.1
The main learning from the pilot was the enormity of the task. The Methodist Church has taken a brave stance in attempting to identify and address unresolved safeguarding matters through a consolidated process. This robust review also places demands for ‘up-front’ resources, to meet a level of response which appears very hard to predict. The response to the pilot was greater than expected and the level of follow up work at times appeared daunting. 

8.2
However, this method is likely to prove more beneficial, and probably more economical, than having to respond on an ad hoc basis as matters arise over the coming years. It also provides the opportunity to capture the good practice of the past; to manage the significant level of risks which have already been identified; and to provide more robust protection for the Church and our most vulnerable people. The most important potential gain is that the Church will be a demonstrably safer place and thus more suited for, and more effective in, mission. Some mistakes or omissions will have been rectified; risks identified and managed; and support provided for some very vulnerable individuals. It is an exciting project with much to offer individuals and the wider Church. 

8.3 
Another important learning point was the emotionally charged nature of the work. It is emotionally challenging, as is all safeguarding work, but there is an added intensity when mistakes have been made in the past and the evidence of continuing hurt has to be recognised later. The work has needed to be done in a careful and reflective way, paced over time and with sufficient support for those involved to promote best thinking and wise decisions.


8.4
Detailed planning has been done relating to staffing, timing and resourcing of the full review.  In addition to a dedicated administrator and consultant, a manager will be appointed, part-time, to project manage the whole process. As stated earlier in this report, they will be particularly valuable in working with district safeguarding groups and coordinators to facilitate the most effective process. Within the Connexional Central Services Budget that is before the Conference, is a proposal to fund the review from the Epworth Fund, so that it does not place pressure on Circuits via the assessment. The estimated cost, based on the learning from the pilot is £300,000 of which around £180,000 would be incurred in 2012/13.

The projected timings for the project are:

· From April to June 2012, finalise the pilot review casework.

· From September 2012 until December 2014, a similar staffing provision should be in 


place as for the pilot, with the addition of the ‘management’ resource. 

· The four month period Sept–December 2012 will be spent on two main activities:  


a) preparation for the District reviews in terms of development of all the documentation; 

putting in place all the possible communication channels; identification of the support 


provision; finalising the timetable with Districts. 


b) review by the consultant of the Complaint, Discipline and Resignation files held by the 

Secretary of the Conference. This is an important stage of the review and should identify 

many of the highest priority cases. 
· Jan 2013–December 2014.   Phased implementation of the Review throughout all 


Districts, on average with two Districts per month being taken on board.  This timetable 


will be agreed with the Districts and will take account of the church calendar.

9. Summary of lessons learned about the process

	Learning point 1. There should be a monthly meeting (not necessarily face-to-face) of the Oversight group. 



	Learning point 2. Each District identify at least one member of the safeguarding group to work with the  district coordinator on the past cases review process. This provision will need to be kept under review by each District as cases start getting returned from the assessment, requiring further safeguarding action.

	Learning Point 3. Some priority should be given to the Complaints, Discipline and Resignation files held by the Secretary of the Conference, to ensure that any of those which include safeguarding matters are addressed sooner rather than later. 



	Learning Point 4. A process for following up missing responses should be implemented for the full review, based on the successive process adopted in the pilot. 



	Learning Point 5. The full Review will need dedicated coordinator/management time to avoid a repeat of delays. Implementation across Districts will need to be phased so that the work can progress without the workload becoming unmanageable. 



	Learning Point 6. The documentation used in the pilot should be revised based on feedback before the full review. 



	Learning point 7. Wider opportunities for communication across the Church about the full review should be explored. To assist with this, a representative from the connexional Communications Team should sit on the Oversight group. 



	Learning Point 8.  Superintendents should be asked to forward the documentation to supernumeraries, as in the pilot. They should also be asked to have a pastoral conversation with supernumeraries, especially those to whom they decide not to forward the documentation, unless the supernumerary has become mentally frail, is seriously ill, or is one of a very limited number where this would not be appropriate for other reasons. This will need flexibility in Circuits with large numbers of supernumerary ministers. 



	Learning Point 9. The methodology should be amended to include the offer of a telephone consultation before completing the template.  



	Learning point 10. It is not possible to stipulate whether or not any referring person should seek out adults who have previously disclosed to them, to seek their consent. Flexibility needs to be built into the process and to be evident in the guidance notes. 


***RESOLUTIONS
32/1.  
The Conference received the report.
32/2.     The Conference endorsed the findings of the pilot and authorised the Past Safeguarding Cases

Review to be implemented across the Connexion in accordance with the learning points contained in this report.
Appendix One:  Statistical Breakdown – Pilot Past Cases Review 2011/12

	Process of the review



	No of initial letters sent


	160

	No of responses


	261

	No of responses received with ‘No information’ 


	74

	No of responses received with safeguarding information 
	187 

relating to 163 individuals (NB some matters were referred by more than one person)



	Of these, the number from each source
	41 - Leeds

64 - Wales

15 – Former District Chairs (Leeds / Wales)

26 - Past Presidents and past Vice-Presidents 

33 - Other



	No of cases requiring ‘detective’ follow-on enquiries
	20

	No of cases closed by the consultant requiring no further action


	70

	No of cases closed by the consultant requiring further action either at connexional or district level 


	17

	No of cases reviewed but not finished by the consultant, requiring further action either at connexional or district level


	12


	Features of completed cases in the review

1. Information relating to the abuse / safeguarding concern 



	Date of the concern 
	Pre- 1970

- 5

1970-80

- 5 



1980 – 90

- 16

1990 – 2000

- 10

2000 – 2005

- 7

2005 – current 

- 30



	Context 
	Abuse of church role


- 29

By church worker but not in role
- 9

No formal role but church context
- 4

No church context


- 36

Unknown 



- 4



	Category of risk 


	Physical


- 12

Emotional

-12

Sexual
 

- 61
Neglect 

- 2

Financial

- 2

Domestic Violence
- 4

Institutional

- 0

Racial


- 0

Ritual 


- 0

Spiritual

- 0



	2. Information relating to those who caused the safeguarding concern



	Gender 
	Men


- 71

Women 

- 9



	How many were deemed vulnerable adults. 


	9

	Role within the Church 

(could be recorded as more than one role) 


	Presbyter

- 15

Deacon


- 0

Church employee
- 9

Volunteer

-25

Member

- 24

Other 


- 14




	3. Information relating to those who were at risk



	Age profile 
	Child (u. 18) 

- 59

Adult 


- 24



	How many were deemed vulnerable. 
	Child (u. 18) 

- 3

Adult 


- 16



	Findings of the external consultant for completed cases to date (April 2012) 



	A - Internal Methodist processes satisfactory and external liaison with statutory authorities satisfactory.


	52

	B - Internal Methodist processes satisfactory but external liaison with statutory authorities needs more work. 


	1

	C - Internal Methodist processes need more work but external liaison with statutory authorities satisfactory.


	6

	D - Internal Methodist processes need more work and  external liaison with statutory authorities need more work


	5

	E - Safeguarding processes not in place at time – needs more work.


	1

	F - Safeguarding processes not in place at time – no further work needed. 


	9

	G - Insufficient information available to the Reviewer to categorise findings


	7


Note: for the full review, a further category will be added - internal or external response inadequate but no current further action required.  

Appendix Two:  Lessons learned so far (April 2012) from the pilot Past Safeguarding Cases Review 

PLEASE NOTE:  
1. 
Some of this detail may prove distressing for readers who are not used to safeguarding matters. It is reported as important learning for those charged with safeguarding responsibility for the Church. Should you as the reader wish to discuss any of this, or anything arising from it, please feel free to contact either the Connexional Safeguarding Adviser or your district Safeguarding Coordinator. At the Conference, there are Chaplains and safeguarding ‘listeners’ available. 
2. 
We are at an early stage in gathering these lessons together.  Whilst some of the lessons have been integrated into the Creating Safer Space Leadership Module, the ramifications of the review are likely to mean a good deal of further reflection and work, as we seek to make the best of the insights it offers us. 

A.  
Learning about the role of minister (presbyter or deacon)

This has proved the most significant area of learning. It has important implications for the training of people for these roles; for their support when in role; for responding to concerns about someone in this role; and for supervision of what they do in relation to challenging safeguarding work. 
A1. The cases indicate the challenge for ministers around safeguarding matters. This is a challenge about ministerial training, oversight, emotional intelligence and resilience not just compliance with a policy.


A2. The ministerial role is well-placed to hear about, and to intervene, in very difficult safeguarding situations. When done well, the work of the minister can be an extremely effective complement to the role of statutory services. 


A3. Too much information is currently being lost through the pattern of itinerant ministry. There is a traditional use of ‘sealed envelopes’ to record knowledge within the Local Church or Circuit but in a number of cases this has proved useless. In more than one situation, the Local Church community assumed that a new minister was aware of a person who posed a risk in the congregation but no one actually told the minister. In other cases, the departing minister failed to brief the successor because of confusion about ‘confidentiality’ (see A10). 

A4. The process by which former ministers are received back into Full Connexion contains some a potential loophole in the Church’s safeguarding arrangements.  (See the recommendations for changes to Standing Orders in the General Safeguarding Report, section 4.) 

A5. There is an immediate need for more support for ministers who tackle abuse, report concerns, implement safety measures or who follow into a Circuit where there has been a critical safeguarding incident, sometimes relating to the previous minister. A number of response forms, and the safeguarding staff working on the PCR, have identified the severity of some of the experiences of victimisation within the church community. 

A6. The review has evidenced the sad and challenging fact, that there are some ministers who have engaged in serial adultery where the behaviour has been an abuse of the pastoral role, sometimes with adults who are vulnerable. It is important that incidents are not dealt with in isolation, without any assessment of a possible pattern. 

A7. There is a question about the lack of professional supervision for ministers. In a number of examples this has been raised by ministers themselves, who said that had they access to some external person to aid reflection they may well have responded better than they now feel they managed to do at the time.  

A8. These cases challenge any assumption that ministers can be easily equipped to cope with whatever they encounter. The Church needs to recognise the ‘tough edge’ of pastoral work. We have examples (and in some cases more than one) where a pastoral encounter was closely followed by familial multi-homicide; where a minister witnessed sexually explicit behaviour in a toddler; where a disclosure was made about a planned suicide; and where the minister learned about family abuse during preparations for the funeral of the father who had abused the children; all arising from pastoral visits. The ministers involved said that, for them, the lesson is that all pastoral visiting needs to be done with safeguarding ‘antennae’ firmly in place. 


A9. Ministers can struggle with the concept of ‘confidentiality’, in some cases assuming that they are required to keep secrets even where this leaves dangerous situations untackled. 

A10. Ministers’ families can be involved, through a variety of routes. When this happens the complexity in managing a safeguarding situation escalates and resource external to the Local Church is needed.  

A11. Ministers (and the Local Church) can struggle with the twin concepts of safeguarding and pastoral care.  Where there are safeguarding risks, pastoral care has to demonstrate ‘tough love’ and this is not easy. 


A12. Training is needed about how to manage disclosures.

B.  
Lessons about the impact on victims / survivors

B1. These cases highlight the vulnerability of victims. We have examples of them being not believed; of suicide; of previous vulnerability (especially child and adult bereavement) being taken advantage of; of long term harm; and of community or family stigma. 


B2. We have some excellent examples of effective pastoral support for victims, sometimes as a short term intervention and sometimes over many years. 


B3. Because Local Churches stay involved with people over many years, unlike statutory services where the involvement is over a much shorter time span, these cases vividly portrayed the multi-generational pain arising from different types of abuse.  

C. 
Implications for safeguarding practice
C1. The way the pilot has worked highlighted the fascination of receiving different parts of the same story from different people – we had good examples of the ‘safeguarding jigsaw’ where the full picture can usually only be understood by hearing from a range of people, taking information about risk factors over time rather than in relation to a single incident, and piecing together sometimes insignificant stories into a compelling whole. 


C2. The personal impact of dealing with abuse can be intense, particularly for people who are not experienced in these matters. 


C3. The pilot has re-enforced the need for some standardised approach to the recording of safeguarding concerns and the safe storage linked with ready accessibility as needed, of this material. (See the President’s Inquiry report where this matter is covered in more detail.) 


C4. The findings in the pilot so far have been noticeably ‘gendered’ in that there is a preponderance of men as abusers and of women as victims. In addition, this review sample suggests that both men and women tend to prefer to disclose abuse to a woman.  


C5.  A significant number of cases have been extremely complex, re-enforcing the lesson highlighted by ministers about the need for skilled safeguarding ‘antennae’ at local level (see A9). It also highlights the need for no-one, including no minister, to try to cope with these situations alone. 
 

C6. The engagement with statutory services can be difficult. In particular, church people have seemed to be diffident about insisting on a high quality response from professionals. In a number of cases, referrals made by telephone should have been followed up in writing. The Connexional Safeguarding team has been trying to follow up these ‘failed response’ cases, sometimes years later.
 

C7. The critical importance of a skilled and approachable district safeguarding coordinator. We have examples of them providing guidance about assessing risk; about linking with statutory services (see C6); about how to talk with and listen to children; about how to phrase difficult concepts in open and non threatening ways; about being able to calm unnecessary concerns at local level; and in being the person who maintains the approach of ‘respectful uncertainty’ within any safeguarding matter.     

C8. There can be confusion arising from separating out ‘children’ and ‘adult’ work especially work with vulnerable adults. In particular, a number of examples have highlighted the need to maintain vigilance about children even when the overt focus of a pastoral encounter is with an adult. 

D. 
Policy implications

D1. 
Several cases have demonstrated a need for close overlap with the anti-bullying 
procedures. A 
number of people have referred examples of bullying within the church into this process. 


D2. 
Many cases have flagged the need for a closer overlap between safeguarding processes and 
the Complaints and Discipline processes. (See the recommendations for changes to Standing 
Orders in the General Safeguarding Report, section 4.) 

D3. 
There have been some examples of abuse by young people of other children/young people.  
This indicates the need for more exploration of how the Church can address education around 
healthy relationships with young people. 


D4. 
The suspension of a church worker or minister raises huge problems, not least in what 
can or 
should be told to the church community. The pilot had a number of examples where 
alternative explanations have been used (eg ‘sickness’) and the review has demonstrated the 
pain caused once this is discovered by the church community. 

D5. 
There has been a use of both training and counselling for people about whom there have 
been safeguarding concerns (see also the President’s Inquiry report).  In some cases this led to 
a misguided sense of having solved the problem whereas in fact 
neither training nor counselling 
can reduce risk on their own, and this is demonstrated within the review. 
 

D6. 
In a number of cases, a presenting problem, for example an isolated incident of adultery or 
inappropriate touch, has been used to mask a substantial underlying pattern of abuse which 
only emerged later. 
   

D7. 
The pilot has found examples where the failure to use what would today be called ‘safer 
recruitment’ processes has allowed dangerous people to be appointed to positions of trust 
within the church. 

D8. 
The pilot has enabled us to understand some situations over a lengthy time period. From 
this perspective, the importance of recording previous incidents is highlighted, even where an 
allegation is deemed to be completely unfounded at the time. This both protects the 
individual should the incident be recalled later, and also enables the Church to have a second 
look at the concern should a similar concern arise in the future. 
E.
 Lessons about working with those who have abused or who pose a risk of abuse. 
E1. The PCR has received reports of abuse within the church community perpetrated by people in a wide range of roles. One common theme was the difficulty people have locally in believing that a likeable person, in a position of trust, could possibly be abusing that trust. 

E2. The importance of monitoring those who pose a risk – consistency, reliability, regular reviews. Some monitoring and support groups have simply faded over time. More work needs to be done to identify ways of enabling local people to stick to this important task. 


E3. The need to recognise what ‘compliance’ looks like when someone who poses a risk is being managed through a Covenant of Care within the church community.  The recent social work lessons around ‘disguised compliance’ in the wake of the Baby Peter case are very relevant here – that is, a type of superficial compliance which leaves the underlying dangerous behaviour unchanged. 


E4. The importance of immediate pastoral support at the time of arrest for any alleged abuser - we have examples of death by suicide and heart attack on day of arrest. However, the review has also highlighted the importance of getting this right and what a skilled job it is: the timing vis-à-vis the police investigation; who does it (almost never is it appropriate for the minister to be the person providing the long term support because of the perception of bias); and keeping clear blue water from the police investigation, whilst ensuring that the alleged offender knows that anything said about the offences will have to be reported to the police.


E5. The pilot has evidenced the mobility/flexibility of those who want to abuse sexually: we have incidents where the man has changed church geographically; or changed denomination; or has changed the type of youth work; or has moved from paid employment into voluntary youth work. In addition there are examples where a man has moved between contexts for the abuse (family and/or church relationships). 
 

E6. The pilot has evidenced the full range of types of abuse although the main category is sexual. 

F. 
Lessons about the context for safeguarding concerns or abuse. 
F1. There were reports of abusive behaviour in the review beyond the immediate church community: at work; within the family; in Methodist holiday places or other residential settings; babysitting; preschool; and the uniformed organisations. The church’s responsibility to respond properly extends into all of these contexts but in some cases the added complexity meant that safeguards were not put in place as they should have been.  


F2. There is a significant overlap with uniformed and other children’s organisations. More work is needed both centrally and locally, to make this interaction as effective as possible. 


F3. Similarly, there is important overlap with other denominations. This arises through Local Ecumenical Partnerships as well as because of people’s mobility. More work is needed on ecumenical safeguarding arrangements to make these situations as safe as possible.  

F4. ‘Neglect’ is a very difficult area of abuse in that the impact can be devastating but identifying it is very difficult. Some of these cases highlighted how effective the church community (with vulnerable adults) and the children’s organisations can be in this area. 

