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PART I 
INTRODUCTION 

 
Danielle Reid aged 5 years was murdered in early November 2002.  The level of violence involved and 
the way in which her body was disposed of shocked those who knew and loved her and anyone who 
heard the details throughout the media coverage.  There was a call for a Public Inquiry into the 
circumstances.  Internal management reviews were conducted by the Council, the Health Service and 
Police.  After further debate, Highland Child Protection Committee commissioned this Independent 
Review into all the circumstances surrounding her death.   
 
In Scotland Child Protection systems are still responding to recommendations of Child Death Reviews 
over the past 4-5 years.  Firstly, there was the death of Kennedy McFarlane in Dumfries & Galloway in 
May 2000.  Secondly, the death of Carla Nicole Bone took place on 13th May 2002 in Aberdeenshire.  
More recently the death, by shaking, of baby Caleb Ness occurred on 18th October 2003 in Edinburgh.  
In England, Lord Laming has published his report into the death of Victoria Climbié, who died on 25th 
February 2000.  His recommendations were the most detailed in relation to system change and 
professional practice throughout the United Kingdom.   
 
The reader of this report in relation to Danielle Reid will be struck by similarities in all these reports.  The 
findings reveal serious gaps in service provision to the vulnerable and at risk child.  There has been an 
identification of lack of robust systems in place early enough to protect Scotland’s children. 
 
Each professional/agency appears to have a subjective view of the threshold for appropriate intervention 
and support to children.  Unfortunately, senior managers often await detailed Scottish Executive 
Guidance on issues rather than moving speedily to implement robust systems which would provide more 
protection to children in their local settings. 
 
Professionals, Agencies, Neighbours, Communities all appear to grapple with the same difficult issues.  
Some examples are:- 
 
1. Is it my role to tell someone else about my concern(s) for this child? ……… surely someone else 

will do it? 
2. This is not my business to intervene in family life – or is it? 
3. If I do report something …..surely I’ll only punish an already vulnerable parent? 
4. If I tell, my neighbour/boss/manager will think I’ve gone too far and will not support me? 
5. I don’t understand the law – e.g. the Data Protection Act …. so I better not give the information to 

anyone 
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There is little doubt that the violent death of this 5 year old girl was not directly preventable by any of the 
individuals concerned.  Nevertheless, during my investigations it has become clear that there are major 
single agency and inter–agency system failures, which could lead to continuing high-risk situations for 
children in the future.  These system failures need to be addressed urgently and regularly audited in 
future. 
 
It has also become clear during my review that a child matching the description of Danielle, living in the 
Crown area of Inverness was in the full view of some community members.  The little girl was seen to 
enter establishments in her nightie late in the evening and, on occasion, was returned back by another 
adult to her mother’s door.  There must be more meaningful systems (Ref. It’s Everyone’s Job to Make 
Sure I’m Alright, Scottish Executive, 2002) in place to facilitate alerting of agencies to such a level of 
vulnerability.  The Scottish National Audit and Review stated that it is everyone’s responsibility to ensure 
the protection of children.   This means every professional within every agency, mainly working with 
adults or children and families, but also every human being living in their own local community.   
 
I do not believe the risk to children can possibly diminish without a change in our thinking about 
vulnerable children.  This must be led by the Scottish Executive and debated in the Scottish Parliament.  
It requires in my view, intensive and difficult questions to be asked of us all and potential change in 
legislation. 
 
Do we in Scotland wish openness and transparency about the needs of our children and a culture of 
alertness to every child’s needs and vulnerabilities, rather than inappropriate misplaced defensiveness 
about “intrusion” into family life?  Are we really wanting professionals to intervene at the earliest stages 
of vulnerability, when indeed they must?  Are professionals, in future, going to be able to share 
information early, freely and appropriately both within and between agencies in the best interests of 
children? 
 
If we all do not share in the early detection and support of Scotland’s vulnerable children, then the 
consequences of their subsequent neglect and abuse will re-visit us for many generations to come. 
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METHODOLOGY 
 
“Part 8” Reviews as described in Working Together to Safeguard Children (DoH 99) are embedded in 
legislation in England and Wales.  There is currently no such legislation or nationally standardised 
process for these reviews in Scotland.   
 
This review is therefore based primarily on the Part 8 Review Structure.  Aspects of methodology are 
detailed below:- 
 

Purpose of Reviews    
The purpose of case reviews carried out under Department of Health guidance (known widely as “Part 8” 
reviews) is to: 

 Establish whether there are lessons to be learned from the case about the way in which 
local professionals and agencies work together to safeguard children; 

 Identify clearly what those lessons are, how they will be acted upon, and what is 
expected to change as a result; 

 And as a consequence, to improve inter-agency working and better safeguard children 
 

Individual Management Reviews 
The Department of Health guidance requires each individual agency to carry out a management review, 
as a first step.  Once it is known that a case is being considered for review, each agency should secure 
records relating to the case to guard against loss or interference. 
 
The aim of management reviews should be to look openly and critically at individual and organisational 
practice to see whether the case indicates that changes could and should be made, and if so, to identify 
how those changes will be brought about.  Management review reports should be accepted by the 
senior officer in the agency who has commissioned the report and who will be responsible for ensuring 
that recommendations are acted upon.  The agencies in this case all carried out reviews shortly after 
Danielle’s death. 

 
Individual Agency Report 
The guidance proposes the following outline format should guide the preparation of management 
reviews, to help ensure that the relevant questions are addressed, and to provide information to Child 
Protection Committees in a consistent format to help with the subsequent preparation of an overview 
report.  The questions posed do not comprise a comprehensive checklist relevant to all situations.  It is 
recognised that each case may give rise to specific questions or issues which need to be explored, and 
each review should consider carefully the circumstances of individual cases and how best to structure a 
review in the light of those particular circumstances.  Agencies are however expected to deal with the 
following questions:  
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"What was our involvement with this child and family?" 
Construct a comprehensive chronology of involvement by the agency and/or professional(s) in 
contact with the child and family over the period of time set out in the review’s terms of reference.  
Briefly summarise decisions reached, the services offered and/or provided to the child(ren) and 
family, and other action taken. 

 

Analysis of Involvement 
Consider the events which occurred, the decisions made, and the actions taken or not.  Where 
judgements were made, or actions taken which indicate that practice or management could be 
improved, try to get an understanding not only of what happened, but why.  Consider specifically: 

 
 Were practitioners sensitive to the needs of the children in their work, knowledgeable 

about potential indicators of abuse or neglect, and about what to do if they had concerns 
about a child? 

 Did the agency have in place policies and procedures for safeguarding children and 
acting on concerns about their welfare? 

 What were the key relevant points/opportunities for assessment and decision making in 
this case in relation to the child and family?  Do assessments and decisions appear to 
have been reached in an informed and professional way? 

 Did actions accord with assessments and decisions made?  Were appropriate services 
offered/provided, or relevant enquiries made, in the light of assessments? 

 Where relevant, were appropriate Child Protection or care plans in place, and Child 
Protection and/or Looked After reviewing processes complied with? 

 When, and in what way, were the child(ren)’s wishes and feelings heard and addressed?  
Was this information recorded? 

 Was practice sensitive to the racial, cultural, linguistic and religious identity of the child 
and family? 

 Were more senior managers, or other agencies and professionals involved at points 
where they should have been? 

 Was the work in this case consistent with agency and Child Protection Committee Policy 
and Procedures for safeguarding children and wider professional standards? 

 
 

What do we learn from this case? 
Are there lessons from this case for the way in which this agency works to safeguard children and 
promote their welfare?  Is there good practice to highlight as well as ways in which practice can be 
improved?  Are there implications for ways of working; training (single and multi-agency); 
management and supervision; working in partnership with other agencies and resources? 
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Agencies were asked to provide the author with reports in above format at an early meeting with the 
Commissioning Group.  As other management reviews had been completed already shortly after the 
death of Danielle, they agreed to provide any relevant additional information.   
 

CPC Overview Report 
The “Overview Report” is essentially that provided by the independent reviewer in this case.  In terms of 
Department of Health guidance it should include the following: 
 

Introduction 
 Summarise the circumstances which led to a review being undertaken in this case. 
 State terms of reference of review. 
 List contributors to review and the nature of their contributions (e.g. management review 

by LEA, report from Health service).  List review panel members and author of overview 
report. 

 

The Facts 
 Prepare a genogram showing membership of family, extended family and household. 
 Compile an integrated chronology of involvement with the child and family on the part of 

all relevant agencies, professionals and others who have contributed to the review 
process.  Note specifically in the chronology each occasion on which the child was seen 
and the child’s views and wishes sought or expressed. 

 Prepare an overview which summarises what relevant information was known to the 
agencies and professionals involved, about the parents/carers, any perpetrator, and the 
home circumstances of the children. 

 
Analysis 
This part of the review should look at how and why events occurred, decisions were made, 
actions taken or not.  This is the part of the report in which reviewers can consider, with the 
benefit of hindsight, whether different decisions or actions may have led to an alternative 
course of events.  The analysis section is also where any examples of good practice should 
be highlighted. 

 

Conclusions and Recommendations 
This part of the report should summarise what, in the opinion of the review panel, are the 
lessons to be drawn from the case, and how those lessons should be translated into 
recommendations for action. 
 

This report follows broadly the format of an overview report under the Part 8 guidance, modified in so far 
as necessary to cover the remit set by the Highland Child Protection Committee. 



 

 6

REMIT 
 

The remit provided to me by Highland Child Protection Committee is as follows:- 
 

 To identify any reasonable precautions whereby the death of the child might have been 
avoided 

 To identify whether there were any defects in any system of working which contributed to the 
death 

 Furthermore, to examine action taken by agencies following the death of Danielle and up to 
the discovery of her body 

 Examine how agencies, individually and collectively, have responded following internal 
management reviews and to comment on the content and outcome of internal management 
reviews as to whether they cover the relevant issues and any lessons to be learned 

 To provide a report outlining the findings and make any recommendation to improve practice 
by agencies and the Child Protection Committee 

 
This report is provided on the basis that it is necessary for the exercise of functions imposed by statute 
upon constituent members of the Highland Child Protection Committee that these matters must be 
investigated and that the outcome of the investigation is set out in writing. 
 
In conducting this review I have personally interviewed, including family members and professionals, 49 
interviewees and received 2 formal written reports.  Most interviews were at least one hour in length, 
sometimes 2-3 hours in length.  A neutral observer was present at each interview and full professional 
transcripts were made of the interviews.  In addition I have been provided with relevant agency and 
interagency documentation in use at the time of Danielle’s death and subsequently and with the 
management review reports of the respective agencies (see appendices). 
 

I have also attempted to gain detailed information from other areas where Danielle and her family lived; 
namely Elgin and Dundee. 
 
I have cross-checked my findings and recommendations throughout with an external reference group 
made up of experts from Education, Health, Social Work and Police (see acknowledgements page 8).  I 
have also interviewed members of the extended family as well as a multiplicity of professionals from 
various agencies.  Some of these professionals were not directly involved in the case of Danielle.  I have 
also shared my findings with members of the Highland Child Protection Committee to check for accuracy 
in relation to the processes and procedures described in my report. 
 
In conducting this review the Highland Child Protection Committee did not consider it appropriate for me 
to interview Lee Gaytor or Tracy Reid and permission to do so was therefore refused.    
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Whilst most individuals have been very co-operative with this review process, some long delays have 
been caused by lack of accessibility to particular interviewees over a period of many months.  Given the 
number of interviews, which exceeded the initial estimate and given the need to ingather further 
documentation during the course of the Inquiry process the completion of the Report has been further 
delayed.    
 

I also wish to note that some of the interviewees are no longer employed in Highland or are retired (one 
person is deceased). 
 
A standardised National approach in Scotland to such reviews in future would be an advantage and 
facilitate a speedier outcome.   
 
I have been given assurances that some of the recommendations in this report have already been 
considered or indeed implemented since Danielle’s death (Appendices 1 & 2). These new 
procedures/systems require to be audited early and in future at regular intervals.  
 
It has been my intention throughout to be honest in my representation of the facts and to be fair, as far 
as is possible, to all those involved. 
 
Danielle, on many occasions, has been described to me as a “special child”; “a delightful child”; “a child 
with a beautiful smile”; “a child who was full of life”.  Ultimately, my aim in this reporting and analysis is to 
be fair to Danielle such that her death will not be in vain.  I trust that the recommendations will be 
implemented in honour of her. 



 

 8

ACKNOWLEDGEMENTS 
 

All the staff and family members in Highland and Moray who gave of their time to assist me in this work. 
 

 
 
Many thanks to the External Expert Reference Group for their help and assistance: 
 

– Ms. Andrea Batchelor, Head Of Lifelong Learning Education Resources, South Lanarkshire 
Council 

 
– Dr. Liz Jordan, Medical Director, NHS Argyll and Clyde 
 
– Ms. Moira McKinnon, Principal Officer Child Protection (Glasgow) and previously member of 

Caleb Ness Enquiry Review Team  
 
– Mr. Bob Owens, Deputy Chief Constable Dumfries & Galloway Constabulary and Chief Police 

Officers Of Scotland (ACPOS ) member responsible for Child Protection 
 
– Mr. Graham Vance, Detective Superintendent CID Strathclyde Police (Now Retired) 

 
 
 
Verbatim Reporters, Edinburgh 
 
I also wish to acknowledge the detailed legal advice provided to me by Dr. Pamela Abernethy of 
Simpson Marwick Solicitors and Janys Scott, Advocate. 
 
Thank you also to the following administrative staff for their assistance Carolyn Roulston, Maureen 
Kinney, Moyra Evans, Dionne Rennie and Anne Law who spent many hours helping to type/edit and 
bring this report into publishable format. 
  



 

 9

PART II 
 

HIGHLAND CHILD PROTECTION COMMITTEE 
CHRONOLOGY  

RE:   DANIELLE LOUISE MARIE REID  
(Provided to the Author at Beginning of Inquiry) 

 
 
 

The summary of chronology of Danielle’s life, as formulated by Highland Child Protection Committee 
dated 11 June 2003 is, I believe, a fair and balanced representation of events.  It is as follows: 

 
Chronology of Events 
This chronological record was compiled at the request of the Chair of the Child Protection Committee, 
following the death of Danielle Reid.  It is based on the written records held by the Highland Council 
Social Work, Housing and Education Services.  In addition, it draws on information from NHS Tayside.  
These contacts took place following the discovery of Danielle’s body. 

 
Family Background 
The information is presented chronologically, drawing from all records and contacts.  The origin and 
availability of the information is from:- 

 

1. Health Records January 2003 
2. Telephone contact with Moray Social Services January 2003 
3. Telephone contact with Dundee Social Work Services – e-mail contact with Dundee Education 

Services, and telephone contact with NHS Tayside Child Protection Health Visitor January 
2003 

4. Highland Council Housing Records 
5. Highland Council Education Records 
6. Highland Council Social Work Services Records. 

 

The diagram which follows outlines the make up of Danielle’s family, extended family and household. 
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Family Tree 
 
              (NG)               HMcG             CG/R                                    NR 
(Maternal Great Uncle)        (boyfriend)                        (Father of Children) 
               (       no contact     ) 
 
 
 
 
 
 
 
SW                     Tracy Reid                    KR                         VR                   
                                      
 
     
 

                       Danielle Reid    
 
 
     

Changes of address for Danielle Reid 
– Elgin    April, 1997 – Autumn 1997 
– Elgin   Autumn 1997 – Winter 2000 
– Dundee ) 
– Dundee )  2000 – Summer 2001 
– Elgin   July, 2001 
– Inverness   July, 2001 – August, 2001 
– Inverness   August, 2001 – Summer 2002 
– Inverness   April, 2002 – Summer 2002 
– Inverness   Summer 2002 

 
 

Birth 
23rd April 1997 - Danielle was born in Aberdeen Maternity Hospital.  She was a full term, normal 
delivery and weighed 6lb 13 oz.  She was well at birth, required no special care and was bottle-fed. 
Danielle was the daughter of Tracy Reid (dob 6.2.78) and SW both of whom came from Elgin.  Tracy 
Reid had no ongoing or regular contact with Danielle’s father following the birth.  She lived at an address 
in Elgin from April until autumn 1997.   
 
Autumn 1997 Tracy Reid and Danielle moved to another address in Elgin.  
 
Tracy Reid is registered blind.  She, her sisters, her mother, her aunt, her grandmother and great uncle 
suffer from an inherited neuro-degenerative condition, Lebers Hereditary Optic Neuropathy.  The 
condition is characterised by spastic paraplegia, low IQ, dementia and optic atrophy.  
 

Tracy Reid was known to Moray Social Services.  She was referred as an adolescent and later referred 
to the Learning Disability team in the early 1990s.  Moray Council Social Work Services have no detailed 
records relating to these contacts.  Danielle was not known to Moray Social Services.   
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In light of Tracy Reid’s condition and the possibility that Danielle might also inherit it, Danielle was 
placed on the special observation register by Grampian NHS and was offered annual appointments in 
Aberdeen to monitor progress.  The mother is reported to have been anxious to monitor Danielle’s 
development and kept the appointments offered. 

 

Child’s Early Development 
Information from Health confirms that Danielle was fully immunised.  Her development was described as 
entirely appropriate.  She smiled at two months, sat on her own at seven months.  She also finger fed 
and babbled, and appeared alert and responsive.  There was concern about low weight gain.  At seven 
months she was at the second centile.  At eighteen months her weight was 9.12kg, just below the 9th 
centile.  She was reported to have a healthy appetite and ate well. 
 
March 1999 - Danielle was admitted to Accident and Emergency at Dr. Gray’s Hospital, Elgin.  Her 
mother was concerned she may have ingested bleach, as she had found her playing with an empty 
bottle.  The child was also choking on a jelly sweet and vomited five times.  On examination, doctors 
found nothing of concern.  There was no sign of bleach nor evidence of chemical injury.  The child 
appeared well.  The Paediatrician wrote to inform the General Practitioner, at Kingsmill Elgin, of the 
incident.   

 
Move to Dundee 
Winter 2000 - Tracy Reid moved from Elgin to Dundee.  First, she lived in the Hilltown area with a 
friend.  She later moved to another address in Dundee.  She registered with a General Practitioner 
Practice and Danielle was seen by the General Practitioner for a check up.  It seems that Tracy Reid 
may not have informed the Practice of her move as the Health Visitor only visited the Hilltown address 
and was unable to make contact with Danielle. 
 
Whilst living in Dundee, Tracy Reid applied to Highland Council Housing Services for housing.  
 
11th July 2001 - Her application was refused, as there were no special social, medical or family reasons 
identified in the application. 
 
While living in Dundee, Danielle attended Cotton Road Nursery School.   
 
January 2003 - Telephone contact with Dundee City Council Education Service reported that Danielle 
was a regular attender at nursery.  She was described by the Head Teacher, in hindsight, as a “poor 

wee soul” who was a bit lost and sought attention.  However, the Head Teacher did not have concerns 
about the wee girl because there was good contact with the mother, who appeared to be offering her 
daughter good physical and emotional support.   
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January 2003 - Telephone contact was made with Dundee Social Work Services.  They had no contact 
with Danielle or her mother during their stay in Dundee 
 

Move to Inverness 
1st August 2001 - a locum General Practitioner from Crown Practice saw Danielle.  She was referred for 
Physiotherapy at Raigmore Hospital.  The referral was passed to the Paediatric Physiotherapist, who 
informed the General Practitioner that the process of referral was via the Community Paediatrician.   

 
6th August 2001 – Tracy Reid was allocated her own tenancy at an address in Inverness.  On Tracy 
Reid’s return to Inverness, her housing application was supported on medical grounds by the General 
Practitioner, at Crown Medical Practice.  
 
28th August 2001 - Tracy Reid enrolled Danielle at Merkinch Nursery. 
 

4th September 2001 – Danielle was admitted to Merkinch Nursery.  Education records note slight 
muscle deterioration in Danielle’s legs but there were no concerns over her care and welfare. 
 
June 2002 - subsequent referral was made to the Community Paediatrician by the General Practitioner, 
but this was never received and Danielle was never seen by any staff from the Paediatric Physiotherapy 
Department at the Birnie Centre. 
 

Referral to Social Work 
9th November 2001 - Highland Council Social Work Services, Carsegate Office, received an anonymous 
telephone call.  The caller expressed concerns about Tracy Reid’s drinking, about people coming and 
going in the house and about cannabis use.  The caller stressed that Tracy Reid was a good parent but 
that other adults may be taking advantage of her. 
 

Action Taken 
On receipt of the referral, the Social Worker checked the client database.  No child of that name was 
known at the address given.  The Social Work Services had no information about the child.  The 
following action was taken to find out about the child.  A call was made to Merkinch School – no child of 
that name was registered.  A call was then made to Merkinch Nursery.  The Social Worker spoke to the 
Head Teacher who reported Danielle was a pupil and she had no concerns about her.   
 
A phone call was then made to Crown Practice to speak to the Health Visitor who, although she did not 
know Danielle, reported that she had been registered since September 2001.  The extended family was 
reported as very close and supportive.   
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The Health Visitor provided a previous address in Elgin and an Elgin General Practitioner.  The Social 
Worker followed this up. The Elgin Health Visitor could not locate the notes.  A further attempt was made 
to find out more but the Social Worker was told the notes had been sent to a central location.  The 
Health Visitor was to attempt to retrieve them and call back.   
 
There was no further contact with regards to the Elgin Health Visiting notes.  The Team Manager 
reviewed the referral and agreed no further action meantime, on the basis that neither Health nor the 
Nursery had concerns. 
 

January 2002 - Subsequent telephone contact with Housing indicated that there had been no reports of 
anti-social behaviour or complaints from neighbours concerning Tracy Reid or visitors to the address in 
Inverness.  
 
5th February 2002 - The Health Visitor had contact with Danielle.  Danielle was described as a delightful 
wee girl who was enjoying nursery school and outside play with friends.  All areas of development were 
described as satisfactory, but there were concerns regarding her leg muscles.  It was noted that the 
mother had not been given a Physiotherapy appointment following the referral by the General 
Practitioner 
 
14th June 2002 - Danielle was enrolled at Crown Primary.   
 
August 2002 - The Health Visitor forwarded Danielle’s records to the School Nurse. 
 
26th August 2002 – Danielle began school.  This was a week late, as her grandfather was said to have 
suffered a stroke.  Contacts with the school were described as routine.  Danielle had some absences 
from school.  These were always accompanied by an explanation from the mother, e.g. Danielle had 
Hospital Physiotherapy appointments.  The school reported that good home/social links were 
developing.   
 
8th October 2002 - Tracy Reid informed the Class Teacher that she and Danielle were moving to 
Manchester.  The Class Teacher asked Tracy Reid to confirm the leaving date in writing and to provide a 
forwarding address, and deliver it to the school office.   
 
9th October 2002  - Danielle’s last day at Crown Primary.  

 
Further Referral 
26th November, 2002 - Highland Council Social Work Services office received a telephone call from 
family member 3 expressing concern that Danielle was being neglected by her mother and new 
boyfriend, alleging that she and the boyfriend, Lee Gaytor, were on drugs and not feeding Danielle or 
taking care of her.  He said he had not seen Danielle for some time.  He suggested the Social Worker 
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should contact family member 1 and he gave contact details.  Family member 3 said he did not wish 
Tracy to be told of his call.  
 

Action Taken 
26th November 2002 - The Social Worker called family member 1 who reiterated concerns and also 
asked that they were not passed on to Tracy Reid.  Family member 1 reported she had not seen 
Danielle for three months.  She stated she was being informed by Lee Gaytor’s brother, Christopher, in 
relation to what was happening.  She did not feel Danielle was being abused in any way, but neglected.  
Family member 1 gave the Social Worker the contact details for the School and the General Practitioner.  
 
The Social Worker phoned the school – Crown Primary – and was told that Danielle was last there on 9th 
October 2002 and that Tracy Reid had indicated they were moving to Manchester.  She had not given a 
forwarding address or details of a new school. 
 
The Social Worker then phoned the General Practitioner, who was unavailable.  The General 
Practitioner returned the call at a later date to say that Danielle had not been seen by the Practice since 
February 2002, but there were no concerns at that time.  The Health Visitor records had been forwarded 
to the School Nurse. 
 
29th November 2002 – home visit by two Social Workers to Tracy Reid’s last known address in 
Inverness.  A different name was on the door.  There was no answer and no evidence of the house 
being occupied.  A note was left by the Social Worker asking Tracy Reid to contact him.  
 
16th December 2002 – the Social Worker contacted family member 1 by phone.  Family member 1 
indicated she had recent contact with Tracy Reid to ask her what Danielle wanted for Christmas.  Tracy 
Reid had hung up.  The Social Worker enquired about the whereabouts of Tracy Reid and Danielle and 
whether they had left Inverness.  Family member 1 stated that as far as she knew they were still in the 
area.  The Social Worker indicated that his enquiries suggested she may have moved.  Family member 
1 said she had also heard they had left.  She did not know where they were.  She said she would ask 
her friends.  The Social Worker encouraged her to do this and get back to him so he might follow 
matters up.  There was no further contact from family member 1.  
 
1st January, 2003, at 00.45am – telephone call to Highland Council Social Work Out of Hours Service, 
from Police Officer 1 regarding information from family member 6, who had heard in a bar that no-one 
had seen Danielle for three months.  He had also heard Danielle was hurt and in danger.  Police Officer 
1 visited the house at 66 Argyle Street and spoke to Tracy Reid, who claimed Danielle was staying with 
a friend but had no address.  Pornographic material was seen in the house.  The Police said they would 
let Social Work know when they located Danielle. 
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The client index was checked and information about Social Work contact with the family was provided to 
the Police. This revealed the contact in November 2001 but not November/December, 2002. 
 
3rd January 2003 – Family member 1 phoned the Social Worker.  The purpose of the phone call was 
unclear. 
 
6th January 2003 – OP/48/1 form was faxed to Carsegate Social Work by the Police.  This detailed the 
contact made by family member 6, on 31st December. 
 
7th January, 2003 – Police notified Social Work Director that the child was not at the address given by 
the mother in Manchester, and that they had found the body of a child in the canal.  The body was later 
identified as that of Danielle.  
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SOME INITIAL COMMENTS ON CHRONOLOGY 
 
There are crucial points in agencies’ contact with Danielle which require detailed further exploration.  
Interviews with professionals have highlighted various best practice system issues which require to be 
disseminated, but also major gaps in systems and processes, which could lead to unnecessary risks for 
children in the future.  It is of particular note that Danielle was not seen by any agency following 9 
October 2002.  She was discovered dead, wrapped in a canvas bag in the Caledonian Canal on 7 
January 2003.  Danielle was flagged as a child with special needs, following her birth in Aberdeen when 
she was placed on the “special observation register” by Grampian NHS and was offered annual 
appointments in Aberdeen to monitor her progress.  This was due to the risk of Danielle inheriting the 
neuro-degenerative condition, Leber’s neuropathy characterised by spastic paraplegia, low IQ, dementia 
and optic atrophy resulting eventually in blindness.  Tracy Reid, (Danielle’s mother), maternal 
grandmother, maternal aunt, maternal great-grandmother and great uncle suffer from this inherited 
neurodegenerative condition.  Tracy Reid, Danielle’s mother is also registered blind (although is in fact 
partially sighted).   
 
Despite the very early flagging of Danielle's special health needs, her follow-up has been haphazard at 
best.  She was placed on the Health Service’s special observation register.  There should have been 
annual reviews to assess her progress.  Reviews took place regularly by the Health Visitor in Moray until 
November 1998 when Danielle had her routine 18 month developmental assessment which was found 
to be normal. Neurological review continued until May 2000 when Danielle was discharged from 
Aberdeen hospital after an MRI brain scan and other visual testing was found to be normal. 
Physiotherapy continued until end of 2000. Thereafter no regular follow–up occurred.    
 

This was mainly been due to multiple moves of the family to various locations.  It is clear that agency 
notes have not followed the family timeously or indeed on some occasions, never at all.  From a Health 
perspective, it appears notes were never moved to the Dundee area.   There was certainly delay in 
acquisition of the child’s Health notes on arrival in Inverness.   Further investigation is required into how 
these systems can be improved.   From a Social Work perspective, Tracy (mother) was referred to social 
services as an adolescent and later referred to the Learning Disability Team in the early 1990s.  Despite 
further searching, Moray Council Social Work services appear to have no detailed records relating to 
these contacts.  It would appear there have never been any records in relation to Danielle in Moray.   
 
Police have records pertaining to Tracy Reid and have records containing intelligence pertaining to the 
violent past history of Lee Gaytor, the perpetrator of this crime.   The records relating to Lee Gaytor 
contain allegations of violent threats to children. 
 
Unfortunately, no agency at any time was aware that Lee Gaytor was living with Tracy Reid and, 
thereby, leading to a high-risk situation for Danielle.   
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An anonymous phone call was made to the Social Work Department in November 2001.  There were 
concerns expressed about Tracy Reid’s drinking at that time and about people coming and going in the 
house and about the use of drugs.  At that time the caller stressed that Tracy Reid was a good parent, 
but that other adults may be taking advantage of her.  Various phone calls were made by the Social 
Worker to Education and Health.   
 
The Health Visitor did not know Danielle, but did know the extended family.  Danielle had only been a 
pupil at Merkinch Nursery since 4 September 2001, although staff there were not highlighting any 
particular difficulties with the child.  It is noteworthy that a large number of children in the Merkinch 
Nursery have various vulnerabilities.  Danielle did not stand out in that setting as having particular 
needs.  Indeed, staff there reported Danielle and her mother as having a reasonably close relationship 
and certainly no obvious signs of potential abuse.  This is corroborated by statements from the extended 
family. 
 
Danielle was never seen by the Social Work services subsequent to the call at that time.  This requires a 
marked change in guidance to Social Work staff and other agencies. 
 
The first contact by the Health Visitor was on 5 February 2002.  It was noted at that time that the child 
had not been given a physiotherapy appointment following a referral by the General Practitioner.   
 
Danielle was enrolled at Crown Primary School on 14 June 2002 and began school on 26 August 2002.  
This was a week late as it was stated that her grandfather had suffered a stroke (now thought to be 
untrue).  There were various absences from school.  It is interesting to note that mother, in this case, 
was given special dispensation by the school due to herself being registered blind.  In the teacher’s 
attempt to be helpful, mother did not have to provide the usual written statements to account for the 
absences, but was able to give a verbal report.  On most occasions, mother said that Danielle was 
attending Hospital Physiotherapy appointments.  In retrospect, on checking Health notes, no such 
Physiotherapy appointments were ever made or attended.  There was no cross check made between 
Education and Health regarding the reason provided for several absences. 
 

On 8 October 2002 Tracy told the Class Teacher that she and Danielle were moving to Manchester.  
The Class Teacher did, according to her school protocol, ask Tracy Reid to confirm this leaving date in 
writing and state a forwarding address to the school office.  This was never provided by the mother and 
Danielle’s last date at Crown Primary was 9 October 2002.  Crown Primary had, in fact, developed its 
own protocol in relation to passing of information to other schools on transfer (Appendix 3). 
  
Danielle was alive for a further 3 to 4 weeks after being removed from school by her mother.  There are 
strong indications, from mainly the information gleaned by the subsequent Police Inquiry, that Danielle’s 
quality of life during these weeks was intolerable.  Police Officer 7 reported,  “well, the information we 
had was that basically Danielle spent most of her life in the bedroom.  She wasn’t allowed in the living 
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room when Lee Gaytor was in the house; particularly if he was doing drugs in the house, whether it be 
taking speed, cannabis or whatever, or had friends in, Danielle was always sent to her room".  Tracy 
herself actually said “there were occasions when Danielle had tried to come down the stairs in the house 
and Lee had actually “lost the plot altogether”, grabbed the lassie and actually hauled her up by her 
arms, lifting her off her feet and dragging her back upstairs to the bedroom where he hit her repeatedly” 
….. “this was a regular occurrence, apparently from the time that he moved into the house” ……”he hit 
her yes, dragged her about by the hair, by the arms” …… "Yes, and basically I don’t think the lassie had 
much of a life to be honest with you; she was banished to the bedroom for probably a great deal of her 
time.  On other occasions I would imagine that because the mother had a serious speed habit she was 
left to her own devices.  When Lee Gaytor wasn’t there she was allowed to go out and wander about the 
streets and I know some neighbours we spoke to were talking about the lassie being sent down to ask to 
borrow five pounds for food ……” 
 
A child who could have been Danielle was seen unsupervised by neighbours.  She tried to befriend 
some of these adults.  She was seen by people very scantily clad and on occasion/s was taken home by 
others.  She was sent alone to buy cigarette papers and other items by her carers.  Her mother was 
noted at times to be seriously under the influence of drugs and or alcohol.  It appears likely (from police 
information) that she was often sent to her room alone whilst carers participated in drug taking sessions.  
It also appears likely that she may have been beaten or pulled by the hair on various occasions.  
Danielle appears to have been a “resilient” child, but ironically this “resilience” may have been a factor in 
her vulnerability and neglect not being identified previously by professionals and agencies.  Also, despite 
concerns by people in the local community, during the last few weeks of Danielle’s life, no one contacted 
any professional from any agency expressing their concerns. 
 
Referral was made to Highland Council Social Work services on 26 November 2002.  This call was from 
family member 3.  He was expressing concern that Danielle was being neglected by her mother and new 
boyfriend and was also alleging that Lee Gaytor was on drugs, as was Danielle's mother.  They were not 
feeding Danielle or taking care of her.  He also stated that he had not seen Danielle for some time.  He 
suggested to the Social Work Department that they contact Danielle’s grandmother and gave her 
contact details.  Family member 3 stated that he did not wish Tracy to be told of his call.  Various 
information was gathered by the Social Worker.  The timescale for this was very prolonged.  On further 
questioning of Social Work staff it is clear that staffing shortages were at an unsafe level.  Various staff 
had not undertaken appropriate Child Protection training and due to pressure of work the frequency of 
supervision was reduced.  Home visits were being prioritised on a workload basis rather than needs 
basis, unless the referral was noted to be an urgent "Child Protection" referral.  
 
 
 
Due to staffing shortages and pressure of work notes were handwritten, but often were unable to be 
transferred onto the computer system.    
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It is also apparent that at the contact with Social Work in November 2002, the Police were never called, 
simply to obtain any information they might have. 
 
Subsequently Police became involved on 31 December 2002, after a telephone call from family member 
6, who had heard in a bar that no one had seen Danielle for 3 months.  He had also heard Danielle was 
hurt and in danger.  When Police contacted the Social Work Department, Social Work were unable to 
provide details of the earlier call to them in November as it was not on the computer system.  
 
A chronological record of Police involvement recorded on the Police “IMPACT” System from 31 January 
2002 – 7 January 2003 is found on page 55 of this Report. It is clear that basic Police procedures were 
not followed.  The Police Inquiry was reclassified as a Child Protection Inquiry on 2 January 2003, 
having initially been dealt with as a Missing Person’s Inquiry.  Despite the seriousness of the content of 
the phone call made by family member 6 that the child had died; there was complete breakdown of 
standardised practice at every level, particularly in relation to a missing vulnerable child. 
 
In retrospect nothing at that point could have saved Danielle's life, who is thought to have been 
murdered by Lee Gaytor on or about 7th November 2002.   Nevertheless, the Missing Person procedures 
have required review.  Of particular concern was that the most senior Police Officers were not required 
to document anywhere the rationale of their decision making; indeed both in relation to missing person 
and/or Child Protection concerns.  Public Holiday arrangements in particular also resulted in a lack of the 
usual cross-checking at the Area Control level and Child Protection Central Unit.  
 
Tuesday 31st December 2002  - Statements made to the Police indicate that what actually occurred 
was that on Tuesday 31st December 2002, family member 6 was in the Keg Public Bar in Baron Taylor 
Street in Inverness.  During that evening a fair quantity of alcohol was consumed and he met with 
Christopher Gaytor (brother of Lee Gaytor).  In the course of that conversation family member 6 asked 
about Danielle.  Christopher Gaytor stated, "she had been done in".  He in fact further stated to family 
member 6 that Lee had killed her and thrown her, or she had fallen down the stairs.  Family member 6 
tried to get Christopher Gaytor to repeat that to the doorman at the Keg Bar.  At this time he was 
obviously very upset and concerned about the information and contacted the Police.  The call was taken 
by a Police Sergeant as a radio message from the Duty Officer at about 23.56 hours.  On checking 
things out further the Sergeant went to the house of Tracy Reid.  He went inside and asked her about 
her daughter.  Tracy gave an explanation about her daughter's whereabouts, which was not thought to 
be satisfactory and was told that Police Officers would re-contact her in the morning.  On return to the 
Police Office, the Sergeant spoke to the on-call Social Worker about the case.  When he went off duty 
the following morning he passed on information to the on-coming shift.   
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There were various attempts made to contact Lee Gaytor at the telephone number provided by Tracy 
Reid.  These were without success.  Police Officers made it plain to Tracy Reid that they did not believe 
that she was telling the truth and that they were unhappy about her story.   
 
Monday 6th January - Eventually on Monday 6th January a full detailed Police Inquiry was commenced.  
Christopher Gaytor was located, interviewed and then released.  Ultimately Lee Gaytor and Tracy Reid 
were detained.   
 

7th January 2003 (0912 hours)  - At 0912 hours on 7th January 2003 Christopher Gaytor was detained.  
On route to the Police Station he said, "I got a phone call from Lee; he said he needed help; I went up.  
He told me Danielle had fallen down the stairs, I didn't see her; she was already in the suitcase.  I 
helped Tracy put the suitcase into the canal opposite Black Park Filling Station".  
 
He further told the Police that he had gone to the house in early November and that he and Tracy had 
walked from Argyle Street to the canal and had put the suitcase into the canal and had walked back.  At 
that time Lee told Christopher that Danielle had "drunk half a bottle of vodka straight that was left out".  
Tracy and Christopher took a route from Argyle Street towards the prison and then through the Town 
Centre.  They waited until nobody was around and then dropped the suitcase into the canal.  Apparently 
during that walk, Tracy was talking casually about how Christopher's work was going but did not say a 
thing about Danielle.   
 
A team of Police Officers and Police divers from Grampian Police attended the area shown to them by 
Christopher Gaytor.  From within the canal they recovered a suitcase and within that bag was the body 
of little Danielle.  Within the bag was also a blue and white check shirt, stone, bricks and tiles for 
weighing the bag down.  The death appears to have occurred on Wednesday 6th or Thursday 7th 
November 2002. 
 
The Post Mortem examination was carried out which proved difficult because Danielle had been 
immersed in water for approximately two months.  Reports showed that the child was bruised on the 
trunk and head area.  There was a hairline fracture of the skull and haemorrhage overlying the brain.  It 
was concluded it was highly likely that all of the injuries were caused by a single episode which involved 
definitely more than one impact of blunt trauma; possibly four or more strikes.  The Pathologist was of 
the opinion that the injuries were caused by the child being thrown down stairs rather than an accidental 
fall, because of the extent of the bruising.  The Pathologist said that the extent of the injuries indicated a 
considerable degree of force, more consistent with being propelled downstairs.  The level of the force 
had sheared veins underneath the skull overlying the brain causing bleeding.  It was her opinion that the 
facial and head injuries would have been very visible immediately after the incident or shortly afterwards 
and that the bruising on the face would have appeared almost immediately.  Therefore the explanation 
that had been provided by Tracy Reid, that she had found her at the bottom of the stairs slightly hurt 
after having fallen down the stairs, and had been put to bed and found dead in the morning, was 
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considered untrue.  The Pathologist confirmed that putting a child to bed in the condition that Danielle 
would have been in after a violent episode fell far below what a reasonable parent would have been 
expected to do.  The facial injuries would have been apparent quickly and were extensive.  It was felt 
that the child had been alive for at least two hours after the violent episode occurred but the child may 
have been alive up to a maximum of forty-eight hours after the violent episode.   
 
When Forensic Scientists attended the house, Danielle's blood droplets were found dispersed on walls 
alongside and over the staircase and on the walls around the head of her bed in her bedroom.  Her 
mattress, pillow and duvet all had slight blood staining.  A matted tangle of human head hairs was found 
on the fourth step from the foot of the stairs and it had been forcibly pulled from the scalp. 
 
8th January 2003 - On 8th January 2003 all three accused i.e. Tracy Reid, Lee Gaytor and Christopher 
Gaytor appeared in the Sheriff Court in Inverness on Petition libelling an Attempt to Pervert the Court of 
Justice.  All three were remanded in custody.   
 
13th January 2003 - On 13th January 2003 Lee Gaytor appeared on petition on a charge of murder.  All 
three have now been convicted for their part in this most serious of crimes. 
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PART III  
SUMMARIES OF KEY WITNESS STATEMENTS 

 
A. THE FAMILY'S STORY 

 
 
Family Member 1 
 

Danielle Reid was born in Aberdeen Maternity Hospital on the 23rd of April 1997.  Her mother Tracy Reid 
(06/02/78) was living in Lhanbryde (approximately 4 miles outside Elgin).  Danielle’s father was SW.  
Tracy Reid was on her own caring for Danielle for a considerable time after the birth.  By the time 
Danielle was a year old, she began a relationship with another man and they shared a house together. It 
is reported that he was really good to Danielle. After that period, Tracy is believed to have had a series 
of relationships.  Many young teenagers (aged 16 and 17 years) were in and out of the household.  
Family member 1 was often in the house at that time. Tracy would often order her out.  Family member 1 
said she just ignored her. According to family member 1, when Danielle was wee, Tracy loved her.  But 
even then, when Tracy smacked her, she would grab her by the hair and “things like that”. 
 
As Danielle got older (over the first year of life) all Tracy would give her to eat was occasional yoghurt.  
The rest of her care would be left to sisters or grandmother.  Tracy would only feed Danielle if she was 
having food herself. When Danielle got older (around age 3 years) she started going to her 
grandmother’s to see what she had in her fridge.  By the time Danielle was four, mother and Danielle 
spent a period of time in Dundee.  Family member 1 stated that Tracy was registered with a General 
Practitioner in Dundee as she was getting her anti-inflammatory tablets for her muscle problem.  Despite 
this, family member 1 said that Tracy was not really bothered with her genetic illness.  Apparently it is 
not until a much older age that there is any real problem with the disease and eyesight for example 
starts deteriorating.  Family member 1 said Tracy could read newspaper print readily without glasses, 
“without a problem”.  
 
When Tracy moved into the Ferry area of Inverness family member 1 said that she “just wouldn’t bother 
with the bairn at all - she would let all the young ones into her house and she would tell Danielle “get to 
your room” ……. "it was really bad then”.  When family member 1 would walk into the house Danielle 
was always in her bedroom.  Family member 1 said Danielle wouldn’t tell on her mum really because 
she loved her mum. There was no special tea ever made for Danielle.  She had to eat what was made, 
whatever was going …….sometimes she wouldn’t eat it. Nevertheless according to family Member 1, 
Danielle still presented as a happy wee girl externally.  
 
Family Member 1 made an anonymous call to Social Work in November 2001.  She was getting 
concerned about Danielle because “she was not being fed right, she was only getting her dinner and she 
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wasn’t getting breakfast, she was pulling her hair and things like that”.  Family member 1 thought a 
Social Worker coming might have calmed Tracy down.  Family member 1 did not tell Social Work 
everything at that time, but she believes that at that point “if the bairn was going through what she 
thought she was going through then someone should have taken Danielle away from the home ………” 
as  “Tracy was putting all her young druggie friends before she was feeding the bairn”.  It was family 
member 1 saw to Danielle every morning.  It was usually family member 1 who would take her to 
nursery and pick her up as well. 
 
After that time Tracy and Danielle moved in with Tracy’s sister in the Merkinch area.  They fell out and 
Tracy and Danielle moved back in with family member 1.  Then Tracy got the private rental at another 
address in Inverness in the summer of 2002.  
 
Family member 1 never liked Lee Gaytor.  He was never in family member 1’s home.  Apparently Lee 
Gaytor said “people were after him because of his ex girlfriend or something”.  He kept giving the 
impression he was moving on because he was trying to avoid detection.  He thought Tracy’s move to 
her own address was a good idea.  
 
After Tracy commenced a relationship with Lee Gaytor, the extended family had no further contact with 
Tracy.  There was one visit to her home before the fall out where Tracy was noticed to be expecting a lot 
from Danielle e.g. to do a lot, getting the house organised.  Tracy was expecting Danielle to empty the 
bags and see to them.  That was before Danielle commenced Crown Primary School.  Apparently Tracy 
also used to send Danielle up to a wine shop for cigarettes.    
 
Family member 1 reported that Tracy’s neighbour said that Danielle was sent out for a bottle of wine for 
her mother.   This is consistent with other information about Danielle at that time. 
 
The last time Danielle was seen by family member 1 was around the end of September 2002.  
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Family Member 2 
 
Family member 2 said that when Tracy was growing up as a teenager, she was often out.  She was 
always giving her mother and father a hard time.  She wouldn’t behave herself at all.  She was drinking 
and taking drugs as a teenager.  She was always running away.  One of her sisters remembers getting 
up one morning and hearing over the radio “Tracy Reid is missing if anyone knows where she is staying" 
……..”she was always disappearing and things”.  The Police were involved at one point when Tracy 
absconded, i.e. were sent out to look for her when she was a teenager and then brought her home.  
From about the age of eleven onwards Tracy would abscond from the house.  When Tracy was about 
fourteen a Social Worker in Moray came back and forwards to the house due to suspicions of glue 
sniffing.  Family member 1 would find canisters when she was a teenager.  There are also reports that 
she used hash as a teenager.  This was when Tracy lived in the Little Canada area of Elgin.  Tracy left 
home at sixteen and the council provided her with a house in Elgin.  However at that time she did keep 
in touch with family member 1. After leaving school Tracy did not work.  She was nineteen years old 
when she had Danielle. She had stopped talking to the family for a period of nine months.  When she 
found herself pregnant she started talking again to her mum.  Family member 2 said that her own 
mother was stressed out and depressed a lot of the time due to Tracy running away and out of control.   
 
Family member 2 was eleven or twelve years old when Danielle was born.  She thought that Tracy found 
it quite hard really after Danielle was born.  Family member 4 was living with Tracy a lot at Lhanbryde 
and “she did a lot more than Tracy did you know …… she got up with her during the night and things like 
that” …… “it was actually family Member 4 that was rising during the night and feeding her and 
everything; not Tracy”.  
 
Tracy would not even hold Danielle when she was born.  She wouldn’t take her ……. it was family 
member 1 who did that.  Family member 1 believed that Tracy never bonded with her child.  When 
Danielle was being fed during her first year of life (when she was sitting up in her chair), Tracy would 
have her tea on her knee and say things like “you better f-ing eat that”.  Family member 1 would tell 
Tracy off although seemed to be a lone voice in this regard.  When Danielle was a baby, in the morning 
Tracy’s sister would get up and go to college and help put Tracy out.  During the first years of Danielle’s 
life, Tracy Reid was through in Inverness living with the extended family most weekends.  This was 
when Danielle was about 6-12 months of age.  Family member 1 would go to Lhanbryde to pick Tracy 
and Danielle up and bring them back to Inverness for the entire weekend (and sometimes during the 
week as well)  “It was certainly a lot”.  Family member 2 remembers Tracy having a very short temper 
with Danielle.  Apparently Tracy shouted at Danielle quite a lot and smacked her often.  Danielle 
remained quite happy and would shrug it off and kept smiling “it was as if she didn’t take it in” “she was 
always full of life and singing and dancing”.  
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Around the time Tracy moved to Dundee she became more heavily involved in drugs.  Her involvement 
with drugs appeared to increase further around the time she came to live in her own accommodation in 
the Merkinch area.  She was smoking cannabis each day and taking speed and ecstasy.  She would be 
“spaced out” quite a lot of the time.  Neighbours saw drug addicts going in and out of the house all the 
time; people known as “druggies” in the area.  Despite this family member 2 said “she (Danielle) loved 
her mum and would have hated for anyone to take her away from her mum”.  There was a family fall out 
due to Tracy commencing a relationship with Lee Gaytor. Tracy chose to isolate herself from the family 
and be with Lee Gaytor rather than the family.  Some information was fed back to the family e.g.. family 
member 2 told of a lady she knew who said that after Danielle moved to the Crown area, Danielle had 
come into a shop in the area, in her nightie, had no money and was asking for sweeties.  
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Family Members 3 & 5 
 
Danielle was the flower girl at the wedding of family member 3 and family member 5 in September of 
millennium year.  That was when Danielle was three years of age.  On that important day for the family; 
when the couple to be married went to collect Danielle, Tracy had not got her dressed.  She had "no 
clothes for her".  Family members 3 and 5 had to borrow clothes off a friend - a dress for the wedding.  
Tracy and Danielle were still living in Elgin at that point.  Family members borrowed a dress; a white 
dress for Danielle, and then when she came out she had no socks on.  They had to borrow socks and 
underwear for Danielle.  A friend of family member 5, in Elgin, also had a young girl so she tied up 
Danielle's hair.  Tracy did not do any of this.  Tracy did go to the wedding.  She had been going out with 
someone and they had split up that day so the ex boyfriend dropped Danielle off at the wedding.  Tracy 
Reid and another friend came to the wedding later.  
 
According to family member 3, things were difficult when Danielle was an infant.  For the first few 
months allegedly Tracy Reid would say "I love the bairn ………”.  Then after the novelty had worn off 
“.....the bairn was just a nuisance".  They believed this was due to Tracy not being able to have a social 
life so "the bairn was just pushed from pillar to post ... with her one night and the next night somebody 
else watching her".  Tracy Reid used to like to go out drinking and smoking with her friends.  Tracy had 
various different boyfriends with apparently little consistency.  Family members 3 and 5 told about 
having to clear Tracy Reid's house after she had suddenly moved from Elgin.  They described the state 
of the house as "appalling".  There was no bedding in the house at all; just a mattress with various 
blankets, stubs of candles and that sort of thing.  Clothing was just hanging out of the drawers.  Prior to 
that, the couple had bought toys for Danielle.  They didn't think Tracy was well off so they had tried to 
help out.  They bought a large rocking horse, buggies and prams.  They discovered later that Tracy had 
sold them.  They said "No.  It was like in the house in Elgin after she went down to Dundee, it was like 
there was not a bairn there".  Family member 3 always paid for Tracy Reid's removals.   
 
The same couple also had to travel to Dundee to clear out the house in Dundee as Tracy Reid was in 
arrears with the rent there (they believed).  They believed that after she moved to Inverness she "just 
went from bad to worse". 
 
The couple lived beside Tracy's grandfather.  When they were told by the author, of Tracy's reason 
given to Crown School for the first week of absence of August 2002 (that the grandfather had suffered a 
stroke) the couple denied this and said that he had never suffered a stroke at that time.  They reiterated 
that Tracy was quite a "chancer".  In relation to being registered blind they strenuously stated that "she 
could pick out a letter - like that - and tell you what is in it without her specs".   
 
Family member 3 witnessed Tracy hitting Danielle for no particular reason – he was playing with the 
child who had been left in the care of the grandmother.  Tracy returned “high as kites” and appeared 
upset.  She struck Danielle.  Family member 3’s impression was that she was “taking it out on the bairn”.  
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From time to time, family members 3 and 5 noticed bruising and some marks on Danielle.  They were 
told these were caused by falls. 
 
When Tracy Reid would bring Danielle through to the family every fortnight or so, Tracy Reid allegedly 
could not be bothered to get Danielle dressed in the mornings.  It was left to others to do that.   
Apparently also, Tracy would pull Danielle by the hair.  For example, family member 3 described Tracy 
sitting reading a book.  Danielle would come in and Tracy would grab her by the head and say "I am 
reading a book just now ...."  "She wasn't an interested mother.  She wasn't a maternal type of mother". 
 

Family members would wish that they, in retrospect, had taken the child into their own care but as one of 
the members said "even although she didn't want Danielle, she didn't want anybody else to have her”. 
 

Family member 3 then described Tracy as a young person.  He said that she had everything that she 
could want or need as a child.  Despite that she started to run away from home around the age of 
thirteen years.   
 
Apparently when she was fourteen years old family member 3 went to the pub one night to bring her 
home as she was taking up with a boy around forty years of age.   
 
When Tracy was staying in Dundee, she made visits to her maternal grandmother in Elgin. Family 
members 3 and 5 felt that it would have been fairly obvious to others that this was a mother on drugs.   
 
On another occasion, Tracy was accused of shoplifting in a supermarket.  She made out at that time that 
Danielle was taking the air fresheners from high up in the supermarket, and putting them in the back of 
her pram.  The family did not believe this story of how "a bairn of three" could do that.  Tracy Reid also 
took money from her sister's purse.   
 
Family member 3 reported that often Tracy would arrive on occasions in Elgin without a coat or 
underwear for Danielle.  If the weather was bad, family member 3 bought her a coat.  They would also 
often wash things through so she had something for the next day. 
 
Family members wanted to contact Social Work well before they ever did but they said "I knew what like 
Tracy could be if we did anything against her, it is not just us, she would have taken it out on everybody 
and in the end the bairn".  Family member 3 eventually rang Social Work in November 2002.  He 
apparently said to the Social Worker "my impression is she is being neglected, not getting fed.”  Family 
member 3 also said Tracy’s step-grandfather was aware of this and told the family.  At that time the 
Social Worker apparently said that they would do all they could and phone back .... "but they never 
phoned me back".  The Social Worker did ring family member 1 back (as requested). 
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When Danielle's body was found, the maternal grandmother asked her brother to help her arrange the 
funeral, which they did.  The family still feel very aggrieved that Tracy got out of prison and rearranged 
things.  They did not believe that she should have been given Danielle's body for burial.  Around that 
time family member 1 appears to have received a lot of support from the Liaison Police Officer of the 
Police Force, although none of the other extended family members felt supported. 
 
On the day that Danielle's body was found family member 1 broke the news to the other members of the 
family.  Press Reporters were in the house already by then.  A Press Reporter actually told the extended 
family members that the body had been found before they were told by anyone else.  Family member 3 
said "Tracy has still got a life, when she comes out she has got a life but Danielle has never got a life.  
Everybody round about her is never going to forget the life she was going to have if she had lived....." 
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Family Member 4 
 
The family saw a lot of Tracy and Danielle when they were in Elgin.  Tracy started arguing a lot with her 
mother around the time she moved to Dundee.  Tracy allegedly moved to Dundee because she was 
frightened that Danielle's dad would take Danielle away from her.  This was because Danielle's father's 
side of the family allegedly said that Danielle was running about the streets with no clothes on.  No one 
knew if these allegations were ever true or not but that was what was "going around".  Tracy didn't tell 
anyone that she was going to Dundee but she suddenly got up and left her belongings behind. When 
Tracy moved to Dundee, she had two addresses.  She originally stayed with her friend for a while and 
then she got her own flat. 
 
Tracy separated from Danielle’s father when she was pregnant with Danielle.  Once again family 
member 4 describes Tracy as initially having been happy when Danielle was born.  Then when Danielle 
was about six months old Tracy appeared to become more interested in her friends coming around than 
she was in Danielle.  This seemed to go on when Danielle was between 6 months of age and 3 years of 
age.  As Danielle got older, between the age of two and three, when Tracy's friends came to the house 
Danielle was always pushed to play in her bedroom.  When Danielle was about four years of age Tracy 
and Danielle went to live with family member 4 for a while.  At the end of 2001 Tracy moved in with her 
sister, although it didn't work out as they started arguing.  Then she went back to stay with family 
member 1.  
 
Family member 4 first met Lee Gaytor around March 1999.  She had a relationship with him that was on 
and off for a couple of years.  He is described as someone who, when not doing what he wanted to do, 
"would storm out or just not talk to you for ages".  Apparently he was never violent to family member 4 
although he did, on one occasion, grab her and push her down on to a couch.  He was described as 
“frightening when he was like that".   
 
Around August 2002 Lee Gaytor's relationship with family member 4 finished.  Allegedly Lee Gaytor 
moved in with family member 4 in late June/beginning of July 2002.  Tracy had moved there 
approximately at the end of April/beginning of May 2002.  Family member 4, Lee Gaytor and child of 
family member 4 moved into the final address in Inverness in August 2002.  Family member 4, prior to 
this, did feel that Lee Gaytor had some involvement with the Police.  She would sometimes not see him 
for months and he would say that he had been in jail.  She found out long afterwards that he had never 
been in jail, but did know that he had been in trouble with the Police.  He said he used to do "some 
dodgy stuff" but was never questioned by family member 4 in detail.  He was allegedly found to be 
sometimes under the influence of drugs.  When he stayed with Tracy allegedly both of them took 
ecstasy and speed.  He was alleged to have taken cannabis prior to that.   
 
It was stated by family member 4 that when Tracy and Lee Gaytor were taking drugs, they would tell 
Danielle to go upstairs all the time.  She was often never allowed downstairs "even like during the day".  
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Apparently whilst at Argyle Street, she often wasn't allowed to go out to play.  It appears that Danielle 
being sent to her room became more of a feature when Lee Gaytor came on the scene.  The last time 
family member 4 saw Danielle was in the middle of August 2002 when she went to Argyle Street to get 
the rest of her stuff from the house.  During the period between June and August 2002, Danielle would 
dress herself, would get breakfast and supper but no dinner.  Family member 4 tells of sometimes when 
going shopping she would put things in the trolley like "Smiley Faces" Lee Gaytor would turn around and 
make statements such as "what are you putting that in the trolley for" and "you are not allowed to have 
dinner".   
 
Family member 4 reiterated that even when Danielle stayed at Merkinch she wouldn't get fed properly.  
If she would go straight to her own house after nursery she wouldn't get fed at all.  Danielle would 
sometimes be given a yoghurt a day or she would just get a pudding, the powder pudding boxes "or 
something like that". 

 
On questioning family member 4, the reason Danielle was not originally on the roll for Merkinch Primary 
and instead was initially requested to be enrolled in St. Joseph's Primary (Appendix 4) was due to Tracy 
thinking that Danielle may get bullied (as Tracy had fallen out with her friend whose daughter would be 
attending Merkinch Primary). Danielle couldn't be enrolled at St. Joseph's school.  Therefore Tracy 
enrolled Danielle at Crown Primary. 
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B.  ANONYMISED WITNESSES TO POLICE INQUIRY 
FROM THE CROWN AREA 

 
 

 
The Police have some evidence from the community that a child who could have been Danielle was at 
times unsupervised and on one occasion not properly dressed in the three months leading up to her 
death.  From statements taken by the Police at the time the following evidence has been adduced. 
 

 
A manager of a company working in the Crown Area some time between June/July 2002, became aware 
of a young girl who started coming into the branch with whom they assumed was her parents. 
Sometimes the girl would come into the shop and sometimes she would wait outside. Two different men 
would accompany the girl’s mother.  The manager knew that they all stayed in Argyle Street. The 
manager would see the girl being dropped off at Crown Primary School and being collected by the 
female and two males. Sometimes they were in a group and on other occasions only one of the males 
would be with the girl.  On five or six occasions during the summer months the manager saw the girl 
wandering around the area on her own.  She was so young and the manager remembered being 
concerned for her welfare.  He saw her going into a newsagents on two occasions on her own.  She 
always seemed to cross the road ok and waited for the green man before crossing, but the manager was 
concerned because Kingsmills Road was busy and she was so small.  
 
Sometime in August 2002 at around 11.00 hours the girl entered and put a 1 pence piece on the counter 
and said “can I have a packet of skins for my mum.”  The manager was worried that something may 
have happened to her mum.  The child was wearing a nightdress with a black thin material jacket and 
socks, but didn’t have shoes on.  The manager explained that he couldn’t serve her and that she’d have 
to get her mum to buy them and asked if her mum was still sleeping.  She replied “no” and the child left 
the shop. When the child left the shop, she crossed the road on her own.  The manager then saw an old 
lady approach her and walk with her in the direction of Argyle Street. The impression was formed that 
the lady was merely concerned about her welfare and was taking her home. The child was described as 
having long fine blonde hair just past shoulder length.  She was of slim build.  She was wearing her 
school uniform every time the manager saw her and was “happy go lucky”.  Her mother usually wore 
jeans and boots and always looked very tired and had “heavy eyes”.  The manager did not know any of 
their names, but they’d normally come in and buy Buckfast and amber leaf tobacco which comes with a 
free pack of cigarette papers.  
 
A neighbour in Argyle Street spoke of a little girl called Danielle who came along and started speaking to 
her in her garden during the summer of 2002.  She asked the neighbour her name and told her where 
she lived. She also told her that she had just moved with her mum and that she used to live “down the 
ferry”. She followed the neighbour into her house.  Over those summer months the neighbour received 
many visits from Danielle who was really friendly and chatty. She always seemed happy.  The only 
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concern of the neighbour was that she was never supervised; her mother couldn’t have known where 
she was. One day mum came looking for her and the child was in the neighbour’s house at the time. 
Danielle ran outside, the neighbour following, going to speak to the mother. The neighbour said “hello” 
but only got "hi" in reply.  Sometimes the neighbour thought that Danielle was a bit reluctant to go home.  
Danielle told her that she wasn’t allowed out after tea and the neighbour never saw her in the 
evenings… 
 
This information given to the police is consistent with statements by family members.  It is a reasonable 
inference that these witnesses were speaking of Danielle Reid.  
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C. SOCIAL WORK 
 
Social Worker 1 
 
Social Worker 1 commenced working in the Carsegate Team in 1999.   The Carsegate Team at that 
time was described as well staffed.  Social Workers felt really supported within their initial year of 
employment.  Around that time, the Social Worker managed caseloads, was able to be quite proactive, 
give clients holistic care and have contact with schools.  Liasing with various agencies at that point, “felt 
manageable”.     
 
Social Worker 1 then described a point where staff moved and staff were not replaced.  In fact, the 
typical daily routine changed, “quite significantly”.  (Appendix 5) 
 
Things worsened around mid to end of 2000.  By late 2000 into 2001 pressures within the Social Work 
team increased dramatically.  Social Worker 1 expressed the continuing need for "more than induction” 
for Social Workers, even if they were fully qualified.  They needed time allowed for, “bedding in” quite 
distinct from supervision.  The Social Worker clearly stated, “I think there needs to be some structure put 
in place to support newly qualified Social Workers in the statutory sector”.  Further information was 
gleaned regarding general issues such as the level of training available to Social Workers during their 
degree course.  Training on Child Protection was described as, “limited”; a module perhaps spanning a 
few weeks.  Apparently it is similar in the Diploma course.  This particular Social Worker was able to 
attend a "Recognition Course" in Child Protection 6-7 months after entry to post.    
 
Social Worker 1 described a lack of comfort in documenting information on the SSID (Social Services 
Information Directorate) computer system.  Secretaries on the whole would tend to put the information 
into the computer and this appeared to be on a somewhat ad hoc basis.  It was difficult to elicit detailed 
criteria as to what was logged on computer at that time. 
 
In relation to information sharing, Social Worker 1 believed that inter-agency communication at that 
stage was reasonably good.  On more specific questioning, it was clear that specific issues, for example, 
eliciting information from Police, on for example an adult who had a criminal conviction, could be 
problematical.  On attempting to elicit the level of Social Worker contacting the appropriate level of 
Police Officer to glean information, there appeared to be no clear formalised system in operation on a 
day-to-day basis (despite guidelines issued).   
 
Social Worker 1 reported that his memory was unclear in relation to Danielle regarding the detail of 
communications in 2001.  He referred mainly to documentation, when answering.  The Social Worker 
remembered little in relation to information on Danielle coming through from the Elgin area when 
requested, but did remember positive information being provided from Health Visitor 1 when contacted. 
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Social Worker 1 said that Health Visitor 1 had stated, when contacted, that she was aware of the family 
and that there were family support mechanisms in place such that there were not any real concerns.   
 
Social Worker 1 also reported that again his memory was hazy and reflected that Health Visitor 1 had 
not actually met with the mother at any time.  On questioning how anyone could therefore state that 
there were no concerns, Social Worker 1 felt this response was in relation to the family support 
available.  Social Worker 1 felt that due to pressure of other work; continuity of this case may have been 
passed to another Social Worker.  When asked if that chain of referral to other Social Workers in the 
team would be logged, Social Worker 1 replied that it would have stayed, “in the duty baskets until the 
duty worker at some point picked it up”.  
 
In relation to the checking of information which came through on referral to Social Worker 1, he had little 
memory of the decision making process.  
 
When asked if there were other previous Social Work contacts somewhere else in Social Work archives, 
Social Worker 1 replied that he did not know.  On asking if there was information in relation to the family 
living in Elgin, Social Worker 1 replied that he did not know, but did have concerns in relation to the 
subsequent sequence of events especially in hindsight. 
 
On further questioning regarding the anonymous call in November 2001; Social Worker 1 stated that 
anonymous calls were received quite a lot by their office.  He stated, “they are always really difficult to 
make some sort of value call on…… it is very difficult to validate information”.  He said Social Workers 
had to spend too much time fulfilling the system requirements  “perhaps I would suggest too much of 
that energy, which meant there was very little time and space and energy left for actual kids and 
families……..”. 
 
Social Worker 1 said that, because of the increasing difficulties with staffing he had noticed clearly the 
threshold for Social Work input was gradually going up.  Social Worker 1 described the need for, “a 
prioritisation process” because of limited staff on the ground.  When Child Protection Procedures were 
instigated, priority was given to allocation of a Social Worker.  Vulnerable families who were not 
monitored via formal Child Protection Procedures were therefore not accessing appropriate support.   
 
Social Worker 1 felt there required to be an acknowledgement that the statutory Social Work Department 
could not cope and there required to be much more openness both in sharing some of the responsibility 
across agencies but also in getting the voluntary sector much more involved.  Social Worker 1 was 
disappointed in having to move out of Social Work Services as he felt Social Work could still offer a lot 
and felt that there should be much more holistic training dealing with children and families.   
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Social Worker 2 
 
Social Worker 2 worked in the Carsegate office at the time of the initial anonymous phone call in 
November 2001. Social Worker 2 stated that from around August 2001 the Social Work complement 
was down to approximately 60% of total and there was probably less communication on an inter-agency 
basis than currently. Social Worker 2 also made it clear that in 2001 there was no formal training 
provided on Child Protection Guidelines.  
 
It was stated though that the Social Workers were always able to discuss any Child Protection concerns 
during supervision with their line manager and also would discuss if a call was taken in relation to a child 
concern.  Social Worker 2 stated that the supervisor would always keep notes as well as the Social 
Worker and a photocopy of the supervisory notes would be on file as well as in the Social Worker’s 
notes.  With regards to logging on computer system in 2001 “we were scrabbling around for computers”.   
When asked how much of hard copy notes would be logged on computer; Social Worker 2 replied, “I 
wouldn’t do it - it’s mainly referrals”.   The Social Worker indicated that two years ago it was very ad hoc, 
what would be logged on computer. 
 
Social Worker 2 also described how at least by 2003 Health staff would always send a GEN1 
(formalised referral form) at the time of making a referral. (In fact when Health staff were questioned 
about this form many were unaware of it, and certainly did not use it.  This may have changed at the end 
of 2003 with the introduction of the new Child Protection Guidelines, but nevertheless requires to be 
thoroughly audited throughout Health and Social Work departments).  
 
On questioning of Social Worker 2 about decisions in relation to investigations it was stated that a 
designated Social Worker, i.e. ‘Team Manager’ level should always be the one speaking to the 
designated Police Officer for the Police.   
 
No standardised system for home visits secondary to duty calls, was available around the time of the 
initial anonymous call to the Carsegate office.  By August 2003 there still were no written criteria with 
regard to timescale for completion of a home visit.  Nevertheless, a new duty team had been developed 
by 2003.  Social Worker 2 gave further detail about the new duty system.  The system commenced in 
May 2003 with the plan that new referrals would only be held by the duty team for a period of six weeks.  
By August 2003 many of those cases had still not been handed on to the long-term workers.  
 
Further information was then obtained from Social Worker 2 with regard to involvement with Lee 
Gaytor’s ex-partner. Lee Gaytor separated from his ex-partner in January/February 2002 and she has a 
child by him. Allegedly Lee Gaytor was known to be violent to his ex-partner.  The Social Worker 
provided information from Gaytor’s ex-partner of how violent he was when she was with him and that 
she would call the Police.    
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When Social Worker 2 was questioned further about the number of occasions that Lee Gaytor’s ex-
partner had contacted the Police she said “on several occasions, yes”.  Social Worker 2 related, “yes I 
think it was, she always felt that she wasn’t heard”.  Social Worker 2 could not answer whether it was 
specialised Police Officers who attended.  
  
Discussion then ensued in relation to standby services and criteria for logging important information on 
the computer system such that information would be appropriately available to standby.  By August 2003 
still no guidelines were in place for work that should be considered urgent, important, appropriate or 
necessary to log on the computer for purposes of awareness of the standby system. It appears that this 
was left to the discretion of every worker.  
 
One Standby System was operated by all Social Workers in area teams providing a service for Standby 
at least once per month. It was acceptable for Standby to ring workers at home to glean information 
(obviously dependant on the workers not being out for the night at a crucial time!).  Social Worker 2 did 
reiterate a marked shortage of Social Workers on the ground.  Social Worker 2 also felt other resources 
were short and when asked to clarify stated “you know resources are so short ……… although we are 
getting more and more support workers …………… you can see some families heading for crisis and if 
you can just get the support in ……… but we are so short of the support workers who can just maybe 
just do a couple of hours…”.  Social Worker 2 stated relationships with Merkinch Nursery were an 
example of good practice in terms of supporting families. She also stated that Social Workers now use 
NCH and Sure Start a lot. She stated that some schools were indeed better to work with than others in 
terms of supporting families. 
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Social Worker 3 
 
Social Worker 3 was the Team Manager at Culloden.  When she arrived at the Culloden Area Social 
Work team in 1997, it was fully staffed and a very experienced team.  It had also been a very stable 
team.  One year later approximately, there began a very slow turnover of staff.  By around 2001/2002, in 
fact the team had not been up to full complement for the previous two years.  
 
The current situation (i.e. 2003) was a very much less experienced team, an enormous increase in 
pressure placed on new Social Workers and Team Managers in the new system.  “Social Care Workers” 
have been established.  Their training may be something like HNC for Social Care or SVQ level or 
perhaps a Degree in Social Sciences but not a Diploma, nor a ‘CQSW’. This effectively meant “almost 
inevitably after a phone call they……. probably just come and run it by you; it's exhausting at times but 
it’s a learning process and it takes 30 seconds”.  Social Worker 3 reiterated that they had “lost the 
majority of their experienced staff”.  It was clear from discussions with Social Worker 3 that not all 
workers in the new duty teams had Child Protection Training (including Recognition and Response 
Course).  The “Recognition and Response” Child Protection Course lasts one week and is based in 
Inverness.  There was a “big shift” in the experience of that particular Area Services Social Work Team 
from around October 2002 (see Appendix 6 in relation to  staffing levels in 2002 and 2003). 
 
Social Worker 3 stated that around November 2002, one member of Social Work senior management 
came to the office to look at strategies for supporting staff.  One strategy was to ask a Team Manager 
from another office to cover some of Social Worker 3’s cases on the Child Protection Register.  In that 
particular area team around that time they had 21 children on the register.  By December 2002 it was 
down to 15.  By January 2003 down to 9 and Social Worker 3 stated “so we were managing to move 
children off the register” (Appendix  7 in relation to Register figures).  The Social Worker spoke highly of 
her Area Services Manager at that time (now deceased).  She stated “he was very supportive, he was 
out quite often and it was him trying to encourage us to say, yes you can go and get temporary staff in”.  
She stated that… “the idea of the referral officers came from him.”   When Social Worker 3 was asked,  
“do you have a lot of vulnerable children, like parents with Mental Health problems, domestic violence 
issues, do you have a lot of that?” she replied, “yes there’s a trend, there’s definitely a trend, a common 
story, this picture.”  
 
The staffing in the team at the time of the call regarding Danielle in November 2002 was low.  Social 
Worker 3 agreed that the duty system was under pressure with lots of people having to fill in such that 
everyone in the team was on the rota at that point and that included trained and non-trained staff. Social 
Worker 3 described a diary that was kept at the time in the office which contained a lot of cases marked 
by staff that had been on duty.  This included cases which remained unallocated and the cases that had 
been unable to be reallocated.  Contained in the diary were also visits that were planned by workers who 
were on leave or panels to be covered “so what we had at that stage was an A4 size sheet for each day 
and in fact we couldn’t get a 2002 diary at that point, so from about the summer we had been printing 
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out a month at a time, a diary sheet and we were just putting in as much as we could, appointments 
reviews, anything like that, that was just to be shared ….. and that was kept in the basket.”  
 
Social Worker 3 confirmed that at the time of the call in November 2002, no contact was made with 
Police to gather further information. Social Worker 3 said that this is not done on a day-to-day basis.  
She said that it would not be automatic to ring the Police even if there was an anonymous call; for 
example when a woman was saying she had been terribly battered by a partner. In Danielle’s case from 
that call onwards the case was not closed.  It remained an open and unallocated case.  Social Worker 3 
further confirmed that the referral re Danielle in November 2002 was never logged on a computer 
system. She said that there hadn’t been as many computers at that time and the main Social Worker 
involved in the case had not had his computer training. The computer system is called SSID (Social 
Services Information Directorate).  In fact Social Worker 3 stated that the Social Worker commenced 
work on 4th November 2002 and took the call in relation to Danielle on 26th November 2002.   
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Social Worker 6 
 
Social Worker 6 worked in Social Work Standby Services i.e. Social Work out of hours emergency 
services. He had not only a managerial but also a participatory role.  There was one worker in the office 
at Inverness at any one time at night and several on call Social Workers who could be called upon if the 
central worker’s assessment required further on the spot help e.g. a home visit.  Social Work Standby 
Services also had access to family support workers in the Inverness area who could support families in 
specific tasks as long as it was commissioned by a Social Worker and agreed by their managers.  Those 
support workers were used in conjunction with a Social Worker on occasional visits out of hours. 
 
Social Worker 6 reported on average about 30–35 calls out of hours per month in the Inverness area.  
This was said to be the bulk of the call outs in the Highland area.  The cover was provided from 5pm to 
9am and at weekends 24 hours per day  
 
On questioning as to how a judgement is made during the night as to whether or not a child is believed 
to be at immediate risk; the co-ordinator believed that this judgement could only be on the basis of the 
information received from the people informing them about the situation.  This appeared to be mainly on 
the basis of information given from the referrer rather than an automatic gleaning of information from 
other sources by set criteria.  Contact would always be made with the Police if there was consideration 
that a “joint investigation” may be required that evening but it appears that calls would not necessarily be 
made to the Police simply to determine whether they had additional information pertaining to any case.  
It appears that calls to the Police are made generally when there is a situation of non-accidental injury.  
On being pressed though, the Social Worker couldn’t really think of many cases where they would not 
ring the Police.  For example, in a suspicion of malicious intent by an anonymous caller contact with the 
Police would usually be made.  The Social Worker felt that less than a quarter of the calls were 
anonymous to their unit (anecdotal).  
 
It was clearly stated by Social Worker 6 that the computer system (2003) was not effective…”because it 
does not give us out of hours, the kind of information that might assist us to make the judgement about a 
situation or to form our assessments of situations because it is not routinely used as a recording tool by 
the organisation other than as a basic information tool”.  Providing further detail, Social Worker 6 stated   
that even name, age, date of birth and address could routinely be missing on computer logs.  For 
example basic information on habits of a drug addict mother who perhaps was or is on a high level of 
methadone with top ups, is not on the computer.  Social Worker 6 stated “even when there are notes, 
and at night we scroll back six months to see where the detailed note is that tells you about a mother 
being on “x” amount of methadone; you know it is really a laborious chore.  What we tend to rely on is 
that some of the information near the top of the list will be pertinent information to the current and recent 
situation”.  Social Worker 6 has for some time been trying to encourage staff to put relevant and 
pertinent updated information on the SSID system to assist in risk assessments by standby services. 
Some teams attempt to do this whereas Social Worker 6 said  “other teams as I say don’t really use that 
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system”.  Social Worker 6 went on to say “no, they don’t use it in note keeping…it may be on hard copy; 
well mostly people keep their records on paper form in their office and we don’t have access to that 
paper form of information…”.  When asked if this meant that Social Work Standby Services essentially 
often had no information available in order to perform a risk assessment; Social Worker 6 stated “often”. 
 
Social Worker 6 confirmed it was imperative to have better I.T. systems and necessary access to 
manual records.  He stated that SSID provides names on the register and whether there have been any 
previous enquiries.  For example one can count that there have been three or four enquiries or instances 
in the past few months.  "They may or may not be written up but at least they can be counted”. Even the 
minutes of case conference decisions made and some form of Child Protection plan is not provided to 
Social Work Standby.  
 
Social Worker 6 did state that on regular meetings with fellow managers around the Inverness area, 
people were encouraged to put information on the system.  Once again, Social Worker 6 replied “but 
people don’t use the SSID system which is the system we use”.   
 
Social Worker 6 confirmed that there is a risk that out with hours Child Protection Orders may not be 
taken due to lack of appropriate information.  In particular this would again mean that appropriate urgent 
Child Protection action may not be taken. 
 
Social Worker 6 did say that they tend to get quite a lot of ad hoc calls from Social Workers prior to 
weekends by email, fax or phone, alerting; regarding an evolving crisis over the weekend.  
 
The drop in registrations of children on the Child Protection Register nationally over the years was then 
discussed.  As a major feature of the standby system is to check the register; then without a thorough 
back up system of information sharing particularly with regard to vulnerable children (often no longer on 
the register) these evolving Child Protection issues may be missed.  
 
Social Worker 6’s view was that thresholds were lower in Highland in terms of identification of the 
vulnerable compared to some other areas of Scotland. Social Worker 6 was asked directly “is there any 
standardised risk assessment process in Highland?”  His response was “not in the child care field that 
I’m aware of… its one of these issues that we all talk as a group about assessing risk…but none of us 
use standardised risk assessments”. It was clear that Social Worker 6 had visited other areas in 
Scotland in an attempt to glean some form of standardised risk assessment process.  It was clearly 
reported that in Highland “it's not systematically done”.  It was put to Social Worker 6 that there was 
some ongoing work in risk assessments in the Highland area (as reported to myself at interview by 
senior management).   Social Worker 6 was unaware of that work.  
 
Social Worker 6 reported his perception of pressure on child care workers in Highland was much greater 
within the last three to four years.  Social Worker 6 reported “certainly the pressure is greater on us for 
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out of hours as a consequence because work is not being done or people not available to talk to clients 
during the day……so our business has been up as a consequence and the bulk of our business is child 
care namely sixty percent, maybe more”. 
 
Social Worker 6 also stated that Social Work Standby cannot access criminal justice information 
overnight.  If someone is a Schedule One Offender or “controversial character” a flag will come up on 
the SSID system but nothing apart from that (see Appendix 8 in relation to definitions of controversial 
characters used in the standby system). 
 
On final questioning about whether it was the norm to disturb other workers at home to attempt to glean 
further information Social Worker 6 stated that often people would be in when called for information but 
they did also make efforts not to disturb them unnecessarily.  
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Social Worker 9  
 
Social Worker 9 had qualified in Sept 2002.  She commenced in the Culloden Social Work team on 6th 
November 2002.  She did not have any Child Protection training and therefore was not able to be 
involved in Child Protection cases. Apart from a very brief period in another local authority Highland was 
her first post.  This Social Worker was involved in general duty calls from at least the beginning of Week 
3 which apparently meant dealing with any calls that came into the office that “weren’t allocated cases”.  
These could have included calls related to Child Protection.  When Social Worker 9 was asked how she 
knew what checks to make and who to call to get information she stated “well the basic check was to 
check the system, the computer system; to see if they were known”.  She also related that if it was a 
young child she would tend to find out who the Health Visitor was and phone the Health Visitor.  She 
confirmed there were no written criteria to assist her in deciding whether a case should be referred on as 
a Child Protection case.  
 
When asked if she would ever phone the Police directly, the response was “No, but that task would 
always be performed by a senior Social Worker”.   Social Worker 9 confirmed that she would not 
normally phone the Police directly unless they were mentioned in the original referral.  In that case she 
might gather further information from them.  
 
Social Worker 9 talked about the new duty system (introduced May, 2003). Two referral officers 
(previously called Social Care Workers) and three basic grade Social Workers make up the referral and 
assessment teams i.e. essentially the “duty teams”.  These teams are supposed to hold a case for six 
weeks and then if required it should be passed to an allocated worker.  Teething problems were 
described with the new system, again mainly due to level of demand and staffing issues. In terms of 
getting information from the Police “well sometimes if its, you know, the Data Protection Act and things; if 
that’s going to be affected, then it can be difficult but on the whole its usually alright”.  The example she 
provided was “if a parent was in custody over the weekend and the Social Worker phoned and asked 
what they were charged with, sometimes the Social Worker would not be provided with that information”. 
 
Social Worker 9 accompanied Social Worker 10 on 29 November 2002 when he attempted to make a 
home visit to Tracy Reid and Danielle. 
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Social Worker 10 
 
Social Worker 10 commenced work at the Culloden Social Work Team in November 2002.  In terms of 
training, he had a Social Work degree and as part of that, three previous placements: one in a 
community welfare setting, one was in a large teaching hospital and one working with Mental Health 
issues.  
 
Due to the perceived lack of experience of Social Worker 10 in Children and Families work, the Team 
Manager and Senior Social Worker decided to use him working predominantly on the duty team in the 
first instance. 
 
Therefore Social Worker 10 spent several months being on duty basically every day and had a very 
limited long-term caseload. Social Worker 10 had regular supervision with his senior every fortnight for 
approximately two hours and there was informal supervision on a daily basis.  On being questioned in 
relation to ease or difficulty of obtaining information from other agencies around about November 2002; 
Social Worker 10 said “there are some schools that are brilliant; some schools were really good; some 
General Practitioners are really good.   General Practitioners are notorious, very difficult to get 
information from without their client’s consent”…”and they would want to specifically hear from the 
clients that they could have permission to do that".  Social Worker 10 said, there is the opportunity to 
ring around other teams and say, “Do you know anything about this? Do you have any files to look 
at?….. and I don’t think we do that enough”. Social Worker 10 described blockages to information 
sharing as well as time constraints preventing appropriate and necessary sharing of information.  
 
Social Worker 10 also described problems with feedback to agencies when information indeed was 
provided. When questioned in relation to detail in guidelines about information sharing he was asked “Is 
there much detail in those guidelines about how much information one should share and who one could 
share it with, consent issues and how one should deal with them or is that left to discretion?” the reply 
was “We are given the guidelines.  You get them when you start the job and then I never got into the 
habit of going back over them to see if I was doing correct procedures.   I took more of an opportunity of 
sounding out with my supervisor, my senior or my manager”. Social Worker 10 was asked about training 
on the guidelines around November 2002 and replied that “training was very minimal” …”bordering on 
non-existent, so the training was basically: this is what you have got to do.  This is how you’re going to 
learn.  Just get on with it”.  When questioned about recording referrals on paper documentation and on 
database, Social Worker 10 stated “there is not an administrative system whereby it is always the 
administrator or secretary who would log things onto the computer – no”.  Whether administrative help 
was provided depended on how busy you were and how busy the admin staff were.  This meant that 
whilst specialist Social Workers were already terribly under strain in November 2002 they were also 
expected to log data on the computer themselves on numerous occasions.   Sometimes training in 
relation to this process was also delayed. Social Worker 10, on receiving his SSID training, six weeks 
after coming into post, did attempt to go back over his six weeks of work and his handwritten records to 
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add any appropriate valuable information onto SSID.  Social Worker 10 stated, “I did do that and I was 
told not to” by someone more senior than himself i.e. a manager.  Social Worker 10 stated, “yes, so 
basically the argument was that it is written, we have a copy of it, you’re so busy doing other things that 
there is no possible way you could do the backlog of six weeks work.  As soon as I did my SSID training 
the expectation was that I would always record from that point onwards. That is brutally honest”…”it is 
something that I was very conscious of and I was uncomfortable with but the reality was I didn’t have the 
time to go back and do it”.  
 
Social Worker 10 was then questioned about how he decided whether or not to instigate Child Protection 
Procedures in any set of circumstances.  Those who had not completed the Child Protection Recognition 
Course were not allowed to do Child Protection work in the Department. 
 
Social Worker 10 was not aware of any guidelines which would have helped him to decide whether he 
was dealing with a Child Protection case.  
 
On 26th November 2002 Culloden Social Work office received a telephone call from family member 3 
expressing concern that Danielle was being neglected by her mother and new boyfriend.  He alleged 
that mother and the boyfriend Lee Gaytor were on drugs and not feeding Danielle or taking care of her 
and that the extended family hadn’t seen Danielle for some time.  That call was taken by Social Worker 
10.  It transpires that the call came through late in the afternoon of 26th November and in fact it was the 
first day that Social Worker 10 was on duty by himself (although there was a manager around in the 
office).  There was no other back up duty worker.  Social Worker 10 stated it had been a busy afternoon 
for him.  Family member 3 initially asked to be kept anonymous.  He did not want to disclose who he 
was or where he was, which was initially respected.  He mentioned Tracy Reid’s name and he 
mentioned Danielle’s name.  He eventually said, “I am the uncle” but still would not give his name.  The 
Social Worker asked what school the child attended and who was her General Practitioner.  Family 
member 3 was unable to provide any of that information.  Social Worker 10 asked if there was someone 
that he could contact that could give that information.  Family member 3 then said “contact (family 
member 1),  and she will be able to tell you”.  He subsequently gave the Social Worker her phone 
number.  At the end of the phone call Social Worker 10 again asked “what is your name?” and family 
member 3 disclosed it but said that if Social Work were going to do any follow up he did not want Tracy 
to know he was the one that made the phone call.  Family member 3 apparently stated that these were 
his concerns and he was leaving it to the Social Worker to decide what to do.  That same afternoon, 
Social Worker 10 rang family member 1.  She already knew that family member 3 had been in touch and 
in fact had asked him to ring because she wasn’t keen on doing it herself.  She allegedly repeated some 
of the same concerns that Danielle wasn’t going to school and that she was being neglected and she 
thought Tracy and her new boyfriend were using drugs.  She knew the school attended was Crown 
Primary School and she knew the General Practitioner’s practice but also stated she did not want Tracy 
to know that she had telephoned.  Social Worker 10 told her that they would make some phone calls and 
probably go out on a visit and get back to her afterwards.  A form was completed but no information was 
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entered on computer (as the social worker still had no training on logging on computer by this stage).  
Nothing else was done that day.  He did not consult with his manager. 
 
Next morning Social Worker 10 was on duty again.  Social Worker 10 believed he needed to seek 
clarification from the senior about the next step.  Social Worker 10 states that he was not concerned 
enough the previous afternoon to discuss it with the senior at that time.  If he had thought it may be a 
Child Protection Inquiry he would have gone immediately to the senior.  The Social Worker felt this was 
a case where information gathering required to occur first and then report back to the senior.  There was 
some difficulty in contacting the Head Teacher of the relevant school, Social Worker 10 felt getting 
information from some Educational establishments was difficult (although there was no indication of this 
in relation to Danielle’s school in particular) even after the period surrounding the call about Danielle.  
Social Worker 10 was told by the Head Teacher’s secretary that day that Danielle was no longer a pupil 
at the school and stated that “she has not been at school since 9th October”.  It was reported to the 
Social Worker by the secretary that Tracy had gone in on that day (9th October) to the school and had 
said that she was taking Danielle out of the school and that they were moving to Manchester.  Social 
Worker 10 asked the secretary if there had been any concerns at the time that they were at the school.  
The secretary replied “no” and that nothing whatsoever suggested to them that she was being neglected 
or in any danger or anything like that.  No enquiry was made by the Social Worker in particular about 
drug use.  Social Worker 10 says it was not until much later that he realised that Danielle had only been 
a pupil at the school for six weeks, therefore the school would hardly know the family.  The Social 
Worker then tried ringing the General Practitioner and couldn’t get through.  A message was left at the 
surgery to return the call as soon as possible.  There were several missed phone calls for a period of the 
following weeks and eventually the Social Worker and General Practitioner spoke together.  
 
The Social Worker spoke with his senior on the 27th November having not been able to speak to the 
General Practitioner to gather further information.  The senior suggested that the Social Worker should 
do a home visit and see if they could meet with the family.  That decision was taken on 27th November.  
The home visit was done on the 29th November and it was an unannounced visit as there was no phone 
number for the Social Worker to be able to contact the family.  The Social Worker explained that there 
was a diary in operation in relation to home visits at the time.  If it was deemed to be a “Child Protection 
case” no one bothered with the diary but would simply go straight to a home visit.  If it was not deemed 
“Child Protection” (as in this case) the visit went into the diary and got prioritised according to staffing 
issues, other people’s workloads etc. Social Worker 10 said that they got into the habit of trying to have 
a visit within a week of a phone call if it was not a Child Protection concern.  Visits seem to have been 
allocated more on the basis of fairness of workload rather than prioritisation of the families’ needs due to 
the shortage of staff. Social Worker 10 agreed that it would be helpful to have clear criteria in relation to 
prioritisation of visits when it was not deemed to be a Child Protection case.  How a non-Child Protection 
case was prioritised depended on the judgement of the individual worker.  He also stated that  “there 
were some families that came back repeatedly onto the duty system because they were unallocated”.  

[Social Worker 10 stated in fact by 2003 the number of staff in the office had doubled.] 
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At the visit on 29th November, the Social Worker could not drive so was dependent on other people 
chauffeuring, or on taking the bus. Social Worker 9 accompanied Social Worker 10 to the house.  Social 
Worker 10 knocked on the door - there was no one there.  On the mailbox there was a name which 
Social Worker 10 could not remember; but it was not the name Reid.  Social Worker 10 assumed that 
indicated they were at the wrong house so went back to the colleague and said there is a different name 
on the mailbox.  The Social Work colleague stated “They might not have changed it.  Just go back”.  The 
second Social Worker did not get out of the car but was simply going to wait to see if there was 
someone in, take off and then come back. Social Worker 10 went back to the door; knocked a couple of 
times; there was no answer. He looked through the front window and there were no signs of life.  They 
were there for about five minutes. Social Worker 10 wrote a note with his name on it asking for Tracy 
Reid to contact.  This was slipped through the door and he left.  Social Worker 10’s thoughts at that time 
were that the school had said the child had moved to Manchester and that Tracy must not be there, “I 
had gone to do a visit just to make sure they weren’t still here”. As that was the Friday afternoon, this 
was not reported back until Monday 2nd December.  It was the following week that the Social Worker 
finally spoke with the General Practitioner.  The General Practitioner is described by the Social Worker 
as being helpful in relation to sharing information “she didn’t give me a hard time at all like some General 
Practitioners do”. The General Practitioner related that she hardly knew the family and had only seen 
them twice.  They had not been seen since February 2002 when Tracy had taken Danielle for a check 
up before she started school.  The Social Worker then asked if there were concerns in terms of Tracy’s 
appearance.  He inferred that he was hinting about the drugs issues but did not actually ask specifically 
about it.  The General Practitioner replied “not at all” and commented that in fact they were extremely 
attached and loving to one another. 
 
The Danielle case was one of the cases discussed at supervision that week.  The case was also 
discussed with a Manager who had basically decided some one and a half weeks after the call that if it 
was going to be pursued any further it was the responsibility of Tracy to contact the Social Work 
department (if she was in town).  This was due to Social Work working on the assumption that the family 
had moved to Manchester and there was no concern by the General Practitioner or School.  Social 
Worker 10 was asked if it was standard practice to call the Police as well.  He replied, “it depends….  I 
would never call the Police if it was never suggested”. Social Worker 10 said, “we spend lots of time 
talking to the Police.  Kids get arrested; kids get charged with doing all sorts of things.  Family members 
and the Police have a lot of information they can share with us and they usually do.  In this case they 
were never used as a source”.  Social Worker 10 was of the view that there were no circumstances to 
warrant discussing it with the Police.  There appears to have been an assumption by Social Work at that 
time that the information in relation to drug taking “could be rumours, a bit more malicious”.  This was 
one of the reasons given for not contacting the Police to gather more information. There were also no 
previous Social Work archives available on the family apart from the referral of November 2001, which 
was on the “SSID” computerised system.  Apart from looking at the SSID note, no attempt was ever 
made to retrieve manual records or to contact the other team who had been involved in 2001.  Social 
Worker 10 stated that “…it wasn’t like this must be checked in every case it was like …in some cases 
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you were pushed to do it but in other cases it was just an idea for you to get confirmation of 
something…”.   On being asked whether by 2003 a system had been put in place to ensure checks were 
made; Social Worker 10 replied “no”.  Social Worker 10 confirmed that there was no onus in the 
Inverness area in procedures for Education or Health in ensuring all relevant information was provided 
and shared with Social Work in relation to vulnerable children.  The Social Worker spoke with family 
member 1 on 16th December; some three weeks after the initial phone call.  The Social Worker had been 
requested by the senior or manager to make that phone call the previous week but had never got around 
to doing it because of other work.  It was decided not to contact both family members but just family 
member 1 because she was the one who gave the most information and had been the most recent 
contact.  It was assumed that family member 1 would pass information onto family member 3.  Social 
Worker 10 also stated “if I had left it for someone else to phone; the chances were it would have taken 
much longer to get the information and stuff”.  (This again was an indication of the short staffing around 
at that time and lack of continuity by an individual in any one case.)  Social Worker 10 also stated that 
the short staffing was further compounded by the holiday period.  People were taking holidays, three 
people were resigning at the end of November “it was just a nightmare time…it was complete chaos, 
frantic and it was just we didn’t know whether we were coming or going with a million things to do and it 
was very difficult to prioritise the stuff”. 
 
When Social Worker 10 spoke to family member 1 on 16th December she did not challenge the fact that 
they were not going to pursue things further.  The Social Worker asked family member 1 if the family had 
left Inverness.  He was not allowed to disclose Manchester as a potential destination as it would not 
have been fair to disclose this if the mother (Tracy) had not wanted family member 1 to know.  Family 
member 1 stated that she had not seen Tracy and Danielle for three or four months and the last time 
family member 3 would have seen Danielle would have been in October.  Family member 1 said that 
she had made phone contact with Tracy to ask what Tracy wanted her to buy Danielle for Christmas, 
Tracy had hung up the phone, being very abusive towards family member 1. At that time the relationship 
between family member 1 and Tracy was very acrimonious. Social Worker 10 stated that family member 
1 was known to the Community Care Team (“which was next door to us”).  When asked if information 
was shared between the Community Care Team and the Child Care Team the answer was “it depends”.  
Any information that is on database; can be viewed by both sections.  The Social Worker did not look 
specifically for information in relation to family member 1 on the system but rather only searched for 
Danielle Reid and Tracy Reid. When asked if there are ‘flaggers’ on the system to connect through to 
other family members; the Social Worker said that there were some warning indicators.  Also it was 
noted that it was not commonplace to ring any named drugs workers to ask about the situation with that 
person and indeed commented that it would be fair to say it is variable what prompts contact with drug 
workers for information.   
 
Social Worker 10 received a further phone call from family member 1 on 3rd January 2003.  There had 
been a standby referral to Social Work on 1st January re Danielle Reid “missing” and that the Police 
were investigating and searching for her.  That afternoon, family member 1 rang to ask if they had found 
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her.  The Social Worker replied, “I don’t know anything”. Social Worker 10 had then telephoned the Duty 
Sergeant.  The information given to Social Worker 10 by the Police Sergeant at that time was that family 
member 6 was in a pub.   Christopher Gaytor, brother of Lee Gaytor had said that they “had done the 
child in” or “they murdered her” or something.  He had gone to the house with the Police Officer, found 
Tracy and Lee at the house but couldn’t find Danielle.  Police interviewed Social Worker 10 on 8th 
January subsequent to the discovery of the body. 
 
That same day the Social Worker was straight back into normal day-to-day duty by which time the office 
was already down to four or five workers and even more short staffed than before.  
 
Social Worker 10 told me that he had never documented the visit of 29th November at the time.  When 
asked by his manager on 8th January to write down his recollection of the visit (for purposes of an 
internal review), he briefly described the details which happened that day.  The Social Worker estimated 
or guessed at that day and guessed incorrectly and therefore documented it as 3rd December.  At some 
point later the Social Worker was able to get the correct date from their Social Work colleague from her 
written time log for her travel expenses.  This is why, in the Council Internal Management Review, the 
date of the visit is documented as 3rd December and not 29th November.  Apparently that erroneous date 
was also quoted in the newspapers.  
 
After the events, Social Worker 10 felt there was little support available for him.  Social Worker 10 
stated, “I have been expected to continue working and getting on with what I have to do.  My workload 
increased after the event.  My caseload tripled if not quadrupled by the end of January”.   The one key 
theme which Social Worker 10 identified that required immediate redress was “stepping up supervision”.   
Social Worker 10 believes that in the Internal Review the Council alluded to the fact that all decisions 
were made without consultation with his senior or management.  According to Social Worker 10 this was 
not the case as two discussions with the senior had taken place and two discussions with the manager.  
However none of those supervision notes were recorded and documented so were never submitted to 
the Council’s Internal Review.  The Social Worker described two new workers in the team who don’t 
have Social Work qualifications who are on the duty team.  That decision happened in April 2003.  They 
allegedly did not receive any training apart from what they got on the job. Social Worker 10 was clear 
that in Social Work service’s attempt to increase staff numbers, that certain things had been revamped.  
People had been taken away from one team and put into another.  The Social Worker stated that there 
were two trainees in the office who at the time of speaking were unqualified doing the same kind of work 
as him previously and stated “Why are they there?  After what has happened, people there are not only 
expected to do what I had to do but don’t even have a qualification?  The people with no Social Work 
qualification are actually working as “Duty Officers” or “Referral Officers” or “Duty Workers”…or 
something like that so they are not called Social Workers”.  
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When asked, Social Worker 10 wished two key issues to be raised in recommendations.  These were 
the need for training prior to commencing the job as well as ongoing training and the need for a 
formalised supervision programme which was not “ad hoc” as the current position in 2003.  
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Social Worker 7  
Operation’s Manager (Children and Families) 
 
I put it to Social Worker 7 that from other interviews I had felt she had a very committed workforce with 
people under enormous strain and stress, often taking work home at night and working late.  I also put it 
to Social Worker 7 that Social Workers had shown their frustration.  They were not able to do Social 
Work tasks that they wished to do and often were unable to complete tasks.  Social Worker 7 felt that 
this indeed had been a developing trend over a number of years in Social Work due to considerable 
standardised documentation and reporting systems.  Workers perceive that takes them away from face-
to-face contact with children and families. 
 
Social Worker 7 said that the Director had meetings about supporting staff and some of these issues 
had been raised.  She herself had gone to one of these meetings.  Social Worker 7 described in 
previous years when she herself worked in an area team, in another authority area.  There were huge 
caseloads, hardly any supervision and very little structure to the work.  Whereas in Highland she felt that 
things had improved immensely and some of the things that the workers were mentioning were in fact 
protective to some extent to the Social Workers themselves.  They would be more able to demonstrate 
the basis of their decision making and take shared responsibility with their supervisor.  Social Worker 7 
accepted that Social Workers were not able to visit often, children who had gone through the system and 
were now “Looked After and Accommodated” (by the local authority).  She had recently attended a few 
meetings with groups of foster carers who were vociferous in their criticism of the Children and Family 
Team Social Workers, in relation to the lack of visiting.   
 
She had previous experience herself in an area team in another local authority area.  In previous years 
Social Workers had huge case loads, hardly any supervision and very little structure to the work but 
nowadays, and certainly in Highland, in her view, the supervision had improved immensely.  In fact the 
systems in place were intended to be protective of the Social Workers.  Social Workers were also more 
able as a result to demonstrate the basis of their decision making. 
 
On returning to the issue of those children where concerns have been raised and who may be 
vulnerable and cannot get an allocated Social Worker, I asked where the buck stopped?  Social Worker 
7 said that written instructions had been issued to every Children’s Services Manager telling them that 
they must inform her and that they must inform their Director if they were having difficulty allocating 
cases and that these were top priority.  She went on to say that Child Protection registered cases and 
children looked after and accommodated cases were top priority.  They must be allocated and if they 
were unable to be allocated they had to be reported.  Social Worker 7 said that it did not get fed back to 
her that some of the Child Care Teams were exceptionally under stress.  She stated that invariably at 
monthly supervision sessions, the staffing issue was raised and that staff sometimes talked about 
morale.   
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I asked if she felt that children in Inverness were getting an adequate and reasonable current service 
from Social Work and if not whether that was due to the various types of pressure on Social Work.  
Social Worker 7 said that she thought they did get an adequate service but had to say that her first hand 
knowledge of cases would be limited because she was two or three layers of management away from 
the people actually doing the day-to-day work.   
 
Having said that she did meet regularly with the Area Manager from the area, who she had a lot of faith 
in, and believed he was very supportive to his front line staff.   
 
In relation to how many children who were vulnerable, may not be getting a service, Social Worker 7 felt 
that she did not have the evidence for this.  One of the ways to achieve that would be via a consistent 
standardised risk assessment format and the manager stated that had been an outstanding piece of 
work in Highland for some time.   
 
They had been waiting for the Scottish Executive to deliver on a standardised document which to date 
had not occurred and therefore felt that they would need now to produce their own Highland version.   
 
When a review was done by an external auditor of decision making at case conferences, there would 
often be no evidence of any written risk assessment on cases.  Social Worker 7 felt that this was mainly 
because the process at that time was not requiring staff to do it and if staff are not required to do 
something then they will not make time to do it.  Therefore, there is nothing in the paperwork or guidance 
insisting a risk assessment is conducted.  Therefore, when people talk about risks at case conference, 
the manager did not think this was done in any standardised way.   
 
I then asked Social Worker 7, how could it be beneficial to children to simply reduce the number of 
registrations of children on the Child Protection Register.  Social Worker 7 said that there had not been a 
push in the Highlands to do this.  There had been, in the Highlands, an apparent disproportionate 
number of children who were registered under a category of emotional abuse.  Social Worker 7 agreed 
direction to de-register was happening elsewhere in some pockets, but there had been no direction to do 
this in Highland.  
 
I put it to Social Worker 7 that there had been a considerable drop in registrations recently (although a 
slight pick up again in the figures).  She felt that this was due to figures previously not being reliable and 
in fact not even being terribly reliable at this point (2003).   
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Social Worker 8  
Director of Social Work 
 
Social Worker 8 agreed that there needed to be much stronger emphasis on standardised needs and 
risk assessment.  She stated that she had been encouraging the Scottish Executive for some time to 
look more closely at that issue and that resources were being made available in Highland in an attempt 
to progress it.  She also recognised the importance of detailed information sharing between agencies in 
order to appropriately assess risk, particularly in families who were not known well. 
 
Social Worker 8 also stated that sharing of information between all departments of Social Work was an 
essential pre-requisite to determination of risk.  The current computer system was reported as being 
decommissioned (2003) but a more up-to-date system was being put in place particularly in relation to 
facilitating cross referencing of information between departments. The new system would at least flag 
that there is something else somewhere on the system to go and find out about.  Apparently, a 
computerised database was being developed in the community care setting to attempt to electronically 
share information between agencies.  Social Worker 8’s hope and expectation was that if that could be 
established for community care then it should be able to be established for children.   
 
There was considerable discussion in relation to staff morale, staff numbers and staff training.  It was 
also put to Social Worker 8 that the perception of staff on the ground was that vulnerable children 
sometimes do not receive allocated Social Workers and priority is given to children on the Child 
Protection Register.  Social Worker 8 was hopeful that vulnerable families would increasingly be 
identified and managed better through initiatives such as community schools, inter-agency school liaison 
groups and resourcing through Changing Children’s Services Fund.  Social Worker 8 was aware that in 
particular, children with a disability were not always appropriately getting allocated Social Workers and 
she was looking into that problem.   
 

At the time, Social Worker 8 was quite upbeat about the progress that had been made in Highland 
Social Work Services since her appointment in 1999.  Resources to Social Work Services had 
apparently approximately doubled to around twelve million pounds per annum.  Social Worker 8 felt that, 
even though recruitment to Highland was an on-going problem; innovative measures had been 
instigated to avoid crisis such as appointing trainees who would become fully qualified Social Workers 
within a few years.  This of course meant pressure on the role and responsibilities of managers and 
others within Social Work teams which therefore created a necessity to adapt to considerable change.   
 
She noted there had been recruitment difficulties. She particularly felt that too many people had been 
recruited from overseas at the one time, and therefore required more intensive induction into Teams.  
She also stated that redeployment in the Highland area was more difficult due to geographical issues 
and long distances involved than in other areas where she had worked.  She stated that at the time of 
the call in relation to Danielle Reid that the Worker perhaps was not clear enough on what was expected 
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from Senior Management in the Team (relating to the 2002 call).  In relation to the November 2001 call 
to Social Work, Social Worker 8’s view was that the Police should perhaps have been alerted at an 
earlier stage and there should have been a Home Visit at a much earlier stage.  She stated that this has 
been strongly reinforced to staff since that time.   
 
Regarding Social Work’s response to anonymous calls Social Worker 8 suggested there was a danger 
that staff can react to the fact that the call is anonymous rather than gathering the facts in the routine 
usual manner.  She felt that the issue of anonymous call responses should be strongly reinforced by 
training in the future.   
 
In relation to Social Work’s knowledge of the perpetrator, Social Worker 8 had, when once notified of the 
death, sought out the Social Inquiry Report on Lee Gaytor provided by Social Work to Dornoch Sheriff 
Court in 1997.  The Social Worker apparently described Lee Gaytor at that time as someone who got 
himself into things too deep and couldn’t get out.  Social Worker 8 noted that it was possible that he kept 
offending without being charged or apprehended but he had certainly not come through the Social Work 
Criminal Justice System Network, although it was quite possible that Police would know but that Social 
Work Criminal Justice would not. 
 
I asked Social Worker 8 about potential destruction or loss of Social Work records in Moray.  She 
wondered if in fact the records may have been destroyed, as Tracy Reid was never a “Looked After and 
Accommodated Child”.  There were apparently National standards in relation to Social Work record 
keeping or archiving pertaining to Looked After and Accommodated Children but I could not elicit from 
Social Worker 8 any criteria pertaining to other children’s records.   
 
Social Worker 8 expressed her own reservations in relation to the computerised recording system for 
Social Work and the ability to cross link information from different departments within Social Work.  She 
stated a culture was required within the Department as a whole to search for other records / information 
in different departments.   
 
In relation to standardised needs and risk assessment Social Worker 8 said there was much diversity in 
practice and there was evidence in relation to varying percentages of children being registered when a 
case conference was called in different areas in Highland.  She stated that this was further evidence of 
the need for standardised needs and risk assessment.  She did nevertheless state that it was untrue for 
staff to say or imply that allocation of Social Workers was difficult particularly if the child was not on the 
Child Protection Register or under statutory supervision.  She said she asked staff to inform her of such 
difficulties with allocation but that it was quite difficult to get that information from her staff.  She stated 
that she had tried to bring a greater managerial culture into managing scarcity and to do that effectively.  
She stated for example that if someone was not able to get a service that this case should no longer be 
open as there was no point in having a case open with nothing happening.   
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In relation to information sharing in general Social Worker 8 felt there needed to be a clear directive 
(particularly for Health staff). 
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D.  POLICE INVOLVEMENT  
 

Synopsis of Information Recorded by Police on ‘IMPACT’ 
System from 31.12.02 to 7.1.03 

(Provided by CPC to Author) 
 
 

1. Initial call was received at 23.56 on 31/12/02.  The message refers to the death of an 
unnamed individual.  The first “write off” timed at 07.03hrs refers to the fact that the informant, 
family member 6 has been told that his step-granddaughter had possibly been the victim of an 
assault.  The entry goes on to outline an explanation offered by the mother, Tracy Reid, that 
the child was with an unnamed person.  The on-call Social Worker was contacted but unable 
to provide full details other than to state there were 2001 records giving concern. 
 

2. The second entry outlined a second explanation from the mother providing the name of a 
person allegedly in charge of the child in Bishop Auckland.  A mobile telephone number is 
provided. 

 
This entry clearly demonstrates concern by the enquiry officer at this stage and resulted in a 
search of the dwelling house, and a number of attempts were made to contact the phone 
number provided. 

 
3. The next entry amplifies the concern felt by the Police Officer and outlines the key points 

which give rise to his unease. 
 

4. Entry number 4 simply states further attempts to ring the mobile number. 
 

5. Entry number 5, time 21.13hrs states same. 
 

6. Entry number 6, time 06.32 on 2/1/03 demonstrates house checks only. 
 

7. Entry number 7 outlines checks made with Durham Constabulary and continuation of attempts 
to call telephone number.  This entry is timed 12.29hrs on 2nd January. 

 
8. Entry number 8 clearly states well being of the child is priority. 

 
9. Entry number 9 timed at 15.24hrs on 2/1/03 re-classifies the enquiry as Child Protection. 

 
10. Entry number 10 reveals Durham address, unoccupied. 
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On 7th January 2003 the issue is picked up by Detective Sergeant (Child Protection) and a Detective 
Inspector. 
 
Police brought charges against: 
 

 Lee Gaytor 
 Christopher Gaytor 
 Tracy Reid 

 

Initially, these were for perverting the course of justice.  Lee Gaytor was then charged with Danielle’s 
murder. 
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Police Officer 1 
Duty Sergeant 
 
 
Northern Constabulary received a call at 23:56 hours on 31st December 2002.  The call was taken by a 
member of staff at the Forces’ Operations Room and was then passed to the Duty Officer.  It got passed 
over to area through the personal radio system asking for somebody to take that particular call.  Police 
Officer 1 deemed it suitable for himself to take the call.  There appears to have been a full operational 
shift on Hogmanay within the Inverness area.  As well as Police Constables there were two Sergeants 
on duty as well as an Inspector.  Police Officer 1 spoke directly to family member 6 who was the person 
who had contacted the Police just prior to midnight.  
 
The initial call had been a 999 call and the report was that a close family member had died. It was stated 
that the caller’s step-granddaughter had not been seen since October and that his stepdaughter’s 
partner had thrown the child down the stairs.  Family member 6 was concerned for the safety and well 
being of his step-granddaughter.  At that point, the allegation was not made against a person called Lee 
Gaytor but rather simply against a person called “Lee”.  This made a substantial difference to Police 
Officer 1 in that Lee Gaytor was already known to him as there was an outstanding warrant.  Police 
Officer 1 attended the home of Danielle.  Tracy Reid said that Danielle was at a friend’s house for the 
night.  When asked who that friend was; she could only provide the name “Kate” whose mother was 
called Leanne.  Police Officer 1 had taken family member 6 back to Danielle Reid’s home with him in the 
Police car.  Family member 6 initially tried to go into the house but Tracy Reid became very angry and 
belligerent and refused both the Police Officer and family member 6 access to the home.  When the 
Police Officer realised the belligerence was directed more towards family member 6 than towards the 
Police Officer, he asked family member 6 to wait outside, which he did. 
 
Police Officer 1 describes that he was not happy about the whole set of circumstances which were 
presented to him when he met with Tracy Reid at the home.  He was mainly in the couple’s room which 
was a living room which had a mattress on the floor.  In the living room there was a fireplace to the right 
hand side and there was a very large picture of Danielle on the wall.  Police Officer 1 asked Tracy “do 
you have a daughter?” and Tracy replied “yes”. Police Officer 1 said “is that her there?” pointing to the 
picture on the wall behind, Tracy replied “yes that’s my daughter” and there was no change in her 
demeanour whatsoever.  Police Officer 1 believes that he was “conned” by the mother and she was 
speaking to the Police Officer about her daughter as though she was alive. Tracy Reid was dressed in 
night attire at the time and there was pornographic literature on the floor of the living room.  The Police 
Officer in general began to treat the situation more as a Child Protection issue and in light of that, on 
leaving the house, Police Officer 1 decided to discuss his concerns with Police Officer 12.  He also 
decided to find out if the Social Work Department had any information.  The Social Worker was unable 
to provide information about any recent contact.  They stated they had a 2001 record of concern (2002 
having not been logged on the SSID).  Police Officer 1 stated that if he had known the surname of 
“Gaytor” at that time he may have posted a guard in the house until they were able to get together a 
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team furnished with a warrant.  Having said that if they suspected Lee Gaytor was in the house, they 
may have used the arrest warrant at that time which was outstanding. 
 
The discussion with Police Officer 12 took place at 02:00 hours on the morning of the 1st.  Police Officer 
1 then passed his concerns onto Police Officer 4 verbally.  Police Officer 2 and Police Officer 4 went 
together to the house the following morning on 1st January.  Police Officer 1 also completed an OP/48/1 
form (which is a Child Protection form).  This was forwarded to the Reporter to the Children’s Panel.  
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Police Officer 2 
Uniformed Police Constable 
 
 
Police Officer 2, commenced duty at Burnett Road Police Station at 07.00 hours on 1st January 2003.  A 
briefing is held at the beginning of every shift.  During that briefing Police Officer 2 was informed there 
was a concern for the whereabouts of a young girl Danielle Reid, who had been “reported missing” on 
the previous night.  Police Officer 2 was instructed by Police Officer 1 to make enquiry at her home 
address to ascertain her whereabouts.  The morning Duty Sergeant had the information passed to him 
by Police Officer 1 from the previous evening.  Police Officer 2 stated clearly ”there was no concern that 
her life was in danger as far as we were concerned”. When the Police Officer was questioned in relation 
to the original log indicating that the child might have been harmed, he then stated that he was not 
aware of that from the briefing.  The Police Officer was making arrangements to visit the home at 
8.30am, a reasonably civilised hour that morning, but before getting the chance to proceed, received the 
call that Danielle’s mother Tracy was in the Reception Area at Burnett Road Police Station.  She was 
wishing to make a complaint about family member 6.  The Police Officer had previous involvement with 
family member 6 who is perceived to be a somewhat “antisocial” individual when drunk.  In fact the 
Police Officer had been the subject of a previous complaint by the same gentleman in a previous 
incident.  Apparently when sober the personality returns to normal.  Whilst the Police Officer was 
questioning Tracy Reid in relation to her complaint, he took the opportunity to question her in relation to 
the whereabouts of Danielle.  At that stage Tracy Reid informed the Police Officer that Danielle was 
actually in Bishop Auckland in County Durham with Tracy’s partner Lee Gaytor.  It is noteworthy that the 
Police Officer did not have any knowledge of Lee Gaytor as he had never had any previous dealings 
with him.  Apparently at that point Tracy did use the surname “Gaytor”.  The Police Officer asked Tracy 
Reid for an address for Lee Gaytor at that time so that Police could call at that address and confirm that 
Danielle was safe and well.  Tracy Reid either couldn’t or wouldn’t give the address of Lee Gaytor.  The 
Police Officer perceived this to be slightly unusual and asked how she therefore communicated with Lee 
Gaytor and her daughter.  She first of all said that she communicated with Gaytor by mobile phone.  On 
request, Tracy Reid gave the Police Officer the number of Gaytor’s mobile phone or what she said was 
Gaytor’s mobile phone.  The Police Officer felt that Tracy Reid was “stalling” the enquiry and was 
therefore concerned.  Police Officer 2 tried the mobile phone number a couple of times and it rang out 
without response, so he asked Tracy Reid “well, how do you communicate with Gaytor and your 
daughter” as she didn’t have a mobile phone herself.  Tracy Reid told the Police Officer that she went 
round to the Call Box around the corner.  Police Officer 2 was aware that there was a telephone box not 
far away from where Tracy Reid stayed in Argyle Street.  He still felt it slightly unsatisfactory that this 
was the response although did not challenge her much more at that time.  He did ask why he could not 
get the address for Lee Gaytor.  Tracy Reid stated that she did not want to have Lee Gaytor and his 
family bothered by the Police and that she would “be on the butt end of his wrath when she saw him 
again”.  The Police Officer thought to himself at that point “oh well, obviously you are scared of him”. 
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Police Officer 2 then challenged Tracy Reid in relation to her change of story between the previous 
evening and 1st January (having checked on the IMPACT system, the initial write off by Police Officer 1).  
The story had changed from Danielle being at a friend’s house in Inverness (although place unknown) to 
that Danielle was in County Durham.  Tracy Reid explained to the Police Officer that she panicked when 
she saw family member 6 who was with Police Officer 1 when he had called the previous evening.  She 
had panicked as she did not wish family member 6 to have any contact with Danielle or for him to know 
Danielle’s whereabouts.  Tracy Reid stated further that Gaytor and Danielle had gone down to Bishop 
Auckland near the “end of October 2002” and that she had been at Crown Primary School at that time.  
Police Officer 2 asked for the name of Danielle’s class teacher having the intention to make further 
enquiry with the school.  Tracy Reid reported that “she didn’t know the teacher’s name”. This raised 
further concern in the mind of Police Officer 2.  Tracy Reid apparently tried to describe the teacher to the 
Police Officer.  When Tracy Reid was asked when she had last spoken to Danielle, she stated “Boxing 
Day 26th December”. She also said that she hadn’t spoken for long because Danielle wanted to get off 
the phone “to play with her toys”. Tracy Reid’s demeanour was reported as quite calm when she said 
this.  She appeared to have “her wits about her”. Police Officer 2 asked for a recent photograph as 
“that’s a normal thing in a missing person inquiry to get a photograph of the missing person”. Police 
Officer 2 and another Constable drove Tracy Reid back to her home address in Argyle Street with the 
intention of uplifting the recent photograph of Danielle, that was around 9.15am on January 1st.  Police 
Officer 2 was again emphasising the importance of tracing Danielle’s whereabouts.  Although Tracy Reid 
was agreeing with this, she still would not provide the address where Gaytor was staying in Bishop 
Auckland.  On reaching the door of the house at Argyle Street, Tracy Reid then said that she had lost 
her key to the house (Police Officer 2 at that stage felt that Tracy Reid was not being entirely frank with 
him) and felt “she was stalling us”. In fact Police Officer 2 stated that he was “beginning to think Danielle 
was lying in there somehow”. His intention at that point was to “force entry into the house”. He 
telephoned Burnett Road Police Station to get a large red metal ram which was used to put doors in 
(due to the level of his concern).  Whilst the Police Officers were waiting for someone to come from the 
Police Office with the metal ram he had a look around the outside of the house.  There was a very small 
area at the front of the house where there was a wheelie bin.  He looked in the wheelie bin (essentially 
looking for the house key).  Eventually Police Officer 4 arrived with the ram and entry to the house was 
forced.  When Police Officer 2 was asked in relation to his level of observation in the home on entry; he 
said that he was looking in the house with the intention of getting a photograph but was also taking note 
of any sign of children’s clothing or toys lying around.  He had been made aware already that there was 
some pornographic literature in the living room.  It had gone by this stage and there was no sign of 
children’s clothing.  Police Officer 2 also went upstairs to one room.  There was no bed in it.  He stayed 
there until Tracy Reid brought up a photograph.  Other Police Officers in attendance had a brief cursory 
look around the house i.e. including Police Officer 4.  Police Officer 2 reported it was obvious that 
Danielle was not there.  When asked how many bedrooms were in the house, he thought there were two 
bedrooms; maybe one bedroom and a boxroom.  A photograph was provided to him which was “a very 
attractive photograph of a young girl in a flowery sort of dress”.  He left the house stressing again to 
Tracy Reid that should she make contact or receive contact from Gaytor that she should contact the 
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Police as soon as possible.  Police Officer 2 confirmed to me that at that stage he was not aware that 
there was a warrant out for Lee Gaytor.  He left the home at around 9.45 or 10am.  Throughout the rest 
of that morning Police Officer 2 made approximately eight or nine attempts to telephone the mobile 
number and on each occasion “the phone rang out without any response at all”. He did not make any 
contact with Bishop Auckland Police at that stage as he stated “he had no address to send them to”. 
Around about 1.10pm on 1st of January Police Officer 2 and the other Police Constable were driving past 
Crown Primary School and saw Tracy Reid walking in the direction of the Town Centre (which was the 
opposite direction to which they were going).  No acknowledgement was made by Tracy Reid of the 
Police Officers despite the fact that the Police Officers were in a fairly obvious big Police vehicle.  Police 
Officer 2 received a radio message at approximately 1.25pm stating that Tracy was back at Burnett 
Road Police Office wishing to make a complaint again family member 6 i.e. a formal complaint.  The 
nature of her formal complaint at that stage was that at around 1pm (i.e. just ten minutes before the 
Police Officers had seen her) that someone had been “banging repeatedly on her door” and she had 
suspected it was family member 6.  The Police Officers had not noticed family member 6 in the area 
whilst touring in the car.  Tracy Reid wished the Police to warn family member 6 of his action, even 
though she was not certain that it was he who had banged on the door.  Tracy Reid then said that Lee 
Gaytor had received an anonymous phone call earlier that day which was suspected to be from family 
member 6.  Police Officer 2 then asked if Tracy Reid had in fact spoken to Gaytor on the phone since 
meeting earlier that morning and she replied “yes”. Police Officer 2 asked her if she had therefore 
obtained the address that could be checked where Gaytor was staying.  Tracy Reid replied she had not.  
When asked why “she never answered, she just clammed up, she made no reply”. Tracy Reid then 
further stated to the Police Officer that she told Lee Gaytor in the phone call that family member 6 was 
alleging Danielle “was missing”. When asked if she had telephoned the same number as given to the 
Police Officer previously Tracy Reid said, “yes it was”. Police Officer 2 phoned the number immediately 
(i.e. about 20 minutes later than the previous call).  Again there was no response from that number.  At 
that point the Police Officer stated to Tracy Reid “you’re lying to me, you are not telling me the truth”. He 
impressed upon Tracy Reid the urgency of establishing Danielle’s well being.  At that point Tracy Reid 
was nearly crying, tears were welling up in her eyes.  For that reason the Police Officer believes he 
“drew back a wee bit”.  He said “so I really couldn’t go hard at her at that point, as hard as I would have 
liked to”. After allowing her a minute or two to get herself together, Tracy Reid then said that Gaytor was 
intending to return to Inverness that weekend i.e. the first weekend of the year, which was around the 4th 
or 5th of January.  The idea was allegedly that Gaytor was going to collect Tracy and they would all go 
down to Bishop Auckland to start a new life.  Tracy Reid also said that Danielle was going to be starting 
a new school in that area.  When asked what the name of it was; she did not know the name of the 
school. Police Officer 2 drove Tracy Reid back to Argyle Street around 2pm.  On the way, Tracy Reid 
reported to the Police Officer that she had found her key in the wheelie bin at the front door (the same 
wheelie bin that the Police Officer had looked in earlier and had seen no key).  When I asked Police 
Officer 2 if there was a lot of rubbish in the wheelie bin when he had looked, he stated there was a 
plastic black bag that he hadn’t touched, so maybe the key was lying underneath that.   
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In summary, Police Officer 2 stated that he was “unhappy with the situation”. (1) that Tracy wasn’t 
wanting to report her own daughter missing and (2) she didn’t know where she was and (3) she said that 
she trusted Gaytor with her daughter and yet the Police Officer had gained the genuine impression that 
she was scared of Gaytor.  The last thing Tracy Reid said to Police Officer 2 was that she was very 
proud of Danielle and that the photograph that she had given him was when she had won a Bonnie Baby 
Contest in Dundee; when she was younger.  At that stage Police Officer 2 returned to the station and 
made enquiries into Lee Gaytor’s background.  He was alarmed to find that Gaytor had a history of 
violence and threats towards women and children.  That was the end of his involvement after updating 
Police Officer 3.  Police Officer 2 updated the IMPACT system and finished duty around 4pm on the 1st 
of January.  He believes he emphasised to Police Officer 3 that it was important and that further 
enquiries required to be made.  He in fact heard Police Officer 3 (just as he was leaving the office at 
4pm) speaking with a Sergeant to make further enquiry into it.  Police Officer 2 did not return to work 
until Monday 6th of January.  On Monday night of the 6th around 10 o’clock he was asked to go down to 
the Train Station in Inverness with two members of CID as it was believed Tracy Reid was going to be 
coming off a train from the South round about 11 o’clock.  Police Officer 2 was asked to be there as he 
was the only one who could identify Tracy Reid (along with another Constable – i.e. the Constable who 
was with Police Officer 2 when he went to the house on the 1st).  At around 11.30pm the train came in.  
Tracy Reid was identified by Police Officer 2.  
 
I further enquired of Police Officer 2 in relation to recording on IMPACT on the 6th of January.  Apart 
from a note at 05.30 hours in relation to submission of an OP/48/1 form to the Reporter, there is no other 
record whether by Police Officers or CID.  I asked if that should be on a different piece of paper 
somewhere or should it be on IMPACT.  Police Officer 2 replied, “it should be on IMPACT to be honest 
with you”. Police Officer 2 further confirmed that anything that is of relevance to the case should be 
entered on IMPACT and that it is the system for other Police Officers to ensure continuity in the case.  
The entire force has access to the IMPACT system.  When asked about personal notebooks, Police 
Officer 2 confirmed that IMPACT is the system that is used for continuity, as obviously no other Police 
Officer would see what an individual Police Officer noted in their own notebook. When Police Officer 2 
was asked, “why in this enquiry there doesn’t seem to be any log from any Police Officer above the level 
of Inspector?” He replied “you very rarely get a Police Officer above that level making an entry on 
IMPACT, I would not consider it unusual, you don’t often get anybody above Inspector level making 
entries into the IMPACT system”.  Police Officer 2 also confirmed that he had not flagged the issue as a 
“yes” for daily report.  That is a fall back position whereas communication "by word or mouth is the best 
way”.  Further discussion with Police Officer 2 in relation to the IMPACT system confirmed that labelling 
was changed during the enquiry from Missing Person to Child Protection (or children and young people) 
and then Assault.  It is impossible to track back to see the changes i.e. what they were changed from. 
(This has been further confirmed by the author with a Detective Superintendent in liaison and with I.T. 
Co-ordinators.)  
  
  
 



 

 63

Police Officer 3 
 
Police Officer 3 was the Operational East Sector Inspector for Inverness around the time of the Danielle 
Reid Inquiry having held that post for three years.  The Police Officer had been with the Northern 
Constabulary for a total of 22 years.   
 
Police Officer 3, when asked about recording in relation to the IMPACT system stated that previously 
missing person’s recording was done on a form of lined paper.  With the advent of IMPACT and since 
Police Officers had become reasonably familiar with it, IMPACT has become the standard way of 
recording things on missing persons and indeed any Police incident that requires action in an 
operational sense.  
 
The IMPACT system was apparently introduced into the force in 1995.  Training in relation to IMPACT 
may still be an issue.  Police Officer 3 stated that at the end of 1995 he started an operational role in 
training and was there for two and a half years.  He was then subsequently on a project in Headquarters 
and moved to his current operational role in 2000.  Police Officer 3 further reiterated “we have no set 
rules on what we will check and in what depth we will check”. When asked if there were any set criteria 
in relation to the documentation on IMPACT, Police Officer 3 stated “none that I have ever been made 
aware of as an Inspector.” When asked categorically if the Area Commander was informed of every 
missing person (as per Crime Management Manual at the time (Appendix 9) – this Crime Management 
Manual has been reviewed in 2004 (Appendix 10)).  Police Officer 3 stated “Our practice in Inverness 
….. we do not routinely inform the Area Commander of every missing person”. However, Police Officer 3 
did state later “at the outset of every Missing Person Inquiry the Area Commander will become informed 
at a briefing ……I would not routinely tell my Area Commander about each and every one of these.  In 
Inverness last year, I happen to know this, there were 1047 missing persons”. The memory of Police 
Officer 3 is that at the briefing meeting on 3rd January (he has notes to this effect) he stated “there are 
enquiries being made to trace Danielle and the failure of Tracy Reid to provide an address for Lee 
Gaytor”.  The Area Commander was present at that meeting.  The Superintendent i.e. Area Commander 
had come in especially for the meeting on Friday 3rd as there had been no briefing meeting over the 
holiday period of 1st and 2nd of January.  
 
Police Officer 3 stated clearly that his formulation of the situation, after having information passed to him 
by the Duty Police Officer, was “my concerns at that time were for the child, where was this child and 
why were we not able to find her?” Police Officer 3 further stated “nobody that I am aware of, in all my 
time, and nobody in this force has ever had a mother who has been party to the death of a child who has 
remained in the same house for three months thereafter and then tells the Police that the child is fine 
…..”.  By just after 2pm; on January 1st the Force became aware of the Intelligence on Lee Gaytor in 
relation to his past violence, although Police Officer 3 states “I can’t remember reading that in detail”. 

Police Officer 3 stated clearly that a full Transaction Log had been created by I.T. for the internal inquiry.  
This had not been provided to the author of this report (at time of interview but was later requested and 
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received by the author).  Police Officer 3 was categorical that the call had been classified as a “Missing 
Person”.  Police Officer 3 stated clearly that he changed the Incident Log from a Missing Person to Child 
Protection on entry number 9 on the 2nd of January.  When asked to explain this, Police Officer 3’s 
rationale was that he decided at the time that whenever this child was found, the Police would not just 
say this child was found and call it a day.  The Police Officer said he had serious concerns about the 
well-being of the child in whatever circumstances she was found.  This is why he felt it needed to be 
detailed as a “Child Protection Inquiry”.  Police Officer 3 has continued to work as a designated Police 
Officer for Child Protection throughout the Internal Inquiry.  The inquiry appears to have focused on the 
basis of documentation and recordings on the IMPACT system.  Police Officer 3 stated, “I have put my 
thoughts (and I will say it) but I have lived to regret it.  But I put my thoughts on to IMPACT which isn’t 
the wrong thing to do but it has taught me a severe lesson and it is wrong that we have a system where 
if you make a decision and you record it you could be punished for it.  You make a decision and it is not 
recorded and you are not punished".  Police Officer 3 goes on to say later “I think, that you would get 
very few entries on our force which would actually say what the thought process of somebody was when 
you did something”. 
 

Police Officer 3 also informed me that no request was made since September 2003 to be interviewed by 
myself despite repeated requests by the author.  The author had been informed that internal procedures 
were still ongoing.  In fact they were completed by 5th November 2003 (Appendix 11 - email from Police 
Officer 3).  There apparently had been no attempt by Police Senior Management to request further 
interviews on behalf of the author until 22nd April 2004.  This has been a major factor in delay of this 
report i.e. delayed access to some of these crucial Police Officers.   
 
Police Officer 3 also explained that he has always been acting as a designated Police Officer in Child 
Protection despite no training.  Police Officer 3 said that he was acting as “Deputy Designated Police 
Officer” at the time.  Police Officer 3 also spoke of how the other Inspector on duty in the evening would 
have also made decisions in this case. Police Officer 3 stated that the incident again was reclassified on 
IMPACT as assault by entry 15 on the evening of the 8th January.  According to Police Officer 3, 
whenever a missing person is found dead it would be unusual to change it to assault but rather “we 
would change missing person to death once the body has been found”….. ”we would change from 
accident to death if a road accident results in a death”. On specific questioning Police Officer 3 stated 
clearly that there was nothing in Force Guidelines which states that a Police Officer making decisions 
must document those on IMPACT. Police Officer 3 made it clear when further challenged in relation to 
his decision to change the log to Child Protection rather than Missing Person “no, as far as I am aware 
Child Protection has greater status so certainly when you think we don’t have an onus for missing 
persons we have an onus for Child Protection…. ”  “I was not diminishing that enquiry”. Police Officer 3 
also stated that not every missing person is flagged “yes” for daily report. Police Officer 3 described a 
Missing Person Inquiry, that he had seen the day before interview which had 31 pages on it.  This was 
not flagged “yes” for daily report.  The flagging for daily report is totally dependent on manual flagging by 
the Initial Supervising Police Officer.  According to Police Officer 3 he spoke with Police Officer 6 on the 
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3rd who said “keep an eye on it over the weekend and we will speak about it again on Monday”. Police 
Officer 3 when further challenged admitted he was aware of Police Officers who were involved in making 
decisions who were not asked to provide Operational statements to the Internal Disciplinary Police 
Inquiry i.e. concerning the time that Danielle was reported missing up to the time of her body being 
found.  
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Police Officer 6 
 
Police Officer 6 was the Senior Investigative Police Officer at the time of the Inquiry. Police Officer 6 
confirmed that in October 2002, daily briefings commenced.  There had been briefings prior to this time 
but there was an attempt to formalise them and give them a more structured format and on that basis 
there was an agenda that was produced for each meeting so that specific people could report on 
different areas of responsibility.  Normally the meeting would be opened by Police Officer 14 or his 
representative (i.e. one of the two Chief inspectors).  The Area Crime Co-ordinator reviewed incidents 
marked up in the briefing system which were requiring attention (“there is a process in place with the 
IMPACT system for doing that”). It was stated that the role of the Duty Inspector was to report on 
operational matters “he reports specifically on missing persons, the day’s events which had taken place 
regarding court, resource issues and any other crime or any other trend”. Police Officer 6 stated 

“certainly in the period between 27th December and 6th January I was actually on a period of annual 
leave but due to the staffing issues that were ongoing I had made an agreement to come in to certain 
briefings to discuss what had taken place over that period, just to make sure we were aware of any 
issues that were on going in my capacity as Detective Inspector …….. ”. On asking over the 1st and the 
2nd, “even although you are on holiday people call you at home and up date you”, his response was 
“basically that’s the way it works,  …… I mean my situation was I had wanted to use up some of my 
days, I had family there; so the position was I was available to come out for calls.  I had sufficient staff to 
manage the department for the day-to-day investigation but we thought we would come in and deal with 
any major inquiry that may or may not present itself”. On specific questioning “I mean were you actually 
under paid employment that day …..?”  Police Officer 6 replied, “Absolutely, I came in that day”. Police 
Officer 6 states in relation to a briefing meeting on 3rd January “as it moved towards closure and we were 
leaving the room, there was mention made by Police Officer 3.  He was overseeing a Child Protection 
issue which he described as being in hand at that time ……” “there was no detail given in relation to the 
inquiry and certainly the way that it was delivered, certainly didn’t give me any cause for concern”.  
……… “Basically because I do not have that Child Protection remit really, I didn’t think anything further 
about it and assumed that it would continue as normal as Child Protection”.  Police Officer 6 was in fact 
in the office in relation to another inquiry on the 4th and 5th January. Police Officer 6` realised that when 
he came back to work on the 6th that he had an incident number logged informally on a piece of paper 
(Incident No. 45700).  He decided to have a look at it and had some concern when he looked at the 
contents of the entry as he stated it appeared to be “an allegation you know from a Mr. ..........., he had 
reported the initial information …… that a five year old child had died after being thrown down the stairs”. 

Around lunch time on 6th January a whole range of enquiries were instigated surrounding the mobile 
phone contacts of Tracy Reid and Lee Gaytor. Around tea time on the 6th, information came to hand that 
suggested that the mobile phone was in the Inverness area.  Police Officer 6 confirmed that an OP/48/1 
form to the Reporter was only submitted on Monday 6th despite the category being changed to Child 
Protection on the 2nd.  
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Police Officer 7  
 
Police Officer 7 was the reporting CID Officer in the case i.e. the Deputy Senior Investigating Officer.   
 
Police Officer 7 first became involved on Monday 6th January around 10 or 11 am when Police Officer 6 
asked him to look at a particular entry which related to a “Missing Person/or possible Missing Child/Child 
Protection Inquiry”. Police Officer 7 thought “mm could be a problem here” …… “obviously there was 
some kind of issue that hadn’t been picked up on”. Police Officer 6 could not remember “whether it was 
classified as a Missing Person or Child Protection”. On asking Police Officer 7 what his “take on the 
matter was himself” he stated “it merited further enquiry to try to find out where the kid was basically; 
that was the priority to make sure the kid was safe and well”. On the way back to the office the Police 
Officer stopped at Argyle Street and knocked on the door.  There was no answer.  His colleague 
checked around the back.  They left the house at that point and went to speak to family member 6.  They 
took a statement from him with regards to the information that he had from the brother of Lee Gaytor i.e. 
Christopher Gaytor.  This appears to be the first formal statement taken.  The Police Officer then went 
back to the house in Argyle Street and again tried to gain access and tried to locate where Lee Gaytor 
and Tracy Reid were.  Again, there was no response.  According to Police Officer 7, after that time there 
was information that came to the Police that suggested that Lee Gaytor and Tracy Reid were actually in 
the house.  A number of Police Officers were therefore sent to the house and the door was ‘put in’.  The 
house was searched and vacated and there was no sign of anyone in it.  Nevertheless, there was a 
suggestion from imprints found on the ground at the rear of the house that somebody had recently come 
out from a window.  It is now known allegedly, that people did vacate the house from the window at the 
time when the Police were at the door.  This allegedly had occurred when the Detective Constable and 
Police Officer 7 had gone to the house in the afternoon.  Allegedly Lee Gaytor had seen the Police 
Officers in the street; guessed who they were, Lee Gaytor went out of the window at that point.  Tracy 
Reid allegedly was hiding in the kitchen at that stage.  Later on that evening information came to the 
Police to suggest that Lee Gaytor was at an address in Nairn.  There was also an outstanding 
apprehension warrant for him.  A number of Police Officers were dispatched to the address in Nairn to 
arrest him on the outstanding warrant.  Information at that time was also received that Tracy Reid was 
on a train heading South to Edinburgh.  She apparently turned and started coming back the other way.  
The train also broke down on the way from Aviemore to Inverness.  The Police were aware of this due to 
Tracy Reid having been in touch with Lee Gaytor by mobile phone. This was detected and traced by 
other sources by the Police.  Tracy Reid told Police Officer 7, in the Police car on the way back to the 
Police station from the train station, that Danielle Reid was dead.  Police Officer 7 asked “well where is 
she?” Tracy Reid replied “she is in the river”. She described that the child was in the river “off the Black 
Bridge”.  This turned out to be “a pack of lies as well because that wasn’t where the body was 
recovered”. At around 5 o’clock on Monday 6th January, Police Officer 7 and another Police Officer 
attended the Keg Bar and tried to find Christopher Gaytor.  It was by sheer chance that Christopher 
Gaytor entered the bar.  He was taken to the CID car and interviewed in relation to the statement he had 
made to family member 6 on Hogmanay.  This was that Danielle was dead and that Lee Gaytor had 
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thrown her down the stairs and killed her.  Christopher Gaytor initially denied that.  He was warned about 
giving false information and running a very serious risk of imprisonment for attempting to pervert the 
course of justice.  He didn’t seem to take that on board and was allowed to go.  The following day, after 
Tracy and Christopher Gaytor had been arrested on Monday night 6th January, Police Officer 7 was 
involved in reports and was stood down at 6am on the 7th.  He returned to work at 2pm on the 7th by 
which time he was informed that Christopher Gaytor was in custody having been picked up that morning 
from his work.  He had confessed to assisting in the disposal of the body and had identified to Police 
Officers where the body had been placed.  A diving team was brought in from Central Scotland Police 
first thing on Tuesday morning, which is normal procedure.  During the interview with Tracy Reid the 
memory of Police Officer 7 is that she attempted to distance herself from the murder.  She told Police 
Officers allegedly that she was “out of her face on speed” (amphetamine) mostly certainly from the time 
that the bairn had died.  She told Police that the “bairn had died at the beginning of November”.  Police 
Officer 7 provided me with further evidence that arose from the Police Inquiry in relation to Danielle’s 
quality of life prior to her death.  This was provided to Police by a number of witnesses, including Tracy 
Reid.  
 
From the information gathered Police Officer 7 reported “well the information we had was that basically 
Danielle spent most of her life in the bedroom.  She wasn’t allowed in the living room when Lee Gaytor 
was in the house; particularly if he was doing drugs in the house, whether it be taking speed, cannabis 
or whatever or had friends in, Danielle was always sent to her room".  Tracy herself actually said “there 
were occasions when Danielle had tried to come down the stairs in the house and Lee had actually “lost 
the plot altogether”, grabbed the lassie and actually hauled her up by her arms, lifting her off her feet and 
dragging her back upstairs to the bedroom where he hit her repeatedly” ….. “this was a regular 
occurrence, apparently from the time that he moved into the house” ……”he hit her yes, dragged her 
about by the hair, by the arms” ……”Yes, and basically I don’t think the lassie had much of a life to be 
honest with you; she was banished to the bedroom for probably a great deal of her time.  On other 
occasions I would imagine that because the mother had a serious speed habit she was left to her own 
devices.  When Lee Gaytor wasn’t there she was allowed to go out and wander about the streets and I 
know some neighbours we spoke to were talking about the lassie being sent down to ask to borrow five 
pounds for food ……”   
 
Police Officer 7 also revealed how the child was seen in night clothes trying to buy a box of matches.   
 
The Police Officer confirmed that “the fall out with the family was down to the fact that Tracy had started 
having a relationship with Lee Gaytor".  
 
On further enquiry in relation to IMPACT documentation Police Officer 7 confirmed that he was the 
person who changed the heading i.e. incident log on the front page which was originally perceived to be 
Missing Persons.  He changed it to ‘Assault’.  Police Officer 7 stated clearly that he could not remember 
what the heading log was at the time he changed it.  This was because, up until that point the issue 
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allegedly had “not been classified as a crime”. The 3rd field in the IMPACT system is classified as “a 
Crime Recording System” which details whether it is a crime “yes or no” and if it is a crime “is it detected 
or undetected”. If it is a detected crime, one has to mark the heading on the original page as to which 
type of crime.  On the IMPACT system, that is the only field which can be changed on the front page.  
Police Officer 7 therefore changed the field to assault as a particular type of crime.  Police Officer 7 
confirmed that the Holmes logging system commenced on 6th January, therefore one would still expect 
all logging prior to that to be on IMPACT. Police Officer 7 also confirmed that Senior Police Officers were 
not expected to document on IMPACT. When asked if the rationale for Senior Police Officers direction or 
the rationale for their decision making would be documented on IMPACT Police Officer 7 clearly stated 
“no”. 
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Police Officer 11 
 
At the time of the Danielle Reid investigation Police Officer 11, was within the Crime Management Unit 
of Area Command i.e. Area Crime Co-ordinator.  He had commenced that role in October 2002.  That 
role involved various duties including monitoring standards of enquiry, crime recording standards; what 
was recorded as crime and what wasn’t; how was it investigated, who was the case allocated to i.e. CID 
or uniform.  It was to all intents and purposes a quality assurance role. 
 
At the start of each day Police Officer 11 would trawl the IMPACT Incident Logging System.  There was 
also a Police Constable to assist him in that regard, first thing in the morning.  From 8am onwards the 
Sergeant would trawl the Incident Logging System for “everything” – crime and non-crime.  For instance, 
he would search for notes that required further attention or bringing to the attention of the Area 
Command Management Team.  It would then come to the attention of the Area Command Morning 
Meeting. It was held at 9.15am and was still held in 2004 at 9.15am. 
 
To prepare for that, the Police Officer in question would specifically look at everything that was flagged 
for what was called the “Morning Report” i.e. what was logged in the specific “daily report box” on the 
right hand side of the IMPACT recording sheet.  Police Officer 11 reminded me of the areas that should 
be flagged for daily report.  These were Missing Persons, Child Protection issues, any detected crimes 
(for example, assaults, thefts, sexual offences).  “They should all be flagged up”. These can only be 
flagged manually by placing a “Y” in the daily report box i.e. this is done manually by the reporting Police 
Officer.  It had to be flagged by approximately 5am in the morning prior to morning report.  This also 
meant that if you were working night shift, came in and flagged it before going off duty; it would not 
appear until the following day’s morning report.  “That is already one loophole if you like or one crack in 
the pavement that something might fall through”. 
 
The Police Officer stated that was why a Police Constable was also available to manually trawl through 
everything else i.e. “every single incident that had been logged the previous day”. 

 

Police Officer 11 stated clearly that “of note with this incident was the fact that it was not marked up as 
either a Missing Person Inquiry or a Child Protection Inquiry or a Crime” ……”it was logged at that point 
as “Children and Young Persons” which is …. a different connotation altogether” i.e. logged at the top 
left of Page 1.  Police Officer 11 was reminded that most current evidence pointed to the fact that on day 
1, the incident log was “Missing Persons”, Police Officer 11 denies this.  He stated that if it was marked 
as such on day 1, it had been changed by the time he came in to the office and checked.  He was not on 
duty on the 1st and the 2nd but by the 3rd it had been changed to “CYP” which in fact is neither Missing 
Persons nor Child Protection but rather “Children and Young Persons”. 
 
Police Officer 11 was on duty on the 31st December and finished shift at 4pm on the 31st.  On 1st and 2nd 
January he noted that there is no Crime Management Unit whatsoever in operation due to the Public 
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Holiday.   Civilian Support staff had a further Public Holiday on the 3rd.  Ordinarily, one of them would be 
present at the morning meeting to take minutes and actions.  This was not the case on 3rd January.  
Personnel present at that meeting were Police Officer 14, Police Officer 3, Police Officer 6, and a Station 
Sergeant. As no support staff were available, the actions coming from the meeting were in fact 
documented by Police Officer 3.  Police Officer 11 states “at no point in that meeting was the case of a 
missing five year old girl brought up.  Now ordinarily, missing persons, be they five years old or a 
hundred and five years old are brought up at that meeting” (Refer Appendix No 12A - Agenda of 
Inverness Area Command Daily Tactical 3/1/03 and Appendix 12B - Daily Tasking and Co-ordinating 
Group Inverness Area Command 3/1/03).   
 
If a case was not on the Agenda but was brought up verbally at the meeting it should still go onto the 
actions page, according to Police Officer 11.  As no administrative staff were available on the 1st and the 
2nd Police Officer 3 also printed off the morning report himself that morning (or the night before).  If 
Police Officer 3 had not done so, then Police Officer 11 stated “I would have had to print off 3 days 
worth”. No further meetings took place on 4th or 5th January, as they do not occur on a Saturday or 
Sunday.  Therefore there was no further agenda until Monday 6th (Appendix 13)  At Monday’s briefing 
meeting, present were Police Officer 6, Police Officer 5, a Police Constable, Police Officer 12, Police 
Officer 11, Police Officer 14, Police Officer 3, a Police Constable and Acting Sergeant.  Allegedly, the 
incident was still not picked up at the briefing meeting on Monday 6th. Police Officer 6 on coming out of 
the meeting appeared to realise that something had not been followed through. The crime co-ordinator 
did not become aware that this child was even reported missing until the morning of Tuesday 7th 
January.  The cross-check system therefore failed over Hogmanay/Public Holiday period.   At the time of 
the incident, the Crime Co-ordinator staff were specifically looking at incidents including Missing 
Persons, Child Protection Issues, Suspicious Persons.  Since the Danielle Reid Inquiry, they now look at 
every single incident – “but that’s since then”. Police Officer 11 is adamant that it was logged as Children 
and Young Persons on that Tuesday.  It was not logged as a Missing Person nor was it logged as a 
Child Protection issue (cf. Police Officer 3’s account and further enquiries made later by the author of 
this report on this issue).  
 
It was put to Police Officer 11 that the crime co-ordinating function is a belt and braces issue as indeed 
is reporting on IMPACT.  But surely verbal reporting was important?   Police Officer 11 confirmed that 
the issue was raised verbally at the end of the meeting i.e. whilst Police Officer 3 was leaving.  
Apparently Police Officer 3 stated to either the Detective Inspector or the Superintendent that “there was 
another matter ongoing but that he had it in hand” “Therefore it did not make its way onto the action 
sheet or the tasking sheet”. He also apparently said “that the matter had Child Protection issues”…” he 
was dealing with it himself”. 

 
Police Officer 11 confirmed that indeed Police Officer 3 was a designated Police Officer for Child 
Protection at the time but responsibility overall lay with either designated Police Officer 13 or another 
designated Police Officer.  It appears that they were not on call during that period and therefore it would 
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fall to Police Officer 14 as the person overall responsible for Child Protection issues during Hogmanay.  
Police Officer 11 informed me that in Child Protection cases it is usual that a paragraph will appear as to 
who the case has been allocated to and then you have a point of reference as to which designated 
Police Officer is aware of it. Police Officer 11 also confirmed that in Missing Person Inquiries, if things 
escalate quickly, the  documentation would be to the Holmes system. Also Police Officer 11 stated that if 
anything was “press worthy” “it would all be going on to the Holmes system”. “Policy would be in the 
Senior Investigator’s Policy File”. Police Officer 11 stated that he started in the Crime Management Unit 
in October 2002.  At that stage there were no regular agendas or action sheets even for morning 
meetings. That system had only just commenced and previously it was done on a much less formal 
basis (which indeed Police Officer 3 may have been more familiar with).  Also, since the time of the 
Danielle Reid Inquiry, mini meetings now occur on Saturday and Sunday mornings i.e. weekends. Those 
meetings occur between the Detective Sergeant, Duty Inspector and Station Sergeant.  Police Officer 11 
stated that this still does not occur at times of Public Holidays. Police Officer 11 confirmed that “checks 
and balances should be occurring 365 days per year”.  
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Police Officer 12 
 
At the time of the Police Inquiry into Danielle, Police Officer 12 was Operations Inspector within the 
Inverness area.  This included a wide variety of duties, encompassing responsibility for a particular 
sector including operational day-to-day management of the shift on duty.  It included sector 
responsibility, line management responsibility and operational responsibility for the shift on duty.  His first 
contact in relation to the Danielle Reid Inquiry was over the Hogmanay period.  When asked whether his 
particular role was regarded as a "Supervisor" or "Senior Manager" or "Strategic Manager" he said that it 
depended on the actual role at the time.  In some cases the Police Officer had a strategic role but within 
the Inverness sub divisional area it was more of a tactical role or a "Tactical Operational Aspect".  The 
sort of strategic issues the Police Officer would be involved in were for example major incidents.  In the 
operational aspect within the area command he really was "responding at tactical level to issues".  He 
also had supervisory responsibility for the Police Officers more junior than himself.  This included Police 
Officers in the area of the whole of Inverness and surrounding areas including Beauly and Fort 
Augustus. 
 
Police Officer 12 assumed duty at 18.00 hours on Tuesday 31st December 2002 at Burnett Road Police 
Station.  His tour of duty for that evening was 18.00 hours to 03.00 hours.  In Inverness at that time there 
was not a full night shift Inspector role.  When asked if this meant that after 3am there was no Inspector 
on duty he replied "but there was an on call process in place such that after 03.00 hours contact would 
have been made through either the Area Commander or one of the Chief Inspectors".  Police Officer 12 
described coming on duty at the beginning of what was to be a very busy night.  The week before that 
included a series of serious incidents.  At around 20.30 hours that evening Police Officer 12 briefed 
Police Officer 5, to accompany him throughout the evening on mobile patrol; as Police Officer 12 wished 
to provide a high visibility presence in the Town Centre and surrounding areas.  He wished to monitor 
and respond to the Policing activities.  Therefore, that evening, there were two "External Sergeants" 
available and one "Internal Sergeant" who had responsibility for the cell block facilities.  Police Officer 12 
was clear that this was a usual staffing level and there was no compromise in terms of Police Officers 
available.  Nevertheless, there was an increased potential for disorder.  Police Officer 12 was involved in 
another serious matter until around about 00.25 hours on Wednesday 1st January when he received 
notification of a suspicious death in the Anderson Court area of Inverness.  He then responded to that 
along with the Sergeant.  After being briefed this was felt to be a potential murder.  The appropriate 
resources were diverted to that and Police Officer 12 oversaw the particular incident and the 
management of it.  Police Officer 12 could not remember whether it was en route to that scene or on 
return from it to Burnett Road Police Station that he received a radio message from Police Officer 1 
saying that he wished to speak to him.  It was agreed that Police Officer 12 would meet Police Officer 1 
at the Car Park at the Waterloo Buildings.  Police Officer 1 allegedly told Police Officer 12 that he had 
just been speaking to a highly intoxicated male on Baron Taylor Street.  Police Officer 1 allegedly related 
a convoluted family history of this individual and the gist of it was that there was a female child within the 
family that they had not seen for some time.  Police Officer 12 then said that this had been a report by a 
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very drunk person.  Police Officer 12 informed me that Police Officer 1 told him that …... he had been to 
the mother's house and that the child was allegedly with a friend.  He just had the first name of the 
friend.  Police Officer 12 said that notwithstanding that the gentleman was drunk he instructed Police 
Officer 1 to carry out further enquiries to ascertain the whereabouts of the child and also instructed that 
he should contact the Emergency Social Work Department in case they had previous involvement with 
the family.  Police Officer 12 said that Police Officer 1 expressed concern that there might be difficulty in 
getting in touch with the Social Work Department being Hogmanay and being a busy time of year, yet 
notwithstanding that, Police Officer 12 said they should be contacted as soon as possible and further 
enquiries carried out to establish the whereabouts of the child.  Police Officer 12 believes that he may 
also have advised Police Officer 1 at the conclusion of his enquiries to notify CID as that would be his 
normal course of action but he couldn't be one hundred percent sure of that.   
 
Police Officer 12 then returned to Burnett Road Police Station and carried out further enquiries with 
regard to the sudden death and issues in relation to the complaints against the Police.  He notified the 
Area Commander of the issues in relation to both of those.  He did not give the Commander any 
information with regard to the child, allegedly because at that time he was unsure as to what the status 
was i.e. whether it was a missing person or whether the child was at friends ......?  On further 
questioning on whether Police Officer 12 was aware of the precise nature of what family member 6 had 
said in his call; Police Officer 12 said that time had elapsed and there was a lot he could not exactly 
remember.  It was a convoluted family background.  When I told Police Officer 12 that indeed the 
message that came through to the Police Operations Room and was logged, was that a close family 
member had died, Police Officer 12 said no, that he had no recollection of that or of knowing that.  When 
asked if he knew it was a potential death, Police Officer 12 said absolutely not and that this information 
had not been provided to him at all. Police Officer 12 said he did not have sufficient information at that 
time to determine what type of enquiry this should be.  He said he didn't know whether he had a missing 
person or whether indeed he had anything at all.  Indeed that was the purpose of the instruction he gave 
to Police Officer 1; to clarify and verify exactly where the child was.  When I put it to Police Officer 12, if 
he had been aware of the information provided i.e. that a "family member had died" what would have 
been the correct procedure to follow (whether or not the person providing the information was drunk); 
Police Officer 12 told me the actions would be exactly the same ....... for either a Police Officer or 
Sergeant to go to the scene or to establish the initial detail.  It was his concern to establish where the 
child was and to rationalise what they had.  Police Officer 12 stayed on duty until 3.30am. 
 
I then asked Police Officer 12 what he would expect to happen next in such a case as this; he said 
“indeed it was dependent on the circumstances and what the individual finds” ……. “essentially the next 

thing would be checking of the premises.....”.  [Nevertheless from various things that Police Officer 12 

was saying I did gain the impression that he was treating this more like a potential Child Protection issue 
than a missing person or indeed a potential murder inquiry.  He did mention when asked what he would 

have done next that he would have done the general routine Child Protection things.]  I asked Police 

Officer 12 if he had seen the new policy document on missing persons.  He believed he had seen parts 
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of it, particularly in relation to making an assessment and taking vulnerability into account in a clearer 
way.  After some deliberation, Police Officer 12 did say that he was sure that there had been an 
amendment to the Force Reference document since the death.  I asked Police Officer 12 if he would 
have expected Police Officers to know what was in the Missing Person Policy document and if he would 
have expected it to actually be practised on a daily basis.  He said he would expect it to be practised on 
a daily basis in so much as one needs to make an assessment as to the vulnerability and one needs to 
get as many details as possible about the individual; including photographs but also checking the 
premises.  He also mentioned the recording processes and perhaps media involvement being required 
at early juncture.  Apparently, there is a vulnerability matrix now being used which has been put in detail 
into the new Force Guidelines.  Police Officer 12 did say that this had been added but the basic 
principles regarding good practice had been there in the previous documentation, including the essential 
need to consider vulnerable persons who were missing and especially when one of those vulnerabilities 
was that the missing person was a young child.  In relation to training of Police Officers on Missing 
Person Inquiries (for example new recruits), he said there was initial training at the National Police 
College.  Apart from that it was “on the job training”.  There was more strategic tactical level training 
available for Inspectors and Chief Inspectors, ongoing continual professional development courses at 
the Police College which focussed on the role of e.g. the Police Search Advisor and vulnerable missing 
persons.  It appeared to the author therefore that from Inspector level upwards, the onus of ensuring a 
Missing Person Inquiry is conducted appropriately was even greater for Senior Police Officers than for 
Junior ones.  (Police Officer 12 did say that he thought the course did take some sergeants as well.)  I 
asked if Northern Constabulary utilised the more advanced course at Tulliallan and was assured that 
Police Officer 12  had actually attended this course himself.  Apparently that course was available prior 
to the Inquiry into the disappearance of Danielle Reid.   
 
Police Officer 12 agreed that the previous Missing Person Force Policy document did clearly state that 
the Area Commander must be informed.  Police Officer 12 confirmed that the Area Commander was 
never made aware by him at any stage that there was a missing person and in particular a vulnerable 
child, as he did not have the necessary clarification at that stage that indeed it was a missing person.  I 
told Police Officer 12 that the Enquiry had been logged as a missing person from the moment it came 
into the Operations Room (albeit since that time the original log was changed and Police IT Department 
despite much enquiry cannot confirm that it was originally logged as MP).  Police Officer 12 assured me 
that it had been logged as a Missing Person, but he was not given the information on that log by the 
Operations Room.  He only had the information provided to him by Police Officer 1.  On further 
questioning, Police Officer 12 then said that he was not sure that the information relayed by Police 
Officer 1, was that it was a missing child; rather that it was someone drunk, who had spoken to him, and 
relayed a complicated family background and who said he had not seen a family member.  Police Officer 
12 said that there could have been issues that were relayed to Police Officer 1 but from his own 
understanding it had not been said/seen to be the case.  His exact recollection of what was said in a 
thirty second meeting in a car park was scanty.  In a very short time there was just the time to give 
instructions and go through the process which he would do for a missing person.   
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I then asked Police Officer 12 about documentation in the Police Force.  I had been surprised at the lack 
of documentation on the IMPACT System, I had been trying to make detailed investigations into this, 
even to the point of writing to the Chief Constable to ask if there was any other documentation at all 
pertaining to the Enquiry.   Police Officer 12 confirmed that unless one was investigating a crime per se 
“unless one went to a Holmes system whilst investigating a potential crime, then indeed documentation 
on the IMPACT system would be the only documentation available.”   Further, that apart from Police 
Officers’ notebooks the IMPACT System was the sole documentation available.  There was no other 
place for continuity of process or where decisions could be logged.  Police Officer 12 felt this was 
correct.  He felt that this was actually quite a correct process, in terms of needing one source and one 
system for the documentation of all of the process.  I put it to Police Officer 12 that the theory was 
correct but the system needed to be functional.  Police Officer 12 noted that the system would only be as 
good as the information that was put on to it.  I then questioned Police Officer 12 regarding the 
standardisation of input i.e. knowing who should be inputting onto the system, the type of issues which 
should be inputted, particularly in relation to rationale and decision making to aid other Police Officers in 
the continuity process.  I was assured that as part of the National Intelligence Model that there were 
considerable checks and balances, particularly in relation to, for example, morning briefings which have 
been adopted by the force and were just coming into place about the time, prior to the Danielle Reid 
Inquiry.  I reminded Police Officer 12 that a problem with continuity arose firstly, as there was no verbal 
report escalating the enquiry and secondly, because the enquiry was not noted at daily report for 
discussion at the morning meeting (as per the minutes).   
 
It was not noted in the daily report because the computer system required manual input of a Y rather 
than an N in the daily report box.  Police Officer 12 agreed with this.  Police Officer 12 again reiterated 
that he was not aware that there was a potential for the child to be dead.   I then said to Police Officer 12 
that I was concerned that throughout the whole of the six or seven days when the IMPACT System was 
used for recording that there was nothing recorded by anyone above the level of Inspector.  For 
example, there was no documentation of decisions made, processes or rationale in relation to the 
investigation which one must describe as serious, an investigation that was both weighty and 
inescapable.  Indeed the only supervisor who did input was Police Officer 3.  I asked Police Officer 12 
why as a supervisor actually on call making the initial decisions, he did not log anything on IMPACT 
directly.  I asked Police Officer 12 if he documented it elsewhere.  Police Officer 12 assured me that it 
should all be documented on IMPACT and that it was up to the individual Police Officers themselves as 
to what should be logged.   
 
Police Officer 12 reiterated that a Police Inquiry was coming to completion in less than seven days i.e.  
up to the point of the discovery of the body and with persons being arrested and charged with murder, 
evidenced the quality of the investigation that went into the inquiry and that there was a lot of good work 
to talk about.  
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The interview was brought to a close with some discussion about the new system which may well 
replace the IMPACT System in the future.  What should be logged?  Who should log it and what levels 
of staff should be expected to explain the rationale for their decision making when leading 
investigations?  
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Police Officer 14  
(Was Chief Superintendent and Area Commander) 
 
I specifically asked Police Officer 14 whether he should have been informed verbally or not in relation to 
the fact that there was a missing five year old child.  It had already been determined that the usual 
cross- checks had failed due to human error in completing an “N” rather than a “Y” in the daily report box 
on the IMPACT system.  Police Officer 14 was clear that he would have expected to have received a call 
sometime during the night or at least certainly to have been advised first thing in the morning if Police 
were continuing to look into the circumstances and following up enquiries etc.  It was also emphasised 
by Police Officer 14 that in any Missing Person Inquiry, not only should the policy document have been 
followed which ensures that the Area Commander is told about such cases, but a Missing Person’s form 
should also be completed and is sent to the Operations Room so that any missing person is added to 
“PNC”.  PNC being the abbreviation for Police National Computer.  The form sets out the name, date of 
birth and description.  The details then appear on the Police National Computer such that if a missing 
person is identified in another area of Britain the information can be fed back to the local Constabulary. 
 
In relation to Police documentation, Police Officer 14 confirmed that Duty Inspectors would have a 
notebook but would not be expected to log every conversation therein.  Important issues would be 
expected to be logged on IMPACT. 
 
When I asked Police Officer 14 to whose attention the issue had been brought, interestingly he stated 
that various entries had been made on the IMPACT system and that therefore Police Officer 3 was 
certainly aware of the issue.   
 
Police Officer 14 gave the impression that accountability for decisions rested with the officer who made 
the relevant entry on IMPACT, and that a senior officer of equivalent rank, such as Police Officer 12, 
who did not make entries on the IMPACT system would not be held accountable for decisions. 
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Police Officer 4  
(Sergeant) 
 
Due to time constraints, the following Police Officer was not formally interviewed.  A list of questions 
were provided by the author and were responded to in report format.  Police Officer 4 stated: 
 
With reference to the above and the enquiry being carried out by Dr Jean Herbison I have to report the 
following. 
 
On Tuesday, 8 March 2005, I received communication from Dr Herbison.  I have been requested to 
report on issues concerning the death of Danielle Reid and the initial Police Inquiry carried out into same 
by Police Officers in my charge and by myself.  These enquiries mainly centred around the initial report 
highlighting concerns for the well being of Danielle Reid and efforts made to locate her. 
 
The  questions posed and my responses are as follows : 
 

Q. 1. “What exactly was reported to me, in detail, regarding the nature of what had 
occurred, by Police Officer 1". 

 
About 07.00 hours on Wednesday, 1 January 2003, I began my Police duty at Burnett Road Police 
Office, Inverness.  At that time I was approached by Police Officer 1. 
 
Police Officer 1 was in possession of documentation identified by me as being a computer printout of a 
Police `incident`.  The latter related to an incident allocated to Police Officer 1 during the previous shift, 
night shift (22.00 hours on 31 December 2002 to 07.00 hours on 1 January 2003).  The content of this 
specific incident concerned a report made by a HMcG. 
 
Police Officer 1 proceeded to review the incident with myself and the Police Inquiry made to date.  He 
stated that he had met with the informant (HMcG) who had reported that he was concerned for the well 
being of his step-granddaughter, Danielle Reid.  Her mother was identified as being Tracy Reid. 
 
Police Officer 1 proceeded to inform me of the limited history he had to hand regarding the persons 
involved and the relevant address details .. 
 
Police Officer 1 informed me that the aforesaid HMcG, who had been under the influence of alcohol, had 
alleged that Danielle was dead and that her death had been as a result of the actions on the part of 
Tracy Reid`s partner (accused Gaytor).  Police Officer 1 also stated to me that on receipt of this 
allegation from HMcG, he had initiated enquiry in an effort to locate Danielle via her mother. I was 
informed by Police Officer 1 that no supportive evidence had apparently been offered by HMcG in 
support of his allegation. 
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Police Officer 1 stated that he had attended at the home of Tracy Reid (and Danielle), Inverness, during 
the night.  He also stated that he had in fact spoken to Tracy Reid regarding Danielle.  Tracy Reid had 
claimed that Danielle was “at a friend’s house” overnight. 
 
Police Officer 1 was concerned that Danielle had not been traced and this caused him to approach 
myself to progress the aforesaid enquiry.    
 
Despite a number of other separate issues, Police Officer 1 specifically approached myself with the 
issue concerning Danielle.  He was clearly concerned with the scenario and with regard to Danielle’s 
actual whereabouts and well being, in view of the allegation made. 
 
Police Officer 1, as stated, requested that I follow on with enquiries in an effort to locate Danielle Reid.  I 
identified Police Officers to concentrate on progressing the enquiry to locate Danielle throughout that 
day.  These Police Officers were tasked by me to attend to this incident and carry out enquiry to re-
interview Tracy Reid (mother). 
 
 
Q. 2. What occurred during search of house? 
 
About 09.00 hours that date, (1 January 2003), I was informed by Police Officer 15 and Police Officer 2 
that they had located Tracy Reid (mother).  She had attended at Burnett Road Police Office, Inverness, 
and the Police Officers stated that they were returning to the said address with her, in connection with 
the enquiry.   
 
I was thereafter informed that entry could not be affected to the dwelling as the door was locked and no 
key was available.  Police Officer 2 informed me by radio that Tracy Reid had apparently lost the door 
key.  This appeared to be somewhat unusual, however at that time there was nothing obvious that I 
could read into this loss.  Police Officer 2 had also informed me that Tracy Reid had claimed that 
Danielle was in Bishop Auckland, County Durham, England, in the company of her partner Lee Gaytor.  
Tracy Reid had also offered a mobile telephone number for Gaytor. 
 
In order to assist matters at the said address, Police Officer 16 and I attended thereat.  Police Officer 16 
and I took door opening equipment with us in case this was required to access the said address. 
 
On arrival at the address I met Tracy Reid and Police Officer 2 and Police Officer 15.  It had been 
agreed with Tracy Reid that we could effect entry to the dwelling as stated.  My intention was to carry out 
a cursory search for Danielle in the house, in keeping with missing person type of procedures and in 
pursuance of establishing the child’s location and welfare. 
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I effected entry and forced the door to the front of the house.  We all entered the living room area and I 
again confirmed with Tracy Reid that the Officers and myself were permitted to carry out a general 
search of the dwelling as stated. 
 
There were no issues regarding this search in that Tracy Reid allowed and or agreed to same, albeit 
verbally. 
 
I discussed the parameters of the search with the said Police Officers prior to the actual commencement 
of this action. 
 
Police Officer 15 and I proceeded to the upstairs area of the house whilst the other Police Officers 
present remained on the ground floor with Tracy Reid. 
 
We proceeded to carry out a search as previously planned and as stated.  I found that most rooms were 
sparsely furnished. 
 
In the main bedroom I observed a number of black plastic bags lying in a corner.  These bags contained 
clothing. 
 
There were a number of toys in the upstairs room and it appeared to me that the occupants were 
intending to move out of this address in the very near future.  I assumed that this may have been a 
contributory factor to the apparent loss of the house key. 
 
I did not carry out, nor did I ask the Police Officers with me that day in the said house to undertake a 
detailed search. 
 
In respect of the latter, neither my Police Officers or myself examined any area in great detail and moved 
only larger items to check what lay beneath. 
 
Prior to this search of the said address, and at the conclusion, Police Officer 2 and I did speak to Tracy 
Reid.  She appeared to be vague and subdued.  She was evasive and uncommunicative in her response 
to questioning.  She did not provide exact detail as to the current whereabouts of her daughter Danielle. 
 
Prior to concluding my duty and throughout the dates in question (01/01/2003 & 02/01/2003) I appraised 
the duty Inspector in Inverness in relation to the incident concerning Danielle and the ongoing enquiries 
re same. 
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Q. 3.  What was my view on what I was actually dealing with in terms of seriousness 

of the enquiry? 
 
I found Tracy Reid to be vague and largely uncommunicative.  I identified her as the principal source of 
information and the ‘key’ link in our enquiries and efforts to locate Danielle. 
 
In view of the evidence available I considered the focus of the enquiry to be a combination of a care and 
welfare issue in respect of Danielle. 
 
Given the attitude of Tracy Reid I felt that she was unreliable and that I could not fully depend on her to 
confirm the wellbeing of Danielle. 
 
In view of the latter and the Care and Welfare issue as stated I decided to carry out investigations to 
locate Danielle along the lines of a missing person type of enquiry.  This enquiry involved attempts to 
locate a vulnerable child (Danielle) and her possible exposure to unsuitable persons or places with the 
mother’s cognisance.  I assumed the latter was the cause of her (Tracy Reid’s) apparent prevarication in 
respect of her daughter’s whereabouts.   
 
I was of the opinion that Tracy Reid would eventually assist Police in locating Danielle and contact was 
maintained with her. 
 
I also suspected that if the said company and or unsuitable address were to be identified then this would 
have been detrimental to Danielle’s mother continuing care or guardianship of Danielle.  This may have 
resulted in a referral to Social Services. 
 
 
 



 

 83

Police Officer 5 
 
Due to time constraints, the following Police Officer was not formally interviewed.  A list of questions 
were provided by the author and were responded to in report format. Police Officer 5 stated: 
 

“Q. 1. ‘What communication took place….?’ 
 
I was, on 31/12/02, Sergeant in the Community Beat Unit at Burnett Road Police Office, Inverness. I 
changed my shift to start at 18.00hrs that night to assist with operational policing on what was expected 
to be a demanding night. Consequently, Police Officer 12, the duty Inspector that night, asked me to 
accompany him during the evening, which I did. 
 
Shortly after midnight, whilst in attendance at an initially suspicious sudden death, Police Officer 12 was 
called away by Police Officer 1 who wished to discuss a matter with him.  We met Police Officer 1 at a 
nearby car park. 
 
Police Officer 1 informed Police Officer 12, in a face to face briefing, that he had attended a call outside 
the Moray Bar, Academy Street, Inverness, around midnight, in response to a telephone call from a 
HMcG.  He informed Police Officer 12 that he had met HMcG, who was drunk, and HMcG told Police 
Officer 1 that a relative or friend (I cannot recall which) of his stepdaughter’s boyfriend, whilst in the Keg 
Bar at Baron Taylor Street that evening, stated that his stepdaughter’s five year old girl (Danielle Reid) 
had not been seen since October (2002) by him.  I cannot recall if ‘him’ referred to HMcG or the relative 
or friend of his stepdaughter’s boyfriend. 
 
Police Officer 1 continued to brief Police Officer 12 and told him that HMcG claimed that he had been 
told by the aforementioned friend or relative that his stepdaughter’s boyfriend had thrown her down a set 
of stairs.  It seemed to be unclear that the child’s alleged disappearance and the alleged assault were 
linked, although I formed the assumption that they were and the inference from HMcG was exactly that. 
 
Police Officer 1 emphasised to Police Officer 12 that he had experienced some difficulty in establishing 
details from HMcG due to his intoxication. 
 
Police Officer 1 further informed Police Officer 12 that he had established that the home address of 
HMcG’s stepdaughter and child was 66 Argyle Street, Inverness, and that he had attended there alone, 
where he spoke with Tracy Reid, the child’s mother.  He stated that the child, Danielle Reid, was not at 
home and that Tracy Reid had told him that she was staying with a friend that night.  Police Officer 1 
also stated that he was only able to establish the first names of the friend and her mother.  He could not 
establish an address that he might check on her welfare. 
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Police Officer 12 then told Police Officer 1 to contact the ‘out of hours’ Social Work representative in an 
effort to access their records to establish if there was any history relating to the family or address.  He 
also suggested that, following these enquiries, consideration should be given to informing CID of the 
incident. 
 
Further brief dialogue took place but I cannot recall the specific points. 

 
 
Q. 2.  “What is my understanding of the seriousness of…….?” 
 
The allegation in this case was of a missing child with an inference of assault on the child.  Linking both 
together can only lead to one conclusion.  Regardless of any circumstances surrounding this allegation 
or the manner in which it was reported, this allegation should be treated as genuine until a point is 
reached where it is clear that it is not. 
 
That is my understanding of what was being dealt with. 
 
 

Q. 3.  “What is my view on what Police Officer 1 and Police Officer 12 thought they 
were dealing with…..?” 

 
I only had contact with the Police Officers concerned at the very early stages of the enquiry. 
 
What I saw, and heard, from both Police Officers was nothing other than a cautious approach to a 
serious allegation where the proper considerations, in my view, at that stage of the enquiry were being 
considered. 
 
The very fact that Police Officer 1 saw fit to brief Police Officer 12 on the allegation, to an extent, 
confirms this. 
 
My conversation with Police Officer 12 thereafter led to a discussion of the circumstances. Of course we 
discussed the intoxicated condition of the informant, but there was only one intention at that time and 
that was to carry out proper enquiry based on the gravity of what was being inferred. 
 
I had no contact with either Police Officer after this early stage of the enquiry regarding the progress or 
direction it was taking. 
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Police Intelligence Information 
 
The Police Internal Management Review following the death of Danielle Reid produced Intelligence 
records in relation to Lee Gaytor and Tracy Reid. 
 
Several incidents are noted in Intelligence records in relation to the violence of Lee Gaytor, perpetrated 
upon an ex-girlfriend, including punching and kicking her about the face and body.  The complainer 
alleged that Gaytor had access to weapons and firearms (although there was no corroboration of that). 
The complainer also stated that he had threatened her life and those of her children, one of whom was 
Gaytor’s son.  There was various alleged verbal abuse through phone contact with the same complainer.  
There were two 999 calls at their address.  On one call on 17th July, 2000 it was stated that Gaytor had 
left the locus prior to Police arrival but was to be cautioned and charged with assault and breach of the 
peace following his conduct where he punched his pregnant ex girlfriend in the face.  Warrants were 
also issued for Lee Gaytor in respect of dealing drugs. He was noted to have a lot of ready cash and 
was dealing “powder and pills” in the Nairn and Inverness area.  It was stated that due to the amount of 
outstanding warrants; if he was seen he would be likely to provide false details. He was noted to be a 
regular visitor to the Ferry area in the evenings when he dealt drugs from vehicles.  When a Scottish 
Criminal Record Office (SCRO) and Police National Computer (PNC) Records check was done for Lee 
Gaytor his previous convictions were extensive and included assaults, bail offences, Prevention of Crime 
Act 1953, theft, and breach of the peace and misuse of drugs.  Prior to the Danielle Reid Inquiry he had 
one pending case for assault and breach of the peace.  He was also on bail from 1st May 2002 until 7th 
January 2003 on condition not to approach or contact directly or indirectly his ex-partner.  He also had a 
PNC record which included theft and kindred offences, offences relating to Police/Courts/Prisons and 
Firearms/Shotguns/Offensive Weapons.   
 
Intelligence pertaining to Tracy Reid referred mainly to her potentially supplying drugs to a prisoner.  
There was insufficient evidence to charge her with supplying those drugs.  This was in June 2002. 
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E.  EDUCATION 
 

Nursery Staff Member 1 

(now retired) 

 
On a daily basis, at Merkinch Nursery, the staff are dealing with children from many vulnerable families 
i.e. families where there are drug and alcohol problems, domestic violence, various aspects of disturbed 
home lives, a lot of the children have major developmental delays (mainly because of the needs of the 
parents as well as the environment that they are living in). In the year that Danielle attended Merkinch 
Nursery it was a particularly difficult year.  More than a third of the children on the nursery roll had 
specific educational needs which could present problems in the future, Danielle was not reported to be 
one of those children.  
 
Nursery staff did not visit homes but did know the area well and knew the families well.  Staff were 
trusted within the community and in conversation learned a lot about families and their situations. 
Nursery staff member 1 cautioned that living in an area where there is so much vulnerability can re-
adjust one’s perception of normality.  One can learn to accept crisis and chaos on a daily basis; dealing 
with it as a matter of course.  In contrast, in other environmental areas/postcode sectors, some people 
can live their whole lives and perhaps never experience this level of crisis.  
 
Inter-agency working was absolutely essential and was occurring on a daily basis.  Despite this very 
good inter-agency work, there were concerns about “misplaced confidentiality” from time to time i.e. 
some agencies not being prepared to make the Nursery aware of other concerns which would have a 
bearing on children’s care, Health and development.  
 
The nursery was aware that Danielle had a physical problem and therefore were keeping a watchful eye 
on this.  It was discussed regularly. Nursery staff spoke of the fact of good relationships with Community 
Policemen, such that if a little girl was found screaming or shouting out in the street at the weekend, the 
Nursery would appropriately be informed so they could keep a watchful eye on the child’s development. 
This level of liaison appears to have been personality dependent.  This continues to be too personality 
dependent.  Nursery staff member 1 requested far more systematisation of this type of information 
sharing for the sake of children’s welfare and to protect them. The Breakfast Club was connected to the 
Community Centre across the road from Merkinch Nursery.  It appears that Nursery staff have been 
offering breakfast in the morning and food at other times for years.  Nursery staff member 1 stated “what 
is the point of having a wee one coming in at half past eight and starving.  You’re not going to get any 
good behaviour or not going to get any constructive work from them”.  
 
Danielle was described as “a lovely wee girl…she was alive, she wasn’t one of these wee girls that 
would sit at the back and keep quiet and you ignore or miss ……. she was a vital wee girl…she was a 



 

 87

wee girl who would just lean against you and chat away…she was one of the better ones I suppose that 
year because she could communicate and she did communicate”. Tracy Reid told the nursery staff that 
she (herself) couldn’t read.  Staff  therefore would go through every newsletter or any other material that 
was being given out to parents and it would be explained to Tracy very clearly i.e. what was going to be 
happening or what was expected. Nursery staff also met the grandmother (whose health had 
deteriorated during that year).  She had actually spent quite a considerable amount of that time in a 
wheelchair. Nursery staff described that Tracy did appear caring.  She didn’t always bring Danielle nor 
did she always come for her at that time, though was described as very much a part of an extended 
family.  They did all seem to be getting on at that point. Nursery staff were surprised when they 
eventually realised that the grandmother had made the anonymous referral to Social Work in 2001.  This 
was because Nursery staff noted that the family were living very much together at that time even at the 
time when the referral was made.  Nursery staff member 1 felt that if neighbours saw anything 
happening to Danielle whilst in the Merkinch area that Nursery staff would have almost certainly got to 
hear about it through neighbours or others in the local community (this is not corroborated by the family 
who said they might fear recriminations).  When Danielle later attended Crown Primary, it becomes clear 
that no local community people or neighbours there told the school re the little girl who at that stage was 
out in the street unsupervised.  She then would be dragged into the house and shouted at. 
 
Crown was reported to be “your typical English sort of village school”.  The parents at Crown stand 
outside waiting for the children.  If you’re driving up they obviously know each other and you don’t see 
that in places in Merkinch because the kids usually go home on their own.  
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Nursery Staff Member 2 
 
Nursery staff member 2 described the relationship between Tracy and Danielle as “more like an equal 
relationship; an equal partnership rather than mother and daughter”.  She thought Tracy knew that 
Danielle’s grandmother was there and the buck stopped with the grandmother; if anything went wrong 
then the grandmother would deal with it.  At that time though it was felt that the relationship between 
Tracy and her own mother seemed to be reasonable.  Danielle’s key worker in nursery described a great 
deal of involvement with the previous Clinical Medical Officer (now retired).  The Nursery had very close 
working relationships with the Doctor and also with the School Nurse. She stated that level of contact 
unfortunately no longer occurs which may be less beneficial in terms of information sharing. 
 
Nursery staff member 2 described Danielle in Nursery as “a lovely bairn, who smiled…”.  They described 
that they had “absolutely no hint of anything”.  A school diary was kept every year. Danielle’s name was 
in the diary three times: firstly when the children were enrolled due to Danielle having known medical 
problems; the second time was the actual day that Danielle commenced Merkinch Nursery, that was on 
Tuesday 4th September 2001.  The third diary entry was Danielle’s last day at the Nursery which was 
Wednesday 15th May 2002… “and that was her sponsored walk day”.  Nursery staff member 2 
remembered that she took Danielle’s hand most of the way on the forest walk in Foyers. Danielle was 
“chatting away quite the thing”.  Danielle was invited back for the end of term party on Tuesday 2nd July 
2002.  She did attend that day and that was the last time Nursery staff saw Danielle.  One of the Nursery 
staff met Danielle’s mum at parent’s day on 23rd November 2001.  Everything appeared positive but at 
that point Tracy said she didn’t want Danielle to go to Merkinch School and wanted to know how to enrol 
her in St Joseph’s. 
 
The only other memory of significance was one day at gym in the Community Centre.  Danielle 
complained of her legs being sore.  Nursery staff told this to mum and she came to pick her up.  Tracy 
still wanted her to go to gym and said gym was good for her. Tracy at that stage once again was 
reported, as being a caring mum. 
 
Danielle’s attendance in general was quite good with “the odd day off”. Danielle was described as 
“always well clad and fed with usually her hair done and her face shiny”.  
 
Nursery staff were clear that Tracy had no male partner at that time coming to collect the child or 
delivering the child to Nursery. 
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School Staff Member 1 
 
Danielle commenced Crown Primary School in August 2002.  She was described as a lovely friendly 
little girl who got on with most of her peers within the class. She was not subdued in any way.  She was 
an outgoing happy, cheery little girl, an average pupil within the class who didn’t stand out at all. She 
always wore her school uniform.  She did always look well presented.  School staff member 1 met 
Danielle’s mother on the first day that Danielle came into the school.  That was a week later than the rest 
of the children as Tracy Reid reported that her own grandfather had a stroke.  (This is disputed in 
transcript of family members.)  Tracy provided a letter at that time to this effect. The next occasion on 
which the staff member met Tracy was when head lice were found in Danielle’s hair.  School staff 
member 1 tried to contact Danielle’s mother at home but the telephone answer phone said that the 
number was no longer available.  She then put a note into Danielle’s school bag and instructed Danielle 
to ask her mother to see her after school. Danielle’s mother did come into school that afternoon and she 
was able to tell her about the head lice in Danielle’s hair, Tracy at that point said that she hadn’t picked 
up the head lice because she had an eye condition. Tracy related that she wouldn’t have seen the head 
lice so easily.  She also spoke about Danielle’s leg condition and that Danielle had a muscle condition. It 
was therefore decided to have a meeting with the Learning Support Teacher.  Tracy’s mother had also 
raised that she couldn’t help Danielle with her homework because it was smaller print.   
 
At the next meeting, homework was discussed and it was decided to enlarge the homework print so that 
Tracy could help Danielle more at home. It was also decided to enlarge all letters of communication 
between the school and Tracy Reid so that Tracy could read them.  Danielle’s leg condition and muscle 
condition were discussed in relation to getting tired in PE and drama.  Teachers agreed to keep an eye 
on that.  Mother still wanted Danielle not to do PE but to sit out if she became tired.  School staff 
member 1 asked for any information about the condition for the file at school.  Tracy Reid never gave 
this information.  Tracy’s mother regularly told School staff member 1 that Danielle was having 
physiotherapy appointments.  Teachers asked for further information on that; yet again it was never 
received.  School staff member 1 met Danielle’s mother for the last time on the 8th October when Tracy 
came in to tell her that they were leaving the school.  Danielle’s mother was asked to send a letter to the 
school, specifying the dates that she would be leaving, where she would be moving to and the name of 
the school.  Yet again, that was never supplied.  At that time Tracy said that she would be going to the 
Greater Manchester area.  Tracy Reid provided staff with a mobile number for contact.  
 
In relation to PE, in fact no one ever noticed anything different about her movement during PE.  She 
appeared to be ok.  Danielle apparently did say once that she was tired but she herself did not want to 
miss out…  “Danielle wanted to join in everything”. 
 
After missing the first week at school, frequent absences during the next three weeks were mainly half 
days.  It was usual for a parent to bring in letters to explain absences.  School staff member 1 gave 
Tracy special dispensation to not bring things in writing, due her apparent disability. (Tracy has a visual 
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acuity of 6/36 as assessed by an ophthalmologist in 1996). Tracy Reid always said that the 
appointments for physiotherapy were first thing in the morning which therefore meant coming in later.  
Absences were therefore classified as half day absences rather than full days.  Danielle was absent for 
9 and a half full days i.e. 19 half days during that total six-week period when she attended Crown 
Primary.  School commenced on a Tuesday; therefore four of those half days related to the note with 
regard to the grandfather’s death due to a stroke.  Danielle was also absent when she had the reported 
head lice treatment.  The only other explanation given appears to have been “physio appointments”.  
The last day of school was actually 9th October i.e. the child was only at Crown Primary for a total of 
three and a half to four weeks. (On checking enrolment dates, Danielle was actually enrolled in Crown 
Primary in June 2002 rather than February 2002 due to an attempt to enrol at St. Joseph’s School 
previously.   
 
There is a policy in place in Crown Primary to report to the Head Teacher if there are a considerable 
number of absences.  Due to the very short period that the child was in the school, the absence issue 
was not reported.  
 
The current transfer system in Scotland is that if a child transfers school in Scotland one awaits a letter 
from the new school to the Head Teacher at the old school. This can sometimes take weeks to months. 
Schools can indeed decide not to bother asking for the records. 
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School Staff Member 4 
 
School staff member 4 of Crown Primary reported that when a child leaves Crown Primary School, 
parents are provided with the child’s record (i.e. a PPR file).  In that are all the records on the child. 
There are details of their enrolment and their absences (obtained from the “Phoenix” system).  On 
starting another school, contact is made with the previous school by telephone to request records.  This 
is followed up in writing.  Often, if children from England commence Crown Primary, their reports are not 
sent.  Often reports have to be requested on two or three occasions.  Apparently, the opposite occurs 
when a child leaves Crown Primary and goes to England.  Often English schools will not ask for their 
records (due to a completely different system in operation). 
 
Effectively, when children travel to or from English schools (mainly believed to be due to the different 
system) records are either not requested or sent to follow the child.  Apparently, the Scottish system is 
based more on comments that teachers make and the actual written documentation.  Teachers add their 
own comments about each child i.e. it is fairly detailed documentation.  The English system is mainly a 
tick box system.  The Scottish system includes in the file if there have been links with other agencies 
such as with Social Work Department or with Medical staff.  This is what is called PPR (Pupil Progress 
Record).   
 
At Crown School, the teacher fills in a leaver’s report because they feel it is helpful to the child in settling 
into the next school.  In this report, there are details of the child’s progress in reading, what topics they 
have done, academically where they are and if there was any special learning support needs.  That is 
signed and dated by the teacher and a copy is given to the parent to take with them.  A copy is also 
placed in the “PPR”.  Social issues are documented there if that is felt to be pertinent. If there are direct 
Child Protection concerns about a child or if there is any sensitivity about documentation on that record, 
a phone call is made directly to the Head Teacher of the future school. 
 
Differences in school term time dates between Scotland and England is also problematic. 
 
A form has more recently been designed for Educational staff such that there is always documentation 
re referral to Social Work. There is also a designated person in each school nominated by the Head 
Teacher, whose role it is to complete that form. 
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Education 5   
Director of Education 
 
Education 5 brought to my attention two key issues for future consideration.  One was in relation to 
the absences at school.  In Education 5’s view the Area Education Manager would probably not 
have been alerted in this case, so early on in a young person’s school career, especially as there 
was open parent communication established between the school and the parent to flag up 
concerns at that stage.  Nevertheless, had the pattern continued Education 5 would have expected 
that the absences would have been flagged to the Area Education Manager. 
 
Education 5’s second concern related to the manner in which Danielle was withdrawn from school 
and taken off the school roll.  Education 5 described the established procedure for Scotland 
whereby if a concern is expressed either by a School or the Area Education Manager, that a child 
has been withdrawn from the school, taken off the roll and yet the notes have not been called for, a 
note would be put round all the Education authorities asking for information on the child or family.  
Education 5 felt that currently the arrangements were too loose and as a consequence of that the 
Director of Education in Highland had already introduced new procedures and new policies for 
Head Teachers on an interim basis.  The interim direction was that if within ten school days a 
record had not been requested, that the Area Education Manager should be informed and 
thereafter the matter handed over to the Area Officer who would liaise with Social Work.  If there 
were concerns identified, Social Work Services would take up the case and provide a copy of this 
to Education.  Some capacity issues have been raised by Social Work staff on the ground in 
relation to this implementation, particularly due to Social Work having an already pressed service.  
Education 5 appreciated that but was not prepared to use capacity as a reason for not introducing 
best practice.  Education 5 indicated that the First Minister for Scotland and the Prime Minister of 
the U.K. had agreed that the respective Education Departments would work together to prepare 
U.K. wide requirements on pupil transfers.  The Child Protection Steering Group of the Scottish 
Executive Reform Programme are maintaining an interest in that.  There was no indication at the 
stage of interview of the timescale for publication of the new policy which would be U.K. wide.   
 
I further enquired of Education 5 in relation to his views on inter-agency communication and the 
whole issue of inter-agency information sharing in Highland.  At that stage Education 5 was also at 
the concluding stage of leading a report on another serious critical incident involving a baby.  In 
light of that and in his role he very strongly stated that best practice in Child Protection would 
confirm that as a cornerstone one needs to have effective communications, effective information 
sharing, effective assessment.  All of that needs to be inter-agency as well as within the agency.  
On further questioning, Education 5 did say that Crown Primary School did not have access at that 
time to some of the Health records that some professionals may have had relating to Danielle.  
Neither were Crown Primary School made aware of the kind of social/criminal background that 
surrounded the mother.  This led to discussion on the importance of training of staff at all levels 
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within the Education System.  Child Protection training has now been introduced as part of the 
induction training of all Education staff.  Other aspects of training were being rolled out.  Education 
5 thought that we have at our disposal nowadays the huge advantage of information technology.  
Therefore it should not be beyond the wit of man to establish a shared information and indeed an 
assessment system that would protect Scotland’s children.  Common standards were required to 
work on in terms of young people’s records, their files, the I.T. Systems as well as addressing 
some professional protocols including in particular the sharing of information by medical 
professionals.  Education 5 stated that his ideal for the future would be one inter-agency file for 
one child i.e. “the one file child”.  Education 5 spoke about some of the particular challenges in 
relation to Highland.   
 

– The challenge in relation to the geography of Highland 
– The challenge in relation to resources 
– The challenge in relation to availability of qualified personnel. 

 
The interview was drawn to a close in discussing involvement and support required of local 
communities in ensuring the safety of our young people.  A school has only a child for six hours a 
day, five days a week, 190 days per year.  There must additionally be a community safety 
dimension.  The discussion concluded with agreement that some form of Central Helpline Number 
for people to contact directly if they had a concern about a child would be most helpful.  
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G.  HEALTH 
 
The Child's Journey through Health Services 

 
23rd April 1997  -  Danielle Reid was born in Aberdeen Maternity Hospital.  Mother - Tracy Reid (dob 
06/02/78). Father - SW .  
 
All of the family have an inherited neurological disorder which affects their mobility and eyesight.  It is 
noted in correspondence from a specialist in Aberdeen that the mother and 3 daughters were registered 
blind although all had partial sight and were able to function normally. Family member 1 is under 
investigation by Genetic/Neurology and Ophthalmology in Aberdeen. 
 
Danielle lived in Elgin, first at one address, then another.  Danielle was immunised appropriately. 
   
Birth to November 1998  -  Regular review by Health Visitor in Elgin 

 
5th March 1999  -  Medical contact  with Dr Gray’s Hospital, Elgin where Danielle was seen in A&E and 
on the children’s ward.  She was seen due to possible ingestion of bleach.  Mother had been worried 
that Danielle may have ingested some bleach because she touched the top of an open bottle with her 
mouth.  The child vomited shortly after, when coincidentally choking on a jelly sweet. Mother forcibly 
removed the sweet from her mouth after which the child proceeded to vomit another five times.  There 
was no blood.  There appeared to be no appreciable decrease in the volume of bleach in the bottle. The 
child was kept in the ward for observation but the examination revealed absolutely no abnormality.  
Information on prevention of further accidents was given and the child was discharged at that time with 
no follow up.  No concerns were raised and there appears to have been no contact with the Health 
Visitor. 
 
May 2000  -  Discharged from Paediatric Neurology in Aberdeen following reviews (including genetic 
and ophthalmological) and normal head scan and other results. 
 
October / November 2000  -  Last review by  paediatric physiotherapist in Elgin – follow up intended to 
continue.   
 
Winter of 2000  -  Danielle and her mother moved to Dundee and had 2 addresses whilst there.  
Contact with NHS Tayside reveals Danielle had little contact with Health Services there – Danielle 
registered with a General Practitioner and had a New Patient Medical.  The Health Visitor did call to the 
first address but was told that they had moved on.  There are no other contact records. 
 
Summer of 2001  -  Tracy and Danielle moved to Inverness.   
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1st August 2001  -  Tracy made contact with Crown Medical Practice where a General Practitioner 
(Locum) saw Danielle and referred her for physiotherapy at the Birnie Centre at Raigmore Hospital.   
 
3rd September 2001  -  Danielle was registered with the General Practitioner Practice.  This referral was 
passed on to the Paediatric Physiotherapist who informed the General Practitioner of the process of 
referral  (i.e. via the Community Paediatrician).  
 
7th June 2002  -  A subsequent referral from the General Practitioner was made to Health Professionals 
but this was never received.  Danielle never saw any member of staff from the Paediatric Physiotherapy 
Department at the Birnie Centre.  
 
9th November 2001  -  In the Health Visitor notes it is recorded that a telephone call was received from 
Social Work to the Health Visitor.  The call was returned and  a message left but there was no further 
contact. 
 
September 2001 until May 2002  -  The Health Visitor saw Danielle at one home visit and one baby 
clinic in Surgery – with no concerns noted.   
 
February 2002  -  The family moved to another address in  Inverness in to stay with family member 4.  
 
May 2002  -  The Health Visitor also followed up the Physiotherapy referral which resulted in a referral 
being sent to Health Professional 3, which was never received by Health Professional 3.  
 
May 2002  -  Danielle and her mother had moved to 66 Argyle Street, Inverness.  
 
May 2002  -  In accordance with normal practice the Health Visitor handed over notes to the School 
Health Department. 
 
June 2002  -  Tracy (mother) completed a School Health Questionnaire prior to Danielle starting Crown 
Primary School.  Tracy highlighted the genetic condition but stated that this was being managed by 
Specialists. The School Nurse picked this up and had put it on the list to discuss with Health 
Professional 3. 
 
August 2002  -  Danielle started Crown Primary School. 
 

September 2002  -  a referral was made to Health Professional 7 by the Health Visitor regarding 
Danielle and in particular her need for physiotherapy.  In the previous letter to Health Professional 3 from 
the General Practitioner, reference was made to her genetic condition.   
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17th October 2002 and 1st November 2002  -  Health Professional 3 instigated two requests for further 
information, which were actioned and information was awaited from Genetics. 
 
October 2002  -  Mother informed the school that Danielle had left the area to live in Manchester. No-
one in Health was made aware of this.  There was no further contact with Health Professionals. 
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Further Detail In Relation To The Child’s 
Genetic Condition and Past Medical History 
 
 
There is strong family history of an inherited neurological disorder, possibly a mitochondrial myopathy. 
The mother was booked for delivery in Aberdeen in case there were any respiratory difficulties with the 
infant. The baby though was delivered spontaneously and required only a little resuscitation.  There 
were no subsequent problems, so Danielle was transferred with her mother to Elgin on 24th of April 1997 
i.e. one day post delivery.  Contact was made with a Professor of Clinical Genetics and a Consultant 
Paediatric Neurologist as well as a Consultant Ophthalmologist.  There is a letter from the Professor of 
Genetics in February 1999 stating that no DNA test has ever been carried out on Tracy Reid or Danielle, 
although tests were carried out in Newcastle in relation to the maternal grandmother.  The final 
conclusions were that the family were probably suffering from Leber’s Hereditary Optic Neuropathy with 
an autosomal dominant inheritance pattern, rather than a mitochondrial disorder.  This meant that 
members of the family could have spastic paraplegia with optic atrophy and dementia.  The latter, i.e. 
dementia, being extremely mild in this particular family.  
 
A Consultant Ophthalmologist saw Danielle at age two years.  At that time there was no evidence of 
Leber’s Hereditary Optic Atrophy. Danielle was described as a very alert, mobile child who had no 
difficulty whatsoever in tracking coins at some distance. A review was arranged for six months later. The 
Consultant Ophthalmologist further stated that in the family, the visual disability seemed to begin in the 
early teens.  
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Health Professional 1 
School Nurse at Crown Primary 
 
Health Professional 1 was the School Nurse at Crown Primary and had worked there for thirteen years.  
In the Inverness area there are seven School Nurses.  Health Professional 1 covers four i.e. three 
primaries and one secondary, which is cover of approximately 1900 to 2000 children per year.  There 
was no direct involvement between Danielle and Health Professional 1 at any stage. The School did not 
pinpoint or discuss Danielle re any particular difficulties.  Health Professional 1 did say hello generally to 
the classes (as is usual practice) in week 1 or 2 after starting School in August, to tell them who she 
was. Health Professional 1 did receive notes from the Health Visitor and the MQ1 i.e. the medical 
questionnaire from parents.  The MQ1 did mention Danielle’s genetic condition, the weakness in her 
legs and not being able to manage PE.  Health Professional 1 took a note of that and kept the notes 
aside for Health Professional 3.  She, at that time was on maternity leave so there was a different School 
Doctor who in fact never saw the child either, as the child was removed from school before the 
scheduled appointment.   
 
Health Professional 1 was never aware of any informal gossip or informal concerns about the child from 
parents, children or others.  Currently, the School Doctor only visits the School once or twice per month 
i.e. to see the children who have been prioritised or for follow up appointments.  On the issue of School 
absence, in the Primary School setting, Educational staff will often approach the School Nurse in an 
attempt to follow up any Health reasons for the absences.  The School Nurse has the flexibility to 
arrange a home visit, if felt required. On this occasion there were no issues of absences raised with 
Health staff.  
 
There appears to be ongoing problems re sharing of information particularly when children move into or 
out of School to other areas.  Often the School Nurse will not know of that for several months (currently 
being rectified by Education).  In addition to that there was no information available to the Health 
Professionals about maternal drug use.  No regular update of class names is provided, although at 
Crown Primary, the secretaries have tried hard in an ad hoc way to assist (Appendix 16 – New policy in 
relation to enrolment communication with Health staff).  There is no automatic Education to Health 
System records update to marry Educational and Health concerns with regard to a child.  A particular 
problem is with Army children who move a lot.  When a child does move out of the school, this goes to 
the Health secretaries who then forward the notes to the appropriate Health Department in the new area.  
If a child is on the register or there are Child Protection concerns then the Nurse directly contacts the 
Nurse at the other school (if the school is known).  Problems often occur where the child has actually 
moved and there is no contact name or number provided.  
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Health Professional 2 
 
Health Professional 2 is the Child Protection advisor for Highland Health Board area.  
 
The population of Highland is approximately 260,000 (2003) with an area of 10,000 square miles. The 
system of designated Nurses of whom there are 10, in support of the Lead Nurse, is outlined in 
Appendix 17.  The accountability structure for NHS Highland in relation to Child Protection is outlined in 
Appendix 18.  There is one Local Health Care Co-operative for the Inverness and Culloden area.  The 
most time allocated for any of the designated professionals, is two and half days.  In fact, that is the 
Inverness and Culloden designated professionals.  In terms of training for Child Protection, General 
Practitioners only attend in small numbers. There are twelve inter-agency training days per year (2003).  
A whole day is dedicated per year for General Practitioner Registrars.  Very few General Practitioner 
Principals ever attend.  School Nurses always attend.   
 
An audit has taken place in relation to effective handover i.e. detailed information sharing between 
Midwife and Health Visitor.  More recently an audit of handover between Health Visitor and School 
Nurse has commenced  (Appendix 16).  
 
As well as the above audits, there is work ongoing within NHS Highland in conjunction with the 
Children’s Commissioner on vulnerability.  Health Professionals have a very strong view that when 
children are identified early to be at risk - “we don’t have Social Work to pick them up for us”. It is 
extremely hard to get preventative resources in, or support packages. Thresholds appear to be a key 
issue.  Often Health Professionals feel there is risk that is not perceived in the same light by other 
agencies.  Health Professional 2 also understood it was common practice to reduce the number of 
children on the Register. Particular problems have additionally occurred in relation to the unborn child. 
Another link identified (in 2003) to be particularly poor in relation to risk, is the link with Mental Health.  
Some training has been provided for Mental Health (Social Workers and Nurses).  Addiction work is the 
other area identified requiring further training and input.  
 

The crucial issue presented was the lack of recognition by the Adult Mental Health and Addictions 
Workers in relation to gleaning and sharing information pertaining to the welfare of children.  
 
It was noted that no psychiatrists had attended any of the training sessions (2003). The complexities 
around the issues of unborn children will be in the rewritten inter-agency Child Protection Guidelines. 

 
Health Guidelines for Highland were replaced following the Laming Report (Appendix 19 - Laming 
recommendations).  Now the Health Board only adhere to the Pink Book National Guidance for Health 
Professionals and the inter-agency Highland Child Protection Committee Guidelines.  
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Health Professional 2 was clear that there had been under-resourcing at the Reporter’s Department in 
Highland.  A lot of staff were off sick and there was a considerable backlog of children having to be dealt 
with in the Panel System.  By 2003 the Reporter’s Department were up to complement in terms of staff 
although no clarity was determined during interview in relation to potential backlog of cases. 
 
In relation to documentation there is no computer database kept within Health in relation to Child 
Protection but there are hard copy proformas.  There is still confusion about when that referral form 
should be completed.  Should it only be used for “Child Protection“ or when there is a child care 
concern?  
 
Mention was made by Health Professional 2 of a potential Computerised System for Child Protection 
information sharing called the Liquid Logic system. The Highland Child Protection Committee considered 
it, but it was decided not to progress.   
 
In relation to documentation surrounding Danielle, it was not noted in any of the child’s records that the 
mother was a drug user.  Health Professional 2 stated that in attempting to gain access to Health 
records for another quite separate Health Critical Incident Review, it was felt not to be “appropriate”.  
 



 

 101

Health Professional 4 
 
Health Professional 4 is the Medical Director of the Primary Care Trust.   
 
The Primary Care Trust includes Looked After and Accommodated Children, Mental Health, Sexual 
Health, Dental Health, Community Child Health Care and all of Primary Health care.  When Health 
Professional 4 was asked in relation to guidelines he responded "my gut reaction is that there may be 
guidelines lying on shelves but I don't think that the knowledge that is in those guidelines is necessarily 
in everybody's head".   Guidelines, their distribution and in-bedding in culture of Child Protection 
Guidelines, is quite another issue for Health, particularly in relation to medical staff.  There appears to be 
lower attendance of General Practitioners and Psychiatrists at training events. 
 
The Laming recommendations in relation to training for General Practice, appear not to have been 
implemented in Highland.   Information was also provided by Health Professional 4 in relation to the 
Medical Practitioner that "Our Social Work Services colleagues are less willing to engage in an interflow 
of information .......... it tends to be a bit of a one way street and that has made them (i.e. General 
Practitioners) over the last while, a little cautious about what they say..... which is not necessarily helpful 
but that is where they are".  In relation to Clinical Governance (i.e. monitoring of quality of care), Child 
Protection at time of interviews, did not feature on Clinical Governance agendas.  This must be urgently 
addressed, if not already done. 
 
Health Professional 4 also indicated that Health were working on a protocol in relation to decision 
making of when a Critical Incident Review would be convened.  Obviously within Health, if issues were 
not handled appropriately in a potential Child Protection Case, then this should be submitted to such a 
review. 
 
Also, on discussion with Health Professional 4, the issue of CNORIS Institutional Risk Evaluation in 
relation to Child Protection did not feature (at least at time of interviews in 2003). 
 
Health Professional 4 also highlighted a problem which is still apparent i.e. sharing of information 
between General Practitioners and Health Visitors. In addition, what is on the computer in Practices will 
not necessarily be the same as is contained in the written record.  What is put on computer appears not 
to be standardised across Primary Care. Health Professional 4 also states that they were not aware of 
any particular flagging system in relation to vulnerable children in the Primary Care System.  
 
Health Professional 4 stated clearly that the Trust or Health Board are not responsible for the training of 
General Practitioners as they are independent Medical Practitioners.  Health Professional 4 was then 
asked, "To whom is a General Practitioner accountable for his practices in Child Protection, his clinical 
practices?”  The response from Health Professional 4 was, “It appears they are not accountable 
necessarily to the Medical Director but indeed only directly to the GMC”. 



 

 102

 

 Health Professional 4 felt that Health Visiting Services also needed to be standardised.  In particular 
standardisation of documentation was required in Highland.  
 
Health Professional 4 then further stated that in relation to Registration, about 10% of the population are 
constantly changing Practice.  There is a higher percentage of vulnerable families within that 10% group.  
Practices can wait many weeks, or possibly months, without a record. "It's a National issue again, it's a 
slow laborious system which could be enhanced if we were clever enough to have a joined up electronic 
system, but at the moment it is literally envelopes". 
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Health Professional 10 
Health Visitor 
 
Health Professional 10 has been involved in the same Medical Practice for the last 20 years.  A lot of 
that time has been spent working in the Crown area of Inverness.  The Crown area is described by 
Health Professional 10 as, “one of the most sought after areas in the town”.   Despite the Practice being 
based in the Crown area, the duties of Health Professional 10 covered the whole of Inverness, down to 
Abriachan, out to Scaniport and down to Culloden and beyond, with occasional duties further out.   
 
On further questioning Health Professional 10 stated that in areas like “the Ferry”, (i.e. Merkinch area) 
the expectation is that you will have to have a higher input there and you often do have to have quite a 
high input.  On the other hand, in quite a lot of other smaller compartmental areas, for different reasons, 
families have a lot of pressures on them.  Health Professional 10 also stated that social issues that are 
quite universal are sometimes more difficult to identify in the smaller surrounding areas rather than the 
well-known areas such as “the Ferry”.  Health Professional 10 thought this was in relation to 
expectations not being equivalent within different Postcode Sector Areas  (see Born to Fail, Wedge and 
Prosser (1978) and It’s Everyone’s Job to Make Sure I’m Alright, Scottish Executive, 2002) 
 
On questioning regarding knowledge of Danielle’s family, Health Professional 10 first had contact with 
Tracy Reid’s sisters, one of whom had a baby girl and one of whom had a baby boy.    Health 
Professional 10 noted that she had met the maternal grandmother on a number of occasions.  She also 
described that she was aware that Tracy Reid arrived in the Inverness area in late 2001, along with 
Danielle.  She indicated that she had met both Tracy Reid and her daughter on 5 February 2002.  
Danielle then attended a clinic at the request of Health Professional 10 on 20 February 2002.  This was 
for Danielle’s pre-school medical check-up and booster immunisation. 
 
Health Professional 10 related that at the time of the medical check-up Danielle and her mother were 
staying in Merkinch and mum was intending to send Danielle to St Joseph’s School.  Health Professional 
10 was writing a prescription for head lice and as she was about to place this in the records in the 
School notes, she discovered that the address had changed.  On checking further on mother’s address, 
she found it to be Argyle Street and that Danielle instead was going to attend Crown School (which was 
noted by Health Professional 10 to be completely outwith her normal area).  Health Professional 10 was 
able to inform me that Danielle and her mother had moved to Argyle Street sometime between February 
2002 and May 2002.  On checking through records at that point, she was able to tell me that the first 
head-lice prescription was on 21 May 2002, (which is when she discovered the change of address).  The 
address was described as, “care of” she at that point realised that mother was in rented accommodation.  
The rented accommodation was noted to be in the Hill district formerly called “Crown”.   In Inverness, 
three areas of Crown are known as Hill, Kingsmills and Crown.  It became clear during the interview that 
a prescription was given for head-lice without the child being seen.  Mother was spoken to on the phone.  
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Health Professional 10 could not remember if perhaps she had seen the child in passing in the Surgery 
or later on.   
 
The next documentation was on 29 May 2002 when Health Professional 10 discussed the physiotherapy 
situation with the General Practitioner.  She could not remember if Tracy Reid had initiated the 
conversation whilst talking about head-lice or if she herself had initiated it.  A physiotherapy request had 
initially been made on 1 August 2001.  Health Professional 10 had discovered this but she was uncertain 
as to what General Practitioner had made the referral.   She related that the referral appeared to have 
been sent to the wrong department and with the wrong address attached.  (It appears now that the 
referral had been made by a Locum General Practitioner). 
  
Health Professional 10 phoned the physiotherapy department and gave them the correct address and 
also phoned the “Birnie Unit” at Raigmore to check if they had the correct address of the child and also 
to ask if they had a referral.  At that point, the Birnie Unit knew nothing about the child. 
 
She made a point in February of mentioning to the General Practitioner that a physiotherapy 
appointment referral had not been received by the Department. 
 

It appears from records that the child was actually registered with Crown Medical Practice on 3 
September 2001.  Health Professional 10 knew that this child existed or was on the Practice caseload 
only subsequent to a call from Social Worker 1.  She did not know the name of Social Worker 1.  On 
questioning how Health Professional 10 did not know that a child of under five was in the practice she 
stated she would not automatically know this as a Health Visitor.  At the point of Danielle and her mother 
being registered with the General Practitioner, no system was in place to alert the Health Visitor.  The 
call from the Social Worker was the first alert.  On further questioning regarding the phone call from 
Social Worker 1 (having received a concerning anonymous referral to Social Work Department) Health 
Professional 10 stated she does not understand why it was not marked in her telephone message book.  
When asked if she had any memory of the call she stated “no” but a message was given to her.  She 
remembered it was either an answer phone message or a message from the Surgery.  When she called 
back, she did not manage to get the person who had called, i.e. Social Worker 1.  The message 
apparently was left on 9 November 2001.  Health Professional 10 stated that she did return the call on 
the following day.  
 
Health Professional 10 can only recollect (whether at that time or later), that the Social Worker 
mentioned grandmother was in a wheelchair.   Health Professional 10 believes that Social Worker 1 
mentioned this to her but cannot remember where or when that was, or who it was.  She could not 
recollect, “speaking to this gentleman”.  Health Professional 10 seemed to imply that she could 
remember a message on an answer phone but could not recall speaking to Social Worker 1.   In her own 
notes on 9 November 2001, it states, “returning telephone call to Social Work – Social Worker not 
available".  She said, “I must have left the message”.   
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Health Professional 10 agreed that it was likely that she provided some information in message form to 
the requesting Social Worker 1.  She does not know what message she left and stated that it could 
simply have been that she was trying to return his call.  On specific questioning as to whether she had 
any memory of telling the Social Worker that she had concerns, Health Professional 10 stated, “oh at 
that time,  no, there were no concerns”.   “I could not have talked to them because I hadn’t met her” (i.e. 
Danielle).  She went on to state, “nobody enquired afterwards from Social Work Department after I had 
met the child”.    
 
When I became more specific that my understanding was from interview that Social Worker 1 was 
relatively assured by the fact that Health Professional 10 had said that the family were well known to the 
surgery, Health Professional 10 replied, “yes” and agreed that there was a good social network available 
to mother and child.  She re-emphasised that she could not have said anything in relation to the child 
herself as she had not met her, but nevertheless it would have been perfectly possible she could have 
left a message saying that she knew the family well including the grandfather and extended family and 
that there was a good social network.   
 
In summary, Health Professional 10 stated that she could not be certain about speaking to Social 
Worker 1 at all.  She had no recollection of what message was left for her and queried in what way she 
responded.   
 
Health Professional 10 also re-emphasised that if she gave any information she would be speaking 
purely in relation to the extended family members as she had not met Danielle. 
 
I then questioned Health Professional 10 in relation to her attempt to obtain previous Health Visitor notes 
and asked what the procedure was at that time.  Health Professional 10 responded that one notes the 
previous address on the form with the current address and date of birth and forwards the form to the 
Child Health Department.  On asking how long Health Visitors would wait for a reply, Health Professional 
10 stated, “it varies”.  On requesting a minimum/maximum timescale after working for more than 14 
years in the Crown area, Health Professional 10 replied, “if everything had been forwarded already by 
the Health Visitor in the other area – quick – if people are having difficulty tracing the previous records it 
could be quite a number of weeks”.  When asked, “or months”?  Health Professional 10 stated, “I would 
say about two months”.   
 
Health Professional 10 related that she knew of three previous addresses.  She put two of these on the 
form but was uncertain of whether she had put three of the addresses on the form.  
 
She then described the uphill task of Health Professional 11 in the Child Health office.  The Health 
Visitor’s records were requested on 9 November 2001.  Health Visitor records still were not obtained by 
February 2002.     
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When asked if the Social Worker’s call would have prompted normally a home visit by the Health Visitor, 
she stated, “I would expect myself to contact them and see if a visit could be arranged…there are times 
when one waits until one gets the Health history and records before you make a visit, but that is not 
every time”.  Health Professional 10 stated that she could not be specific but her impression and 
recollection was that the Social Worker contact had been more about disability of family member 1 and 
that they had not stated concern about the child per se.  When pressed, she clearly stated, “I know there 
was no mention of concern about a child”.  Health Professional 10 clearly stated if that had been the 
case she would have responded differently.  She stated she would be sure she would expect herself to 
be phoning back frequently to speak to the Social Worker if express concern had been stated about a 
child.  Health Professional 10 clearly stated that although her memory was poor, that the Social Worker 
talked about disability of family member 1 and the family in general and that this was only on a message, 
not in a two-way dialogue.   
  
Health Professional 10 first met the family in March 2000 in that she met the younger sister at the time of 
the birth of her child.  The younger sister was at that time living with her own mother, i.e. Tracy Reid’s 
mother. The younger sister had just moved through from Elgin at that point and family member 1 lived in 
the Merkinch area.  Home visits at that time by Health Professional 10 showed a very well supported 
family, a very warm home, and family member 1 was noted to be very supportive but also gave the 
younger sister space.  Health Professional 10 did not know the younger sister’s partner well but knew of 
him.  Various discussions ensued about parenting.  Health Professional 10 particularly noted on 
questioning that she never detected any relationship difficulties between family member 1 and anyone 
else, and Health Professional 10 had made quite a few visits to the home.   
 
Tracy’s other younger sister was also living at home in 2000 and delivered a child in October 2000.  
Health Professional 10 described that weekly visits are performed until the child is the age of six or 
seven weeks.  Also the child and mother come to the surgery at eight weeks.  Then the home is visited 
again when they visit the surgery again.  Health Professional 10 never met or knew about Lee Gaytor.   
 
On questioning Health Professional 10’s knowledge of Tracy’s whereabouts on moving to Inverness, she 
stated, “she actually was in her own home so she didn’t move in with family member 1 immediately” 
which was Rosehaugh Road (this was two minutes away from family member 1’s home).  When Health 
Professional 10 visited Tracy and Danielle at their own home in Rosehaugh Road in February 2002, I 
asked if any relationship issues were detected between Tracy and her own mother.  Health Professional 
10 stated, “I think one of the reasons I found it difficult at first to visit at home was that there were some 
days when Tracy used to take her mother out in the wheelchair.  She used to take her mother up to do 
shopping and to the library, to keep appointments in the wheelchair, or so she told me.  That is what I 
was told”.  Tracy allegedly would say to the Health Visitor, “’I can’t manage that – I have to take Mum to 
a place in the wheelchair’, and she used to take her.  I did pass them with Tracy being with family 
member 1 in the chair”.   Health Professional 10 stated, “even as I was driving down into town I would 
pass them in the car”.    
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Therefore Health Professional 10 had no reason to disbelieve as she had witnessed events described by 
Tracy herself.  She stated that the whole presentation was of good communication between Tracy and 
family member 1 at that time, and they had been mutually supportive of each other.   
 
She was aware that at some point between February and May 2002 Tracy Reid moved in with family 
member 4 meaning that Tracy had given up her own tenancy.   
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Health Professional 11 
 
Health Professional 11 has been working as a General Administrative Assistant in the Child 
Health/Children’s Services Health Records Department for the last 36 years (Appendix 20 - how Health 
Records retrieved and dispatched).  
 
It appears that Tracy Reid went to Dundee in October 2000 and two separate addresses are recorded.   
A new patient medical appears to have been done by a General Practitioner in Dundee on the 28th 
December 2000, although the child was not seen by a Health Visitor.  The Health Visitor had recorded 
that Danielle had moved from the address visited i.e. that address which was noted on the G.P. notes.  It 
is believed that no Health Visiting records were requested.  It is known that the Moray Health Services 
NHS Trust Child Health Records, Health Visitor’s, Antenatal Record and Family Record Card were 
transferred out from Moray Health Services in June 2001 by the Health Visitor.  They were presumably 
sent to Moray Health Services NHS Trust Child Health Department as no forwarding address was 
recorded.  According to Health Professional 11 who stated “it is slightly different now”.  At that time it is 
likely that Moray would have held on to the record in their department as they had no forwarding 
address.  Apparently a new system is in place now, which was not in place then.  Each Health Board is 
now linked by the Community Health Index.  Nevertheless it still cannot be noticed on the overall system 
until a child is registered in another area.  Previously, if a child was in School and no Health problem 
was brought to the attention of the School Nurse, then often Health Visitor records would never be 
pulled.  Therefore no previous information would be brought to the attention of the School or School 
Health System.  Health Professional 11 believed that this system had still not been changed but there 
was some process in an attempt to change it from 1st June 2004 whereby Health Visitors will have to 
meet face to face with the School Nurses and hand over in detail.   
 
Health Professional 11 confirmed that the General Practitioner notes and the Health Visitor notes would 
have been completely separate and indeed this remains the case.   
 
Health Professional 11 referred to other areas nationally who have even more separate departments 
with parts of notes broken off in relation to Community Child Health for example School Health, Health 
Visiting and General Practice all being separately filed and not linked to each other.  Practitioner 
Services in Highland holds adult records and children born to them.  When I asked Health Professional 
11 if these notes should be merged, it was stated that it would cause many other sorts of problems 
administratively.  The General Practitioner notes were indeed transferred from Elgin to Dundee 
(triggered by the medical done by the General Practitioner) and then back from Dundee to Elgin.  The 
School record created in Inverness had no content therein.  The Health Visiting notes were eventually 
requested by the Health Visitor in Inverness on 5th February 2002 through the Highland Child Health 
Department.  The notes arrived at Highland Child Health Department on 19th March 2002 and were sent 
to the requesting Health Visitor by the Child Health Department.   
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Health Professional 11 also confirmed on request that when a child registers with a General Practitioner 
in Highland, the Health Visitor will not necessarily know of that.  This causes problems with records. 
 
In general, Health Professional 11 said that transfer of records when requested from Moray is good and 
often occurs within two weeks.  A lot of requests are made by phone and accepted by phone. Apparently 
this was not the case around the time of Danielle’s transfer but did commence very shortly thereafter. 

The department also always sends a letter.  If the Health Visitor is concerned about a family they will 
also make a call.  Letters are sent out after requests from a Health Visitor either daily or every second 
day.   
 
The Health Visitor notes in Danielle’s case are believed to have taken longer, approximately two months.  
The Child Health Department never request G.P. records which are centrally stored from Elgin and 
Moray at Aberdeen offices.  They must be requested separately by G.P. Surgeries directly by Practice 
Managers.  Even though the CHI system means that you cannot be registered twice anywhere in 
Scotland with a General Practitioner, nevertheless there can be a long gap for service provision to a 
child, which will not be identified until such time as the child is re-registered at their new abode. This 
surely needs to be redressed by a new National System such that if a child, in particular under the age 
of 16 leaves a Practice, there must be a proactive system to ensure re-registration within a prescribed 
time period such as two weeks.  
 
When asked about any other gaps in the system Health Professional 11 made it clear that Health 
required to be made more aware by the School that a child is now attending i.e. when a School first 
becomes aware of a new pupil; that information should immediately be passed to Health via the co-
ordinating Child Health Records Office who should then inform appropriate Health staff and check that 
the child is registered.   
 
Temporary Registration forms with General Practitioners was also raised as an issue as those forms go 
back to the original General Practitioner.  Could there be a system in place which would alert the Health 
Board as to any temporary registration form completed by a child which at least could be reviewed by 
Central Office and cross checked with for example any missing person or any particularl vulnerability 
concern logged.  There could be proactive action taken.  
 
Another concern is that Health Visitors stop documenting in records at the beginning of the school 
holidays.  Therefore there is no one person overviewing the child until the first day of school term.  Now 
in Highland, there is a recommendation that the notes will belong to the Health Visitor right up until the 
first day of term.  This should be a future National implementation to ensure lack of gaps in service 
provision.  
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Health Professional 8 
 
Health Professional 8 is a General Practitioner in the Crown area of Inverness.   
 
Health Professional 8 remembers a phone call from Social Worker 10 around about November 2002.  
She states that the Social Worker said he had received a phone call from family member 1, saying that 
she was concerned that the child may be being "neglected".  He asked if the professional had recent 
contact with the child and the response was that she hadn't.  He provided the Health Professional with 
the information that he had also phoned the school and had discovered that the child had moved.  The 
Health Professional in question was unable to give any further information.  She felt that she knew family 
member 1 reasonably well and also knew the child's auntie.  The Professional reported that she had 
only seen Danielle on one occasion before and that was in February 2002 for a pre school check up.  
The Professional stated that even in retrospect, now knowing what was going on in the family at that 
time,  she would still not have picked up any concerns on that visit.  Apparently the extended family 
never hinted to the General Practitioner at any time about struggles in the family or problems going on in 
the mother's life.  Nothing unusual appeared to be happening between the mother and child at the visit 
to the Professional.  In fact the Professional wrote that she was quite happy with the relationship 
between the two of them.   
 
When asked about more general systems issues in Health in relation to imparting information; Health 
Professional 8 stated there was uneasiness about imparting confidential information over a telephone 
and preferred time to look out all relevant information and then possibly to meet the enquirer.  The 
Health Professional says that on numerous occasions she would phone for legal advice in relation to 
sharing of any type of information.  Apparently during the Police Inquiry into Danielle's case, Health 
Professional 8, even at that time, sought permission from her legal advisor as to whether to give 
statements to the Police.   
 

Health Professional 8 felt that conflicting advice was given by Medical Defence Organisations to General 
Practitioners, dependent on the type of question raised and the experience or views of the responder.  It 
appeared from the conversation that this was likely to be an issue for General Practitioners sharing 
information in general, particularly about vulnerable children who have not entered formal Child 
Protection Procedures.  
 
On further questioning in relation to training to General Practitioners in Highland, the Health Professional 
stated that within this Health Board General Practitioners were "out of the loop" in terms of Child 
Protection training. It appeared that training to General Practitioners or rather attendance of training by 
General Practitioners had not been a major priority and does need to be addressed.   
 
When directly questioned in relation to standardised pro-formas to make referrals to Social Work or 
express concern in cases to Social Work, the Health Professional was unaware of what was available 
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and felt that it would be very useful for future practice.  When questioned in relation to the issue of 
registration in the Danielle Reid case the Health Visitor did not become aware of the registration of the 
child with the General Practitioner for some time.  Health Professional 8 stated that this was an issue 
which generally could occur throughout the Practice. Since that time there has been an attempt to 
redress this.  In fact, in relation to Danielle, the Health Visitor only became aware of the existence of the 
child due to the call from Social Work in 2001. Health Professional 8 agreed that the Health system 
needed to be tightened and be much more rigorous in this regard.  
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Health Professional 3 
 
Health Professional 3 was a School Doctor who usually covered the Merkinch area (plus some other 
areas).   
 

Health Professional 3 has been working in the Merkinch area for approximately ten years. For a period 
of time there was no Community Consultant cover at all.  One consultant was off on maternity leave and 
one was away.  Any additional advice had to be sought at the time from the hospital Paediatricians, who 
themselves were “extremely busy”. That period lasted for approximately six months between mid 2001 
to early 2002.  Health Professional 3 describes inter-agency working as developing well latterly.  Prior to 
that it was a bit piecemeal although professionals tried very hard in the Merkinch area.  There was 
nothing formalised previously; now it is more formalised.  Improved and more formalised information 
sharing apparently occurred with the piloting of the new community school, which was a three-year pilot.  
School liaison meetings have been helpful in that regard.  In relation to seeking information from Police 
Health Professional 3 stated that it would not be normal practice to lift the phone to the Police simply to 
gather information - even if people were aware that there was perhaps domestic violence in the 
household. It was also possible for children to be reported to the Reporter to the Children’s Panel by 
Education without the School Health Service becoming aware of that.  The Health Professional would 
not be made aware of the child nor reports be requested.  Work is still ongoing in 2003 to attempt to 
redress these issues.  
 
In terms of response times to requests from Social Work, (for example request for support or a Social 
Care Worker) this might not be undertaken quickly due to pressures on Social Work resources.  Having 
said that, at least there would be a response to say that the matter could not be dealt with quickly, to 
allow other agencies to attempt “to cover the cracks”.  Health Professional 3’s perception was that over 
recent years, children were coming off the Child Protection Register in great numbers.             
 
Health Professional 3 stated that “children can take a wee while to be allocated a Social Worker”… “I 
think that is down to pressure of resource”. She described fairly intense pressure on Social Workers.  It 
was also stated that there was a resultant increasing pressure being placed on the workload of Health 
Visitors. It was stated that the team in Carsegate with whom this Health Professional had a very close 
relationship; had “tried extremely hard against quite difficult odds to meet the demand”. Despite the very 
good relationships with Merkinch there remained an outstanding problem that Health Professional 3 was 
only visiting once a fortnight (sometimes once a week) and the School Nurse, once a week. Therefore it 
is difficult to insist upon appropriate inter-agency sharing of information when relevant Health 
Professionals are not given the time release to be present at these facilities.  The Health Professional 
described a great need for more training, monitoring and supervision of all Health Professionals in 
relation to comprehensive Health assessment. 
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A letter was sent from the office of the Health Visitor/General Practitioner requesting physiotherapy.  The 
Professional stated that letters would come into the department, would be stamped and then put into the 
relevant basket.  A Doctor would read them and sign them and put them back for filing or other action. 
This Health Professional, who was supposed to get the letter, is absolutely sure that she never read that 
letter.  In fact, the General Practitioner made a referral to a School Health Professional in June 2002.  
This became mislaid and has more recently been discovered inappropriately filed.  
 
The initial referral for Danielle to the Physiotherapy Department was made in 18th August 2001. There is 
a note from the Senior Paediatric Physiotherapist of that referral being passed to herself.  She then 
wrote to the General Practitioner again to ask if they would make a direct referral to the local community 
Paediatrician so that a full assessment could be carried out first of all; and then to be referred on to 
whoever was appropriate in the team. (There was a suspicion that the child may have more complex 
problems and therefore required to be seen by the Community Paediatrician in the first instance.) 
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Health Professional 7 
 
In September 2002 the Health Visitor wrote again to the Head of Community Paediatrics (Health 
Professional 7) to advise that the child was still awaiting attention and that the child’s mother Tracy Reid 
was becoming more actively concerned, particularly about Danielle’s leg muscles.  Health Professional 7 
actually had contact with the physiotherapist in the Elgin area and has a copy of their record. 
 
The physiotherapy assessment in Elgin took place in December 1999.  It was an initial assessment.  The 
physiotherapist felt that the child had mild increased tone in her lower limbs with slight resistance of her 
Tendo Achilles to full stretch and slight deviation on the right.  There was no comment of abnormal gait 
or tip-toe walking.  Danielle was developmentally appropriate at that age for walking, running and 
attempting to jump. That was at the age of two and half years. Informal observations from the 
physiotherapist at that time were that the mother had no abnormal gait. The physiotherapist saw 
Danielle again in January and February 2000 in Elgin.  She then attempted to see the child in July and 
August 2000 but they had not attended appointments and there was apparently some confusion over 
appointments. There appears to have been “a bit of a fall out” around that time.  A different 
physiotherapist took over the case. The fall out appears to have been with regard to confusion over 
appointments.  The new physiotherapist made an appointment for September 2000.  A home visit was 
made at that time but Danielle’s mum was not in and the physiotherapist left a note. She did see 
Danielle on the 4th October 2000 and again she felt Danielle had some restriction of full dorsiflexion. The 
visit was arranged again for 5th December (a home visit) but again mother was not in. A neighbour 
informed the physiotherapist that the family were moving to possibly Dundee. The physiotherapist was 
specifically asked by Health Professional 7 in Inverness if she ever had any concerns re management or 
interaction and reported that the physiotherapist never had concerns over these issues.  It was a “nice 
home”. Danielle was reported as being very independent for her age, capable and clean and well cared 
for. 
 
Indeed at that assessment the child did not have any recognised abnormal gait and no inappropriate 
relationship issues were detected between the mother and child.  
 
A new system has now been put in place involving treble checking in relation to any new referral for 
Physiotherapy.  In the previous system the physiotherapist would normally copy the letter to the 
Paediatrician whereas in this case a letter was sent straight back to the General Practitioner.  When the 
further referral came from the General Practitioner in 2002 and then the Health Visitor in September 
2002, Health Professional 7 made further inquiries from Aberdeen in relation to genetic issues before 
seeing the child. Then events overtook the situation in that the child was removed from school prior to 
any appointment.  
 
The Community Child Health Lead Doctor reported that Community Paediatricians had historically a very 
inadequate involvement in Child Protection compared to Community Paediatricians elsewhere. Health 
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Professional 7 had indicated that in fact they very rarely got involved in the past and most examinations 
had been left to Police Surgeons.  By 2003 the last Clinical Medical Officers were being re-graded to 
Staff Grade and Associate Specialist posts. They are all referred to now as Community Paediatricians.  
In 2003 there are three Consultants, one of whom is part time.  There are 5.5 whole time equivalent Staff 
Grades and 2/3 Associate Specialists. Community Paediatricians very rarely get involved in assessing a 
child for example, who has a bruise, but they do get involved in inter-agency case discussions re 
vulnerable children and attend all case conferences (should attend case conferences but often 
pressures of resources has not allowed this to occur). Only two Consultant Community Paediatricians 
ever get involved in sexual abuse work and hospital paediatricians may be involved out of hours. Initial 
referral discussions between Health, Social Work and Police have not been happening over the years 
and the lead professional quoted “I’ve tried for years to introduce it”. A Lead Clinician for Child Protection 
has now been appointed and is attempting to work with other agencies to improve protocols (Appendix 
18 – recently revised Child Protection Action Group Structure in NHS Highland). 
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Health Professional 5 

This doctor is a Consultant Paediatrician responsible for General and Community Paediatrics and 
supervision of non Consultant Community Paediatricians in Rosshire, Skye and Lochalsh areas.   
 
Health Professional 5 was also appointed to be the Lead Clinician in Child Protection for the Primary 
Care Trust.  Health Professional 5 was appointed in February 2002.  It is his role to advise, if requested, 
on Child Protection cases and Child Protection matters for example to A & E staff, General 
Paediatricians on the Ward, Community Medical staff, other Health Professionals and other agencies.   
 
Prior to his appointment, Child Protection work was variously managed by the hospital Paediatricians.  
Some work, probably of a less complex nature, was done by non-Consultant staff.  Nevertheless, a lot of 
medical examinations, where there was suspicion of abuse, were being conducted only by Police 
Surgeons prior to Health Professional 5’s appointment.   
 
With regard to examination of children who had potentially been sexually abused, Health Professional 5 
is assisted by one other Consultant Community colleague from 9am – 5pm.  Out of hours there is no 
proper on call rota (2003).  Nevertheless, Health Professional 5 can be contacted by the Police at his 
home.  He said that if he is there he will assist.  In addition, Health Professional 5, may indeed be 
staying overnight in Skye performing work duties.  So geography also presents difficulties for adequate 
medical cover or medical examinations when requested by Police or Social Work.  Since his 
appointment, Health Professional 5 has formalised a process with Social Work and Police.  This is now 
inserted in the new guidelines.  Nevertheless, it is obvious that adequate twenty-four hour cover by 
appropriately trained Paediatricians has not been implemented as yet by the Health Board in 
accordance with National Guidelines.  Health Professional 5 has been attempting to implement 
discussion with an appropriate Paediatrician in all cases of suspected abuse i.e. tripartite discussion. 
(Ref: IRD or Initial Planning Discussion, which is also recommended in the National Guidelines for 
Health Professionals (prior to medical examinations for potential abuse being conducted)).   
 
It appeared from this discussion with Health Professional 5 that some very complex cases of potential 
abuse such as potential shaking, burns cases, unusual fractures, may well still be managed solely by the 
Consultant Paediatricians in the Hospital.  It is therefore, imperative that ongoing training and peer 
review support is available to them.  The Community Paediatricians (non Consultant grade) have also 
been variously involved historically in examinations of such children in the Community.  
 
Work life was exceptionally busy for Health Professional 5 in that many of the non Consultant grade staff 
had either left or were on maternity leave and therefore the service was very stretched (2003).   
 
I spoke with Health Professional 5 in relation to his views on staffing problems within Social Work.  He 
spoke highly of the front line Social Work staff as being very well motivated and very hard working.  He 
also stated, he believed that they were overwhelmed at times with numbers and “things coming down 
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from above that have to be sorted out”.  He believed that there had been a lot of stress for those 
professionals but he had an exceptionally high regard for them.  He felt that the Social Workers that he 
spoke with felt well supported by their immediate managers but he was not so sure that they necessarily 
felt as well supported by more senior management.   
 
There was a general feeling apparently from Health Visitors, School Nurses and other Health colleagues 
that they at times were frustrated in that concerns that Health Professionals hold about children and 
families were not always addressed in the way they hoped they would be by the Social Work 
Department.  It was usually in the context of Social Workers being so busy and that they just had not got 
time due to other priorities.  Health Professional 5 interestingly said it was uncommon for him to get a 
phone call where Social Work Department were asking him about Health information.  They would 
usually write to him.  He stated that Social Workers probably recognised that he could not tell them 
things off the top of his head and needed to pull the notes (and often notes from elsewhere).  He also 
reported that many of the requests that he received were for “Looked After and Accommodated 
Children” who had a range of problems.  As the Lead Clinician also has the Lead for “Looked After and 
Accommodated Children” any reception into care medicals are also referred to him.  On asking Health 
Professional 5 in relation to General Practitioner involvement in Child Protection he mentioned that the 
Lead Nurse in the previous year had visited every LHCC in Highland and met with all the General 
Practice leads and other Health staff.  She had asked about their needs for Child Protection training and 
other guidelines etc.  However, Health Professional 5 felt that not all General Practitioners (speaking 
generally) were necessarily best at managing Child Protection cases or indeed being involved in them.  
In order to assist there had been recent meetings with the General Practice sub committee to see if 
General Practitioners would find it helpful to have a Lead General Practitioner within each Region, (that 
would be nine for Highland as a whole) who had an interest in Child Protection and they would be willing 
to be a resource to other practitioners.  
 

In drawing the interview to a close Health Professional 5 felt strongly that prevention of necessity for 
Child Protection was not being highlighted enough.  Apparently, professionals went from Highland to 
Seattle in 2001/2002 to be trained in Webster Stratton Work in relation to Parenting (a well validated 
method of helping parents where there is risk).  Apparently this has been unable to be rolled out (2003) 
which is due to lack of resources (whether money or people resources).  The other key area which had 
disappointed Health Professional 5 recently was that only a very small training budget for Child 
Protection was released from the Health Board/Trust.   
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 G.  REPORTER TO CHILDREN’S PANEL 
 

The Reporter told me the OP/48/1 form was faxed on 6th January 2005.  It stated that “information was 
received that Danielle had not been seen since October 2002 when she was a pupil at Crown Primary 
School.  Reid initially stated that Danielle was staying with friends nearby.  It transpires that Danielle is 
with Reid’s partner Lee Gaytor in the Durham area.  No further details.  Gaytor is on Crime Intelligence – 
drugs, domestic violence.  Reid was not concerned”, 
 
This was received by the Reporter in their office on 8th January. 
 
The OP/48/1 form did not appear to be signed (but it should be usually). 
 

It would appear that the form was completed by the initial Investigating Officer on 31st December, 
although not despatched until 6th January. 
 
The Reporter said that probably over the last 10 years, referrals to the Reporter have constantly 
increased; particularly the Child Protection referrals – Offence referrals had increased by about 30%.  
The rise in care and protection referrals was around 270% (300% nationally). 
 
Despite this huge increase in Highland referrals, the number of cases which actually end up at the 
Children’s Hearings has basically stayed the same. 
 
I put it to the Reporter that awareness of “vulnerability” of children was becoming greater but perhaps 
with no clear agency capacity/capability to deal with the problem. 
 
I had further discussion with the Reporter in relation to current inter-agency work taking place in 
Highland to have a tighter definition of what is meant by “vulnerability”.  In one area, i.e. Lochaber, using 
that definition – approximately 25% of children were “vulnerable”.  The Reporter was not surprised by 
that figure. 
 
The Reporter agreed that Social Workers were under such pressure in Child Protection i.e. dealing with 
the cases the Reporter knows about, that they cannot get close to the other cases that are undoubtedly 
out there …… until something happens. 
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PART IV 
CONCLUSIONS IN RELATION TO REMIT 

 

1st Point in Remit 
To identify any reasonable precautions whereby the death of the child might have been avoided. 
 
Had Social Work and Health Services been operating at an optimal level then there was potential for 
liaison with other services which may have resulted in recognition of the potential risk to the child.  There 
might then have been some possibility of avoiding her death. 
 

Social Work  
In November 2001 Social Work received a telephone call expressing concern about the child.  Whilst 
there was an attempt to gather initial information from Health Visitor and Nursery staff, no check was 
made with Police, especially to check in relation to drug use at the mother’s address or to see whether 
there was any information available in relation to carers or visiting adults.  Questions could and should 
have been asked in relation to excess drinking or drug use or other information pertinent to the potential 
protection of the child. 
 
No home visit was ever made.  The child was never seen nor was she spoken to. 
 
If the child had been visited or seen and the information gathered, this may have resulted in establishing  
vulnerability and therefore subsequent appropriate monitoring of the child's welfare. 
 
A standardised multi-agency needs/risk assessment should have been completed which would then 
almost certainly have resulted in continued monitoring by Social Work, Health and Education . 
 
That monitoring could and should have picked up the later relationship with an individual who was 
known to the police and had a reputation for violence. It would also have registered the subsequent 
breakdown in extended family links and supports. 
 

Police 
No professional decision making failure noted prior to the death of the child. 
 

Education 
No professional decision making failure noted prior to the death of the child. 
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Health 
If there had been adequate follow-up of this child's Special Health Needs status as determined at birth, 
the increasing difficulties/vulnerabilities in relation to parenting and social circumstances may have been 
detected and shared with Social Work in particular.   
 
Contributing to this failure was the lack of family detail contained in the Health Visitor’s documentation 
and the haphazard/delayed transfer of health visitor and general practice records between health board 
areas when there were frequent changes of address for the child. 
 
If the physiotherapy referral in Highland had been effected timeously the physiotherapist may have 
picked up other areas of need and may have liaised with the Education Department in particular.  Had 
this happened then the erroneous reasons for absences provided by mother to Educational staff may 
have been detected (albeit there was only a small window of opportunity to liase with the Primary 
School, i.e. a matter of weeks).   
 
This of course would have required very good communication between Health and Education in relation 
to the child's special needs issues.   
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2nd Point in Remit 
 
To identify whether there were any defects in any system of working which contributed to the 
death. 
 
The following material defects in systems were identified in the course of the inquiry: 
 

Social Work 
No standardised criteria in relation to prioritisation of home visits, with timescales, were adhered to. 
 
No adequate training of all Social Work staff was occurring to ensure information in relation to potential 
risk to children was cross checked through the various departments for example Criminal Justice, 
Community Care and Child Care. 
 
No standardised process was in place for immediate gathering of all appropriate information held by all 
relevant agencies when any concern was expressed in relation to a child's welfare by either a family or 
community member or professional from any agency (whether anonymous or not). 
 
No standardised needs or risk assessment guidance or proforma was in place.   
 
There was an inadequate backup computerised system to enable speedy and accurate sharing of 
appropriate information with others within the Social Work Department and between other agencies. 
 
There was too much differential in service provision to a small number of children on Registers and/or on 
Statutory Supervision Orders as opposed to the very large numbers of vulnerable children who never 
appear on such  registers or orders but who have been flagged, either by Social Work or to Social Work, 
by "calls of concern for a child's welfare".  Such children may be vulnerable for a variety of reasons such 
as  potential mental health problems of their parents, issues of addiction, issues of parental violence. 
 
Previous Social Work contact documentation in relation to Tracy Reid in Moray, whilst a teenager, 
appears to have been lost.  If this had been retrievable at least someone, on checking later, may have 
become aware of a history of vulnerability and disability in Danielle's mother.   
 
A previous Social Work Report in relation to Lee Gaytor provided by Social Work for Dornoch Sheriff 
Court in 1997 (some detail with regard to that report was ascertained after the death) may have 
contributed to adequate Risk Assessment of Lee Gaytor, especially if later connected with information 
gathered by Police in relation to various violent incidents and other criminal activity. There remains no 
adequate national system to ensure such information is stored, accumulated, correlated and shared 
appropriately.   
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It is of note that Social Work Criminal Justice Department in Inverness had no record of Lee Gaytor's  
previous criminal activity and violent behaviour. The Director of Social Work informed me that the Social 
Work Department  may  not hold such records even if information is known to police.    

 
Police 

No system was in place whereby Police automatically notified other appropriate agencies of their 
intelligence or evidence pertaining to a violent or potentially dangerous perpetrator. These individuals 
are known to prey on the more vulnerable individuals and families in our Society.  “Flagging” to other 
agencies would allow risk to be assessed and appropriate steps taken to protect children.. 
 

Education 
No adequate National (UK) tracking system was in place to ensure awareness of a child's whereabouts 
within short timescales, particularly if a child was known to be "vulnerable".  That vulnerability could be 
due to emotional/social/educational needs or special health needs. 
 

Health 
There was no adequate timeous transfer of all notes/documentation relating to the child throughout the 
NHS system (particularly in relation to a child where needs had already been identified at birth). 
 
No National tracking system was (or is) in place in the Health Service to ensure continuity of adequate 
Health Service provision to a child (particularly if already identified as vulnerable).  There are some 
systems such as missing persons alerts and Child Health surveillance but no system ensures continuity 
of appropriate universal Health service provision. This is a right of every child and should not be 
dependent solely on the rights of parent/parents especially if concerns have already been identified in 
the child which require follow-up.    
 
No system was in place to ensure that when a child was registered with the General Practitioner that the 
Health Visitor and other important professionals within the Primary Care Team were immediately 
notified. 
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3rd Point in Remit 
Furthermore to examine actions taken by agencies following the death of Danielle and up to the 
discovery of her body. 
 
The actions of Social Work and the Police indicate weaknesses in working practice.  These did not 
contribute to the death, but require to be addressed to avoid other children being exposed to 
unnecessary risk. 
 

Social Work 
There was inadequate follow-up of a very concerning call from a close family member in relation to a 
child's neglect in November, 2002.  A presumption was made that the child and family had moved as 
they were not present at the home on one visit.  In addition, failure of the back-up computerised system 
entries by staff produced false information to Police when they contacted Social Work on the night of 31st  
December 2002/1 January 2003.   
 

Police  
There was poor initial recognition and decision making in relation to a serious allegation of a potential 
child death.   
 
There was lack of adequate referral to more specialist Police staff, in particular CID.   
 
Documentation was scanty in relation to a potential serious crime and/or child protection issue.   
 
No adequate documentation was apparent by Senior decision making Officers (supervisory Officers) 
raising questions of organisational accountability and audit. 
 
An inadequate computerised "IMPACT" system was in place with inadequate "Flagging" system of 
serious crime for the Area Commander's daily report. 
 
Staffing issues during Public Holidays and Weekends was a contributory factor to the failure to respond 
appropriately and timeously. 
 

Education  
No inadequate action identified. 
 

Health 
No inadequate action identified 
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4th Point in Remit 
Examine how agencies, individually and collectively have responded following Internal 
Management Reviews and to comment on the content and outcome of Internal Management 
Reviews as to whether they cover the relevant issues and any lessons to be learned. 
 
Internal management reviews were completed timeously by all agencies concerned directly following the 
death of Danielle.   
 
Management reviews had slightly different structures and varying levels of detail.  They are contained in 
appendices provided with this Report to the Child Protection Committee and the salient points are 
summarised below. 
 
 

Highland Council Management Review 
 
This covered both Social Work and Education.   It was divided into six sections plus an introduction.  
 
Section 1 recorded all contacts that Highland had with and concerning Danielle Reid and her family. 
 
Section 2 examined the actions taken by Highland Council with a view to assessing whether the 
Council’s policies and procedures were complied with in these contacts and subsequent actions. 
 
Section 3 considered whether the Council’s policies and procedures conformed to best practice and 
whether these procedures were adequately communicated to staff. 
 
Section 4 considered whether procedures and systems for recording current information within the 
Council supported the effective management of client contact. 
 
Section 5 considered whether information held by other agencies was readily available to assist in the 
effective management of client contacts. 
 
Section 6 reported on any actions that the Council should take to improve on those policies and 
procedures in respect of the matters reviewed above and on any inter-agency matters that should be 
referred to the Child Protection Committee or the Scottish Executive for consideration. 
 
The Council found in relation to:  
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Social Work 
That whilst generally it could be stated that the Child Protection Policy guidelines were followed in this 
case it was evidenced that two referrals made to the Social Work Service regarding concerns relating to 
Danielle Reid could have been subject to greater examination and could have been pursued more 
vigorously.  Whilst the guidelines in themselves were noted to be comprehensive and easy to follow and 
were apparently widely distributed through hard copy, leaflets and the intra and internet, some concern 
was raised as to how an initial concern raised with Social Work is initially investigated and the time 
scales within which enquiries should be undertaken.  It was stated that the guidelines would benefit from 
a more detailed checklist of the actions which could be taken in an initial investigation and the time 
scales within which these actions should be completed.  Management Review also urged that it was 
essential all people involved in the process should receive proper Induction/Training to a level required 
as defined by their role in implementing the policy/guidance.  This would include making sure that all 
staff know who they should contact if they have a question and that all staff know how to contact them.  
It was further recommended in relation to training strategy that there did not appear to be any set 
timescales by which training should be received, for those employees who had a key role in the Council 
services.  It was recommended that the Child Protection Committee review its arrangements for a 
comprehensive training programme for all relevant staff. 

 

Re: Social Work Information Database (SSID) 
The management review noted that from the time of a concern being raised on 26th November, 2002 
relating to Danielle Reid there was no record input into the SSID.  It was recommended that there should 
be cross reference on SSID to any other paperwork being held in manual files and that there should be 
defined timescales for entries to be made to the computer system (or at least this required to be 
reinforced).  

 
Education 

Two key issues were identified in the Internal management review.  Whilst there were clear procedures 
for the registration of pupils in the school within the Education Services Administration Handbook 
(Internet), there were no written procedures for Head Teachers when a pupil left school.  There 
appeared to be no system checks in place to ensure that the child had been enrolled in a new school, 
immediately on moving from the school.  This lack of procedure was apparently not unique to Highland 
Schools and had already been recognised by the Director of Education.  The second issue related to 
how the school reacted to the absence record of Danielle Reid.  Two sorts of absences occur, i.e. 
authorised and unauthorised.  Definitions for these are outlined in the Education Administration 
Handbook.  Legally the term “reasonable excuse” is used to define the judgement a Headteacher makes 
in relation to an authorised absence.  If a pattern continues the school is expected to arrange to meet 
the parent and if attendance does not improve to involve the Area Education Office.  Danielle had been 
absent on 15 openings (7.5days) between the 26th of August and 9th of October, 2002.  These absences 
had not been investigated further as reasons had been given by the mother and as Danielle had only 
been at school for a matter of weeks.  The absences were therefore not reported to Social Work 



 

 126

Services at a time when initial enquiries were being made in relation to Danielle (Social Work Services 
enquiries to Education related only to Danielle’s registration at the school).   
 
Issues of inadequate training throughout the Education system were raised particularly in relation to staff 
with key responsibilities such as Headteachers, Senior Management Teams and Guidance staff. They 
should not only have awareness training but knowledge of how to operate the guidelines. Future audit of 
that training was recommended.  It was noted that in this particular case, Education information was a 
mix of paper and electronic files used exclusively for Educational purposes. (The content of these files 
was shared with Social Work when required.) There was therefore information potentially available to 
Social Work on Danielle Reid in this particular case but it does not appear to have been made available 
to the Social Worker making the enquiry, perhaps because of the nature of the enquiry.  

 
Inter-departmental 
Concern was also raised in the Management Review in relation to the means of exchanging information 
between departments in the Council Services. For example, staff seemed to be unclear when 
information could be given for example from Education, Culture and Sports staff through a telephone 
request by the Social Work Services.  Further investigation was recommended in the Council review 
regarding protocols surrounding such requests for information.  It was recommended that the importance 
of full disclosure of information was understood.   
 
A summary of all recommendations made by the Highland Management Council Review is shown 
below: 
 
The main points for consideration are: 
 
a) The need wherever possible to ensure that records on an individual can be accessed by the 

relevant child protection agencies, and that this should ideally be a single record.  Links should 
be made to current national developments in this respect. 

 
b) The information systems that are in use must be kept up-to-date with entries made within a 

specific timescale.  Where there are manual records also held these must be referred to in any 
electronic record stating where they are held. 

 
c) Until single records are developed all staff involved in child protection matters should be 

informed of the importance of making all information available to an enquirer; to enable the 
enquirer to come to a decision as to the relevance of the information. 

 
d) The Child Protection Policy Guidelines should be reviewed to ensure that there is reference to 

the course of action to be taken at the first notification of concern to Social Work or Education, 
Culture and Sport staff. 
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e) In relation to any child protection concern where a child’s safety and well being might be 

compromised and/or an offence may have been committed, the Police should always be 
contacted to determine if there are any issues relating to the adults involved. 

 
f) There should be a specific period by which notifications of concern to Social Work staff should 

be followed up.  There should be regular contact with the Senior Social Worker/Team 
Managers and specific file notes should be maintained which specify what and when actions 
were taken.  The actions should, wherever possible, be retained on SSID.  Staff should always 
ensure that they have accessed all relevant information, including from other Social Work 
offices, and Social Work Management should ensure that this is available. 

 
g) There should be clear guidance that, where appropriate, contact must be made with the Legal 

Section of Corporate Services.  This advice should be made available 24 hours a day. 
 
h) The proposed development of the replacement information system in Social Work should 

consider the practicalities of developing a single electronic system to enable the sharing of 
information. 

 
i) While training and induction does take place for staff in Social Work and Education, Culture 

and Sport, an audit of the current level of training which has been provided to designated staff 
should be undertaken.  Any shortfalls should be addressed immediately.  A comprehensive 
training programme for all staff who have front line contact with children should be developed. 

 
j) A specific audit should be made to ensure all designated staff have a copy of the Child 

Protection Guidelines. 
 
k) Induction and training should take place for all staff who are involved with children within a 

specific time period.  An induction and training plan should be put in place for all new staff 
which addresses the Child Protection Guidelines and the importance of, and how to operate, 
(including standards of operation) the information systems. 

 
l) The current additional child protection information which has been developed separately to the 

Social Work and Education, Culture and Sport Services should be reviewed to determine: 
 

– Whether this is required, (given the Child Protection Police Guidelines should be fit 
for purposes for all relevant agencies) 

– Whether if it is considered necessary to supplement the Child Protection Guidelines 
there should be a single reference source of information for all the Services of the 
Council (including Legal). 
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m) A system should be developed nationally to ensure that within an identified timescale of a child 

leaving a school, enquiries are made to the receiving Education Service and/or Police, if no 
contact has been made by a receiving school. 

 
In the meantime, the Education, Culture and Sport Service should move to a policy which 
triggers enquiries (if no call for a record takes place within 10 school days of a pupil leaving to 
transfer to another school. 
 

n) Where a pupil is developing a regular pattern of absence, Headteachers should make initial 
investigation as to the nature of the absences and should ensure that this is followed up with 
the child’s doctor, or the school nurse. 

 
o) A child’s absence record from school should be seen as relevant information which should be 

passed on, as a consequence of any enquiries being made by Social Work Services or the 
Police. 

 
p) A number of other relevant recommendations have recently been made both in relation to the 

Laming Report and the Victoria Climbié Inquiry.  These recommendations pick up and 
enhance a number of the considerations raised above which refer to the particular case of 
Danielle Reid.  It would be expected that these would be considered fully by the Child 
Protection Committee and that specific implementation plans would be put in place to ensure 
that the relevant recommendations are introduced to Highland. 

 
 

Police Internal Management Review 
 
The Police Internal Management Review contained a chronological record of involvement of Police from 
31st December 2002 to 7th January, 2003, a potential list of key witnesses, details of previous Police 
involvement with Lee Gaytor and previous Police involvement with Tracy Reid, a summary of 
intelligence relevant to Lee Gaytor and intelligence relevant to Tracy Reid, Scottish Criminal Records 
Office and Police National Computer records for Lee Gaytor and Tracy Reid.   
 
The Intelligence records in relation to Lee Gaytor showed a substantial and continuing history of 
violence, drug dealing and criminal offences.  Records relating to Tracy Reid indicated suspicion of 
involvement in drugs. 
 
The Police Management Review stated that the key points in its Inquiry were  

 
1.  The initial information that Danielle Reid was dead was ignored. 
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2. The matter was dealt with as a missing person inquiry for a day and a half. 
3. The matter was re-classified as a Child Protection Inquiry but no local Child 

Protection Officer was allocated and no referral made to the Police designated Child 
Protection Officer. 

4. Force procedures for a Child Protection Inquiry were not adhered to so no 
consultation regarding a joint Police/Social Work Inquiry was carried out.   

 
The Management Review stated that when the case was identified as a serious inquiry the matter was 
dealt with quickly and effectively.  An alternative point was made that this was never a Child Protection 
Inquiry and if correctly responded to initially would have been recorded as a serious crime inquiry. This 
would have negated some of the points noted above but would have resulted in the same resolution.   
 
The learning points from the Management Review as stated by Police were: 

 
1. All officers should be aware of and utilise the Force Guidance and specialist staff 
 available 

 2. Supervisors/Officers should be aware of the necessity to follow through Child 
 Protection issues to a satisfactory conclusion 

 3. All such enquiries require Risk Assessment of the dangers to any child involved 
 

The two recommendations were: 
 
 1. Awareness training for all non specialist Officers in Child Protection procedures 
 2. Specific training to supervisors on their responsibilities in such cases 
 

 

Health Management Review 
 
A chronology from birth was included and all records extracted from contacts in Grampian and Moray as 
well as Highland.   

 
Findings from the review were that no concerns regarding the welfare of Danielle Reid were raised 
during any contact with Health in Highland.  Danielle had received all her immunisations at the correct 
times.  She attended her appointments and generally used the health services appropriately.  No 
evidence was found that would have alerted any Health care worker that Danielle was at risk.  However, 
during the process of the Review a number of procedural issues were identified requiring improvement.   
 
These were: 

 
 1. All referral letters to community paediatricians should be acknowledged  
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2. Each Health Visitor should complete a family record sheet detailing family history.  
Training and support for the implementation of this would be facilitated through 
designated Child Protection Officers. 

 3. A significant chronological events sheet should be completed by Health Visitors and 
 would be implemented by the end of April, 2003 (was already out for consultation). 
4. There should be an audit of the hand over of children from Health Visitor to School 

Nursing commencing in April, 2003. 
5. Requests for medical records outwith the area should be followed up to ensure they 

are received – new request forms should be prepared and distributed by the end of 
March 2003 

6. GPs were to be encouraged to inform Health Visitors of new children moving into the 
area.  It was also recommended that Education School staff should inform their 
School Nurse of any transfers in or out of the school on a regular basis in order that 
appropriate action could be taken. 

 
 

Author’s Comments  
 
Whilst Management Reviews were conducted with reasonable rigour and were completed timeously, 
some of the recommendations are not far reaching enough nor does there appear to be detailed enough 
action points with well constructed audit plans regarding implementation of all new arrangements.  I was 
concerned particularly that the 2 recommendations of Police do not go far enough to address system 
gaps.  
 
In relation to the conclusions of the Health Management review; whilst no individual staff in Highland 
could necessarily have known that this child was at risk; if there had been adequate family information 
recorded and if regular yearly special needs reviews (as indicated at birth) had occurred, aspects of 
Danielle Reid’s vulnerability may have been identified earlier. 
 
The Highland Council Review is the most detailed and is more clear in relation to the detail of what 
requires to be done in the future. 
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 PART V 
ANALYSIS AND RECOMENDATIONS 

 

Inter-Agency  
 
There is a great willingness in Highland to break down traditional inter-agency barriers and work towards 
integrated models of care and improved services for children.  “For Highland’s Children” is a National 
best practice example in planning better integrated children’s services.   
 
There are also many local examples of good inter-agency communication and co-operation.  Whilst 
conducting this review, Merkinch Nursery stands out in this regard, particularly in relation to their work 
with many vulnerable children and their families.  Crown Primary School’s development of the Transfer 
from Schools Protocol should also be noted as a best practice example.  The Northern Constabulary 
Child Protection Reference  document is second to none in terms of attempting to ensure checks and 
balances within the reporting system. 
 
Social Workers and Health Workers are often working far beyond the call of duty, sometimes seriously 
impacting on their personal lives.  The indicators are that this is due to serious recruitment, retention and 
staff support problems.  Despite this, many children are continuing to receive services, not otherwise 
possible.  In this regard, I particularly refer to the commitment and dedication of some of the Social Work 
Child and Family Area Team Managers, whom I met at interview.  I interviewed many other “unsung 
heroes” in relation to helping, supporting and going the extra mile despite system difficulties and 
obstructions.  Most of these people were working in the more disadvantaged and vulnerable 
communities.  It is a major challenge in Highland, as indeed it is nationally, to provide equity of service 
provision to children and families and yet target more high quality provision to those who are most in 
need. 
 
The principle challenge presented by this case relates to  identification of vulnerable children within local 
communities.  It is surely more than coincidental that Danielle did not stand out as “vulnerable” in the 
Merkinch Community despite much family contact with neighbours and staff.  She did stand out as 
“vulnerable” in the more affluent area of Crown, but this was never reported.  This report details 
incidences of concern by the local Community that were not reported to Investigative agencies.  How 
therefore, do we make agencies more approachable and easily accessible if a member of the family or 
local community has any concerns for a child’s welfare?  Also, what should people expect as an 
appropriate response and potential change in circumstances for that individual child?   Interviews with 
staff point to the fact that protection of children is too often “personality dependent”.  This again, I 
believe, is borne out nationally.  We should have practical, auditable systems in place which work for 
children and families who are in need. 
 
There have in my view, due to stresses of working in this field, been some professional casualties 
following the terrible death of Danielle.  The professionals who appear to have suffered most are those 
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who really care about the protection of children and tend to blame themselves despite no underlying 
direct involvement in this case (but perhaps a general awareness of the child from a distance).  We 
need, as a welfare system, to harness the wealth of these professional’s experience in caring, rather 
than allowing them to slip out of our system leaving a much less trained and experienced workforce.  Is it 
any surprise that younger professionals appear difficult to recruit into this highly exposed, challenging 
and complex area of work? 
 
This review does identify system failures and gaps.  It is my conclusion that none of these have, in their 
own right, resulted in Danielle’s death.  It does, nevertheless, conclude that if early identification of 
vulnerability results in certainty of single agency and inter-agency input, early sharing of adequate well 
documented information between agencies and co-ordinated action plans to monitor intervention, future 
deaths will be avoided. 
 
New systems and policies have been proposed, which are expected to be in effect by the time this report 
is published.  These should be regularly audited for effectiveness.  
 
In my interviews of staff and analysis of documentation and guidelines various concerns have been 
highlighted in relation to systems and processes, which could seriously impact on the care and 
protection of children in the future.  A summary of these issues is listed, below. 
 

1. Information sharing 

1.1 Reluctance by professionals from various agencies to share information on the basis of 
“confidentiality” and/or “Data Protection” issues. 

 
1.2 Professionals have been highlighted, especially General Practitioners and Educational 

staff, as reluctant to share information unless the case is formally deemed to be under 
“Child Protection Procedures”. There appears to be a great deal of “passing the buck” 
within organisations, as to whose responsibility it is to decide which information should be 
passed when and to whom. 

 
1.3 Written proformas (as per Child Protection Guidelines) to expedite referrals and to 

acknowledge referrals, are not being used across the board, in fact they are being used 
very little.   

 
1.4 There is little detailed information available to agencies, as to what to expect once 

information is passed to any individual agency.  There are no clear care pathways.  There 
is an additional need for a clear unambiguous directive from Scottish Executive to all 
agencies in relation to this matter, particularly when it pertains to vulnerable children. 
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1.5 There is confusion in relation to children for whom there is concern, as to the level of 
information to be shared at other meetings, apart from Child Protection meetings, in 
particular at School Liaison or Professional general discussions. 

 
1.6 There is no formal process whereby a call is always made to every agency, including 

Police when there is any concern about a child.  This contact should cross-check 
information available pertaining to family and extended family members and any 
intelligence held pertinent to the welfare of a child.   

 
1.7 There has been mention of reluctance to impart information in relation to adults involved 

to Child Protection Investigators, due to adult rights Issues.  This requires to be clarified 
in the interests of protecting our children in the future.  This particularly applies to areas of 
Adult Mental Health, Drug and Alcohol Addiction and Learning Difficulties. 

 
1.8 Little information is sought or passed from various departments within Social Work to 

Children & Families Services i.e. in particular from Criminal Justice to Children & 
Families.  Likewise, in the Health system between Adult Services to Children’s Services 
and vice versa. 

 
1.9 Little information is passed from various departments/services within Health. 
 

2. Data Protection/Confidentiality  
 The Data Protection Act 1998, and increasing awareness of the need for respect for the right 

to privacy in terms of the European Convention on Human Rights has resulted in a reluctance 
to share information, even where this is necessary and appropriate.  Professionals are unclear 
about the circumstances in which they can and should share information and the 
circumstances in which data should be held as confidential.  The critical points are: 
 

 Personal data (including sensitive personal data which relates to physical or mental health, or 
alleged or actual commission of an offence) may be processed under the Data Protection Act 
1998 for the exercise of functions conferred on any person by or under any enactment 
(schedule 2 para 5(b) and schedule 3 para 7(b)) 

 
 The right to respect for privacy in article 8 of the Convention is qualified where this is 

necessary in a democratic society in the interests of public safety, prevention of crime, the 
protection of health and morals or the protection of the rights and freedom of others. 

 
 Professionals are uncertain about the point at which statutory responsibilities are engaged and 

the right to privacy is qualified.  There is general recognition that there should be information 
sharing once a child is formally recognised as being in need of care and protection, by entry 
on the Child Protection Register.  There is concern about information sharing in respect of a 
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child who has not been registered.  This results in a failure to identify the vulnerability of 
children such as Danielle, because indicators are spread between a number of different 
agencies.  Unless agencies are confident that they can share information relevant to children’s 
exposure to risk of harm without breach of legislation or Human Rights, then children are 
exposed to unnecessary risk. 

 

3. Record Keeping 
3.1 In this case alone there are many examples of mislaying, losing and destroying crucial 

previous information.  This can jeopardise the entire risk assessment process. 
 
3.2 Record keeping in all agencies is not robust nor standardised for all departments and 

levels of staff. 
 

4.  Computer Systems 
Failure of information input and retrieval on the Social Work Computer System, in this case led 
to false negative information provided to Police at a crucial time.  The Police Computer 
Logging System for continuity of case management itself is wholly inadequate, particularly for 
logging of Senior Officer decisions. 

 

5. Records and Computer information 
What is available to Social Work Stand-By Service should be completely and urgently re-
appraised, redesigned and audited.  It was wholly inadequate at the time of this inquiry with 
the result that appropriate risk assessment could not be effected. 
 

6. Roles and Responsibilities 
 On a day to day basis, professionals, particularly from a Health perspective, are very unclear 

as to lines of accountability in relation to Child Care and Protection.  For example, where does 
organisational accountability of General Practitioners lie e.g. in relation to the Child Protection 
process. Who manages General Practitioners?  Who directly clinically supervises medical 
professionals in relation to their cases?  There is very little time released for Practitioners, 
particularly within the Health Profession and Education, in relation to Child Protection 
responsibilities. 

 

7. Staffing.   
 In my view, Social Work staffing is in crisis – this is a national issue.  It is apparent in this case 

that staffing was at a non-safe level within the Culloden Office at the time of the second report 
to Social Work (albeit, it is now known that the child was already dead by that time).  The 
number of staff with Child Protection Training was inadequate.  It is unclear to me at this time 
of the level of training available to all other Social Work staff, but in light of the findings of 
Caleb Ness, it is clear that all Social Workers in various departments should have Child 
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Protection training.  There is also a dearth of support structures for staff available leading to 
early retirement and lack of retention of staff (especially in Social Work and Health). 

 

8. Needs assessment   
 There is no standardised inter-agency tool currently in operation in Highland to assess the 

holistic needs of children.  This needs to be addressed urgently.  It has taken far too long for 
action and implementation since discussions commenced. 

 

9.  Risk assessment  
 There is no standardised risk assessment protocol for practitioners currently in operation in 

Highland.  This needs addressed urgently.  It has taken far too long since early planning 
discussions. 

 

10. Family Assessment Tool 
 It is essential that there is a family assessment tool used by Health Visitors.  Documentation of 

all information known with regard to the extended family should be standardised.  Various 
models have been used elsewhere in the country, for example, Family Health Plan or the 
Home Score.  Further urgent appraisal of this should be undertaken and implemented within 
Highland. 

 

11. Notification systems 
 There is, as far as I am aware, no formal notification system throughout the Health system in 

Highland.  It is unclear how many suspicions of abuse occur within the Health Service within 
any one year, either within Primary Care or in hospital.  There should be a formal notification 
system to a central point within Health and this should be cross-checked on an annual basis 
with number of notifications to Social Work Department.  Also there should be randomised 
audit of these cases on a six monthly basis to ensure appropriate follow through, clearly 
defined roles and responsibilities and appropriate Health and inter-agency investigation and 
follow up. 

 

12. Tracking 
It is clear that a formal “tracking” system must be put in place on a UK wide basis within the 
Education system.  Currently children leaving school can become “invisible” and within that 
group are some of the most vulnerable children.  It is interesting that in the case of Danielle, 
unless a call had been received by Police from Family member 6 in a bar, probably no-one 
would ever yet know that Danielle was missing or dead.  Everyone assumed she was 
somewhere else in the UK.   Tracking of children is also required through the Primary Care 
Health System. 
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13. Referrals to the Reporter to the Children’s Panel 
 It would appear that referrals to the Reporter to the Children’s Panel are ad hoc.  This needs 

further analysis.  In this particular case no referral had been made to the Reporter until 6th 
January 2003, despite two previous contacts with the Social Work Department. 

 

14. Management Issues 
 From the interviews there is clearly an evolving rift between front line staff and senior 

management in Social Work.  This is beyond my remit to assess the detail of this, but it is 
causing stresses in relation to the staff involved. This is not unlinked to the staffing/training and 
supervision issues. Retention of staff is also a major problem in the Highland area.  
Nevertheless, there appears to be an evolving breakdown of trust and this must be addressed 
urgently. 

 

15. Training 
 Mandatory training requires to be introduced for all Social Work staff, all Health staff, all 

Education staff and all Police staff.  There will be various levels of training required.  The 
training must cover staff involved in Children and Adult Services. 

 

16. Health Assessments And  Medical Examinations  

 Throughout this inquiry, it has been made clear to me that there is a wholly inadequate system 
in place to access Health assessments for potentially abused children; both comprehensive 
Health assessment and two Doctor examinations.  Currently a reasonably newly appointed 
member of staff has agreed to informally provide 24 hour on-call for two doctor examinations 7 
days per week, but has no contractual responsibility to do so.  This is against best practice 
arrangements in that support is required locally and no single Doctor should be involved in 
Child Protection assessments on a 24/7 basis.  Another Consultant Paediatrician is currently 
assisting, but at time of review, only on a 9-5 basis. 

 

General recommendations: 
Members of the local community had concerns about Danielle.  Had they been able to report those 
concerns, then this may have prompted professional inquiry.  Information held by the community is one 
part of the jigsaw that produces a whole picture of vulnerability.  In this case the information emerged 
after the death of the child.  There is a case for media campaigns and local public awareness campaigns 
such that community members and professionals do not remain isolated from each other in grappling 
with the challenge of vulnerable children. 
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Recommendation 1 
A Central Helpline Number for Highland should be established to facilitate ease of access for 
community members who have any concern about a child.  It should be the responsibility of the 
receiver of the call to ensure the information is passed to the relevant professional.  Timescale 6 
months. 
 
In this case no one agency had sufficient information to show the peril faced by this child.  Had 
information been available from all key agencies, the risk would have become apparent.  The total 
picture involved chronic genetic health difficulties in the family; concerns of family members that the child 
was being neglected, echoed by concerns to the same effect in the community; unmet health needs of 
the child; poor school attendance covered by false explanations; drug use in the home; and a partner 
with a known history of violence. 
 
 

Recommendation 2 
The professional contacted through the Helpline must seek information from every key agency 
immediately before deciding upon a course of action (unless there is a need for immediate child 
protective action).  Timescale 6 months. 
 
The key to protecting children in a similar position of the child with whose death this inquiry was 
concerned is timeous access to information to carry out an assessment of needs and risk.  Not only 
should information be shared between agencies.  Information also requires to be shared within 
agencies. 
 
 

Recommendation 3 
All agencies should review policies and practice to ensure appropriate staff have speedy access 
to information which may be necessary for adequate early multi-agency needs/risk assessment.  
This will include e.g. information from Social Workers within Criminal Justice, Addiction 
Workers, Education staff, General Practitioners, Police, Professionals working with adults who 
have mental health problems and Professionals working in Accident & Emergency departments.  
Timescale 6 months.  To be reviewed in 1 year. 
 
The risk to Danielle in this case was not recognised by any one agency.  Child Protection should not 
depend on a subjective judgement about risk, taken within one agency.  This has been recognised by 
the Scottish Executive, and is being addressed at a national level.   A tool operating at a local level is 
however urgently required, and should not be delayed pending national developments.   
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Recommendation 4 
Urgent implementation of a standardised multi-agency needs/risk assessment tool is required.  
This should not be delayed awaiting further useful Scottish Executive direction.  Timescale – 
should be implemented within 6 months.  To be reviewed within 1 year. 
 
A recognised multi-agency process will allow needs and risks to be assessed, a plan formulated, action 
to be taken, and reviewed, to protect children such as Danielle whose vulnerability is not apparent to any 
one agency, and whose needs are spread over the remit of several agencies.  It is understood that a 
Core Group system has now been established, but still only in relation to the small minority of registered 
children. 
 
 

Recommendation 5 
It is essential there is a standardised multi-agency process, (not only in relation to registered 
children ) such that: 

 
 All appropriate information is shared 
 Evidence based analysis of needs/risk occurs 
 A multi-agency action plan is formulated timeously 
 Implementation of the action plan is managed by a professional from one of 

the key agencies 
 There is a regular review of the action plan implementation and outcomes. 

 
 Timescale – should be implemented within 6 months.  To be reviewed within 1 year. 
 
This inquiry has identified a need for training in all agencies involved.  The Scottish Executive Child 
Protection Reform Team have proposed a tiered approach to training in Child Protection awareness and 
various levels of Child Protection.  Such an approach should be employed on a single agency and a 
multi-agency basis.   
 
 

Recommendation 6 
Training of all staff should be mandatory according to the tiered model as proposed by the Child 
Protection Reform Team.  This training should include frontline child care workers; managers; 
those working with adults/adolescents and clerical/administrative staff. 
 
Child Protection is designed to ensure early intervention, to prevent tragedies such as the death of 
Danielle Reid.   The culture within the various services in this case was not directed towards early 
identification of vulnerability.  There was a failure to act on such indications as they emerged, partly 
because all the information was not put together in order to assess risk and take appropriate action. 
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Recommendation 7 
Training should ensure a change of culture within the respective organisations such that issues 
of vulnerability are identified very early; referred appropriately and information shared freely 
between all involved at the earliest stage of concern about a child’s welfare. 
 
Managers and senior managers cannot remain divorced from issues which undermine or mitigate 
against best practice of frontline staff.   A number of system defects have been identified in this report.  It 
is the task of managers to address those defects.  The task of frontline staff requires to be facilitated by 
adequate systems.   It is not however sufficient to put systems in place.  Any system requires to be 
audited, to ensure that it is working.  Proper audit should detect any deficiencies.  In particular audit 
should check for gaps in information sharing, in documenting all relevant information and for appropriate 
intervention.  Audit requires to take place not just at the level of each agency, but on an inter-agency 
basis. 
 
 

Recommendation 8 
Managers within each of the services concerned should develop rigorous and robust audit 
systems within each agency where there has been any concern re. a child’s welfare.  Inter-
agency audit systems must be developed to identify gaps in appropriate information sharing, 
documentation and intervention.   Timescale 6 months.  To be reviewed in 1 year. 
 
A general theme emerged from this inquiry in relation to documentation.  There is a case for each 
agency to review the manner and content of their documentation in a case where there are potential 
Child Welfare concerns (not simply where there is much greater concern regarding potential urgent Child 
Protective action required).  It is important not only that basic facts are recorded, but also that they are 
recorded in a way that is accessible for future reference.   One of the most important matters to record is 
the proposed action to be taken, and who is going to take it.  It will generally be helpful for an individual 
(or certain individuals) to be named.   Agencies must take responsibility for the adequacy of the 
information recorded and the proposed plan for action.   
 

Recommendation 9 
Each agency should review their documentation when there is “concern about a child’s welfare”.  
It should be standardised and have a clear Action Plan allocated to a named individual/s.  
Timescale 6 months.  To be reviewed in 1 year.  
 
Documentation should include exact descriptive detail re. index child and extended family, as 
well as logical formulated opinion and Action Plan.  It should be signed off at respective levels of 
responsibility/accountability. 
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The Health Service and the Education Service are universal providers.  The Health Service has duties 
towards all children from the moment of birth (and indeed pre – birth). The Education Service has a duty 
towards children of school age and preschool (3 – 5 yrs).  They are therefore often the first to be alerted 
to concern about a child.  If children are removed from either service, this takes away the most basic 
level of scrutiny of their welfare.  This fact requires greater recognition.  In the present case the child was 
not adequately monitored by health services as her mother moved frequently.  At the time of her death 
she was not on any school register. 
 
 

Recommendation 10 
Greater emphasis/priority should be given to children where there is any concern, who have 
been removed from School or Health Primary Care Registers (the two Universal Service 
Providers).   
 
In this case the child concerned vanished from view.  Her mother reported to the school that she was 
leaving the area.  The child was taken off the school roll.  There was no way to track where the child 
was.   
 
 

Recommendation 11 
Proactive systems must be put in place urgently to ensure adequate tracking of vulnerable 
children.  If this, by necessity, requires tracking of the parents of vulnerable children then this 
should be embedded in legislation, as well as being routine practice of practitioners involved. 
 
Information can be lost at points of transition.  In this particular case information about Danielle’s health 
needs was not passed from health services to school medical services.  Her need for physiotherapy was 
not met.  The fact that the school did not have accurate information allowed the mother to give false 
information to the school about the reasons for the child’s absences.  The child’s absences did not 
cause the concern that they merited.  No further action was triggered.   
 
 

Recommendation 12 
Transition points e.g. Pre–Birth to Birth, Birth to Pre-school, Pre-school to School, School to 
School Leaving, must be looked at closely on an inter-agency basis.  
 
Inter-agency protocols should be established to ensure: 

 
12.1 Full, early appropriate information is provided by each agency to  

another. 
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12.2 There is a reduction in duplication/assessment yet enhancement of 
overt, co-owned and co-ordinated documentation which is in the best 
interests of the individual child. 

 
This should be audited regularly (yearly) to ensure objective child centred inter-agency decision 
making which culminates in better outcomes for the child and family.  
 
There are lessons to be learned from this case.  There will be other critical incidents, from which lessons 
may be learned.  Agencies should work together to improve systems and practice.  The current critical 
incident review process is helpful, but not detailed enough.  The Child Protection Committee can perform 
a valuable role in this connection. 
 
 

Recommendation 13 
Detailed Protocols should exist locally for all agencies (both single agency and inter–agency) in 
relation to alerting critical incidents e.g. near miss child deaths, complex child cases, procedures 
not followed  and  deaths of children. All staff must be clear when to “activate“ such a critical 
incident analysis and expect timeous feedback regarding the lessons learned. The single and 
inter-agency information/summary and action plans should openly be shared on an anonymised 
basis with other agencies to learn inter-agency lessons and to effect appropriate change in the 
best interests of children.  The Child Protection Committee should oversee the changes required 
to effect this and implementation of this recommendation.  Timescale 6 months. 
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Social Work 
 
There is little doubt that at the time of the Danielle Reid Inquiry, Social Work Area Teams in Inverness, 
at least, were chaotic in terms of structure and processes.  This was in no small part due to: 
 

1. Staff shortages 
2. Lack of adequate training 
3. Lack of adequate supervision 
4. Resultant lack of knowledge for the purposes of decision making 
5. Supportive systems, in particular IT systems not being used in any coherent or 

systematised way to ensure adequate audit trails. 
6. Poor recording processes in general. 
7. Lack of adequate staff support. 

 
This resulted in individual social workers both in 2001 and 2002 having to make decisions in an 
inappropriate context.  The resultant decisions were obviously flawed.  Blame for this should not be laid 
on the individual workers.  The social workers who took the calls in relation to Danielle in 2001 and 2002 
were clearly attempting in good faith to meet the needs of children but they had been left in an 
impossible position by the inadequate systems in place.   
 
There were a high number of unqualified staff employed at around the time of the Danielle Reid Inquiry.  
In addition there were social workers with little or no Child Protection training and a lack of 
understanding about Child Protection processes.  There was lack of worker clarity about responsibility 
for recording.  There were no criteria set for recording on I.T. systems.   
 
While a “Child Protection Recognition Course” was mentioned in the course of interviews, it was not 
clear who was sent on the course, nor when it occurred in relation to work with vulnerable families.  The 
impact of such a course should be tested by ongoing supervision of case work, and by systems audit.  
The Highland Council Child Protection Guidelines appeared in the course of my inquiries to be less than 
meaningless.  They sat on shelves.  They were not readily available on intranet for ease of access.  
Referrals to the Reporter to the Children’s Hearing appeared to occur on an ad hoc basis.   
 
There is room for improvement in the practice of Highland Council Social Services, in order to make 
better provision for the protection of vulnerable children.   
 
  

Social Work Recommendations: 
 
Danielle was never seen by a social worker, despite expression of serious concern by members of her 
family to Social Work Services.  If Social Work Services are advised of serious concern about a child it is 
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imperative that a competent child care professional acts quickly to see the child.  No more than 24 hours 
should pass before the child is seen. 
 
Had Danielle been seen in November 2001 her vulnerability may have been appreciated and her welfare 
monitored.  Had a sustained attempt been made to see her in November 2002, it is likely that her fate 
would have been appreciated at an earlier stage.  It would have been too late to save her life, but the 
history of the case reveals a weakness in systems for the protection of children, which this 
recommendation seeks to address. 
 
 
Recommendation 14 
When there is any contact with regard to “concern about a child”, the Social Work Department 
should ensure that the child is seen immediately if the call seems urgent and certainly otherwise 
within 24 hours.  The child may be seen by any competent child care professional working within 
any of the agencies but the information must be fed back to the Social Work Department. 
 
Again, the case reveals a weakness in the systems for protecting children. On 26 November 2002 social 
work services were advised of serious concerns about neglect and abuse of a child.  Subsequent 
actions followed no clear plan, and adhered to no pre-set timescales. Telephone calls were made to 
school and to health services.  The resulting information was inconclusive.  It neither confirmed nor 
excluded neglect or abuse.  A home visit on 29 November 2002 took matters no further forward.  No 
action was then taken until 16 December 2002, when a social worker telephoned Danielle’s grandmother 
and encouraged her to make inquiries about where Danielle might be.  If Danielle was being neglected 
and abused on 26 November 2002, then the failure to set a timescale for gathering information and for 
further action, would have exposed her to the risk of continued neglect and harm. 
 
 

Recommendation 15 
Timescales must be set for gathering of initial information subsequent to calls of concern about 
a child.  A decision in relation to further action must be made within a maximum period of forty-
eight hours, preferably twenty-four hours (assuming the child is not considered to be in 
immediate danger). 
 
It was apparent throughout the interviews that the system of home visiting, for cases not yet identified as 
Child Protection, was based on availability of staff, rather than on prioritisation of need.  Indeed this was 
by default, rather than design.  This did have a major impact on the management of this case although 
when the visit was eventually made, no one was at home.  That, in turn raises the question of how 
intensive follow-up should be. 
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Recommendation 16 
Standardised criteria must be set in relation to prioritisation of home visits. 
 
Social Work Services in Moray had information about Tracy Reid’s earlier history, and the Criminal 
Justice Team in Dornoch had some information about Lee Gaytor’s offending behaviour.  Had all the 
information held in Social Work Services been available to the child and family team which received 
information about Danielle, then this would have facilitated a needs and risk assessment.   
 
Communications between departments and between Local Authority social work services appear to 
have been fragmented.  This case raises the question of why workers in criminal justice, drugs workers 
and others in, for example, community care are not commonly contacted in order to ensure that all 
information held within the Social Work Department is gathered for the purposes of a needs and risk 
assessment. 
 
Staff within Stand By Social Services had no system in place whereby they could access information 
quickly from Social Work Area Teams in Highland to attempt adequate need and risk assessments out-
of-hours.  This prevented them operating effectively. 
 
On interviewing Social Work Department staff, it is clear that since November 2002 the mechanism of 
logging of information on the computerised system may be somewhat improved.  It remains to be seen 
whether the new system is underpinned by a culture shift, such that there is a proactive search for 
information relevant to making decisions about children.  The operation of the new system requires to be 
audited.  Out of hours staff are still often unable to obtain crucial information from any other Social Work 
office or file on a child where there is concern.  This, in my view, must be rectified at the earliest 
opportunity, as without crucial information to hand out of hours, high risk situations can easily be missed. 
 
 
Recommendation 17 
All information held throughout Social Work Services pertaining to a vulnerable child or family 
must be readily accessible to enable optimal needs and risk assessment. 
 
On numerous occasions interviewees stated that information was not sought from the police.  It 
appeared that this was generally only done when a child was already labelled as a “Child Protection” 
case.  It should be standard practice to contact the Police to ascertain whether they hold relevant 
information where there is any concern about a child.   It should not require Child Protection Procedures 
to be in process prior to this being done. The police in this case had information to the effect that Lee 
Gaytor was known to be violent, and had involvement with drugs.  Information of this nature is likely to 
be critical in an assessment of risk to a child.  
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Health Services were aware of Tracy Reid’s genetic condition.  They held information to show that Tracy 
Reid had been misleading Crown Primary School in relation to the reasons for Danielle’s absences from 
school.  In November 2002 weeks passed before any social worker spoke to the General Practitioner.  
The failure of Health Services to progress Danielle’s physiotherapy referral is dealt with elsewhere.  The 
salient point for Social Work Services is that there was delay in speaking to the General Practitioner.  
This delay appears to have resulted from the considerable pressures on frontline Social Workers, and on 
similar pressures on seniors who would generally take responsibility for supervising timely contact with 
other agencies.  
 
Not only should Stand By Services have access to information held within all departments of Social 
Work Services, they also require to be able to access information within Health, Police and Education.  
Free flow of information should take place without unnecessary excuses about “ownership”, or 
misplaced confidentiality.  Citizens are expected to give information if there is a suspicion that another 
human being may be neglected, assaulted or murdered.  Professionals should recognise a similar 
obligation.  This needs to be addressed urgently and implementation should be audited over the next 
several years. 
 
 

Recommendation 18 
Whenever there is any call in relation to concern about a child all key agencies must be 
contacted to gather any relevant information before a final decision is made in relation to action 
(unless the need for urgent action is obvious). 
 
One of the most important findings of this Inquiry has been that there has been absolutely no 
standardised multi-agency needs or risk assessment process in Highland.  As a result professionals are 
not necessarily talking about the same thresholds for appropriate intervention.  This is exceptionally risky 
for children.  While this is a national issue, other areas have recognised the need to address the need 
for a standardised tool, without waiting for more detailed guidance from the Scottish Executive.  Local 
robust systems are required.  Staff must be made aware of their roles and responsibilities, within a multi-
agency assessment process.  They require to be made aware of their accountability both to the child 
and family, and to their employers.  They must seek out appropriate information and share this with 
others, so that the child’s needs do not go unmet for prolonged periods.   
 
A standardised tool will direct attention to the information necessary to make an assessment.  Those 
involved will be required to seek out the appropriate information. A standardised tool will prevent 
subjective judgements.  It will allow the identification of real need.  It should also yield data which can be 
presented for audit. The rationale in relation to decision making will also be transparent and an inter-
agency plan (with timescales) will be clear.   
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At a policy level a standardised assessment tool will allow the identification of the extent of real need.  It 
should also yield data which can be presented for audit.  It will then be clear to the public at large how 
vulnerable children are identified and served. Lack of standardisation of approach to risk in relation to 
children and preference given to individual judgements and ad hoc supervision, rather than a 
standardised and consistent approach is undermining confidence in social work. Defensiveness on the 
part of Social Work Management should not be permitted to stand in the way of standardisation and real 
audit of real service provision 
 
 

Recommendation 19 
It is essential that all social workers determine needs and risks to any child according to a 
standardised needs and risk assessment tool which is also used by other agencies.   
 
In November 2001 there was a telephone call to Social Work Services about Danielle Reid.  Some 
enquiries were made, but these appear to have been incomplete.  The social worker who took the call 
was unable to exclude concerns.  The case was “passed on”.  No further action was taken in relation to 
that telephone call.   
 
There was no effective handover of Danielle’s case in 2001.   No concern was reported again before her 
death.  Had the case been handed over and followed up, her vulnerability and the fact she was in 
danger might have been appreciated.   
 
It is unsatisfactory that there was no procedure for handing over cases such as this from one social 
worker to another.  There appears to be no training in relation to continuity of care.   
 
While Social Work Services devised a new system, following Danielle’s death, for handing cases from 
the duty team to long-term workers, that system was not working satisfactorily at the time of interviews.  
An audit of duty systems since that time would be beneficial. 
 
 

Recommendation 20 
An appropriate chain of handover of cases from one social worker to another must be 
adequately proceduralised.  Training must be provided in relation to adequate continuity of care 
and this must be embedded in social work practice. 
 
There was no standard means operating within the Social Work Department for recording reported 
cases of concern, and tracing the professional response to such cases.  Had there been a pro forma 
which served this purpose, it would have been apparent that Danielle’s case had not been fully looked 
into in 2001.  If systems had been in place to establish and follow a care pathway, then it is likely she 
would have been seen, and her care monitored before her death in November 2002. 
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Recommendation 21 
Standardised proformas should be prepared and should be completed by social workers in 
relation to any call relating to “concern about a child”.  A care pathway should be systematically 
followed in relation to these cases.  The care pathway should be auditable by both Social Work 
and referring agencies. 
 
Highland Council Social Work Department had a computerised system for recording information. Receipt 
of a telephone call about Danielle in November 2002 and enquiries following on from that call did not 
feature on the system.  There were no clear criteria apparent in relation to what was recorded on the 
system.  There were no guidelines as to what should be logged on the system. Staff reported lack of 
comfort in putting information onto the system.  Some staff who received information were not trained to 
record it.  As a result the computer system was not effective as a tool to assist in assessing risk.   
 
 

Recommendation 22 
The capability of Social Work computerised support systems must be urgently reassessed.  
Once an adequate computerised support system is available (which should be made available 
urgently) staff must be trained in relation to input of standardised information and trained in 
accessibility to information from all departments throughout Social Work Services; including 
Criminal Justice and Community Care as well as Children and Families Services.  
 
The number of children on the Child Protection Register fell significantly in the period immediately prior 
to Danielle’s death.  It was suggested that this drop was more apparent than real in Highland Region as 
figures had not been reliably recorded in the past.  While there may have been a direction to staff to de-
register children in other areas, no such direction had been given in Highland Region.  
 
Social Work senior management suggested that there are not many “vulnerable children” in the Highland 
population.  Danielle Reid was a child whose vulnerability was not recognised.  In my personal 
experience many vulnerable and at risk children like Danielle do not access Child Protection Procedures 
and are not placed on a register.  Such children rarely access comprehensive appropriate support, nor 
are they allocated Social Work involvement.  They are not presented in figures to the Scottish Executive.  
Registration figures are often erroneously presented as the level of vulnerability in our communities.  
This is a national issue. 
 
There is a need to review current arrangements in relation to criteria for entry into Child Protection 
Procedures.  If a child is deemed vulnerable and does not enter formalised Child Protection Procedures 
there must be clear protocols as to action to be taken and within what timescales.   Registration should 
not be the principle key to securing services. 
 



 

 148

Recommendation 23 
It should be made absolutely clear by senior management that there is no pressure to “de-
register” children.  It should equally be made clear that allocation of social workers should be 
purely on the basis of standardised assessment of needs and risk which should be completed 
for all children where there is a “child welfare concern” (whether they are on a Child Protection 
Register or not). 
 
It is the author’s view that more experienced staff should be employed at earlier stages to “triage” when 
information is being gathered in relation to potentially vulnerable children.  If decisions are made at an 
early stage not to embark on full needs or risk assessment or indeed Child Protection Investigation, then 
any of these children can fall through a gap and their plight not be recognised until many years later.  
Protection dependent upon formalised “Child Protection Procedures” imposes a particularly high tariff.  
For example a child who is living with chaotic drug abusing parents, or parents with major mental health 
problems, should be considered sufficiently vulnerable or at risk to have a full standardised multi-agency 
needs/risk assessment.  If a decision not to assess is taken by a social worker and senior social worker, 
without recourse to information gathered from all agencies, then children in need of protection will be 
missed.  Failure to gather inter-agency information at the earliest opportunity to determine levels of need 
and risk, where there is concern about a child, is a flawed approach and must halt immediately. 
 
 

Recommendation 24 
The most experienced workers with vulnerable families should be involved in determining, at a 
very early stage, how much information has been sought, what information still requires to be 
sought, and what inter-agency plan should be put in place with regards to these families.  This 
should not be left to untrained workers or junior staff and should not be dependent on a rather 
ad hoc supervision system. 
 
In this particular case, it was obvious from interview that Social Worker 10 in 2002 did not discuss issues 
with his manager on the same day as receiving the referral.  This raises issues about what systems 
were in place to allow him to do so, and what would happen if the manager was unavailable or away.  
Senior social workers should be responsible for ensuring that home visits happen appropriately and in a 
timely fashion.  It appears that seniors were under such pressure that this level of supervision could not 
take place in 2001 and 2002.  Supervision should not only take place, but should be recorded, so that 
the outcome of discussion can be referred to as the case proceeds, and there can be audit of decisions 
 

 
Recommendation 25 

Senior supervision of social work staff must be rigorous and well documented with copies 
provided in every case to both the senior social worker and the social worker involved. 
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No single individual should be scape-goated as a result of this inquiry.  There does however require to 
be reappraisal of the design of service delivery.  There was a mismatch in the course of interviews 
between the perceptions of senior management and frontline staff in relation to the level of vulnerability 
of children and the processes required to meet those children’s needs. Senior management regarded 
themselves as two or three layers removed from frontline practice, and lacked understanding of the 
issues for frontline workers.  The breakdown of confidence between frontline staff and senior social work 
management and between senior management and frontline staff requires to be fully appraised and 
addressed.  Lack of confidence within Highland Social Work Department will impact on the care of 
vulnerable children. 
 
Senior management were also prepared to wait too long for guidance from the Scottish Executive and 
others. Managers have a responsibility to lead, in the interests of children in their local communities.  
Systems do require to be redesigned to prevent children being exposed to unacceptable levels of risk.  
Every recent child death inquiry has stated that there is a level of urgency to implementing this process. 
 
 

Recommendation 26 
A review of potential evolving breakdown in trust/communication between social work senior 
management and frontline staff and vice versa is advisable.   
 
 
Other high profile national inquiries have identified a number of these issues.  While steps are being 
taken to address them, services for vulnerable children should be a priority.  The resourcing of services 
for vulnerable children is inadequate.  It does not permit staff, at whatever level, to perform the roles and 
functions for which they have been appointed. 
 
In the meantime Social Work Services have a nigh impossible task to perform.  They are perceived to 
“carry the can” when vulnerable children are not protected.  There appears to be little confidence in their 
response systems by local communities, nor expectations of appropriate outcomes after referral.  Unless 
the matters mentioned above are addressed the problem of lack of value placed on Social Work 
Services in our society will continue. 
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Police 
 
On Hogmanay night information was received by the Police that a potential murder had occurred of a 
child.  The allegation, albeit from a drunken man, via the Duty Operations Room was that: 
 

• A close family member had died 

• The child had not been seen since October 

• The mother’s partner had allegedly thrown the child down the stairs 

• The partner was called ”Lee” 
  
The police gave some weight to the allegation and responded immediately, as one would expect.  They 
further confirmed when visiting the mother that her daughter was absent and that a non-satisfactory 
explanation was being provided by the mother.  The police were unable to confirm the accuracy of the 
information given to them at that stage and were unable to get satisfactory resolution over Hogmanay.  
Further police action took place on the 1st January and over the next few days.  No subsequent piece of 
information over those days at all discounted the first piece of concerning information.  The mother had 
tried to put the Police “off the scent”.  Changing addresses of the whereabouts of the child were given.  
The mother could not give any school details.  The mobile phone number that was given could not be 
obtained.  The Police became aware that the child may be with a dangerous individual in, potentially, the 
Bishop Auckland area.  All of those additional pieces of information should have been causing further 
concern rather than less concern.   
 
The attending Police Officer can be excused for not identifying the entire bigger picture as he could not 
step back and take a look at the entire picture.  His successive superiors should not be excused.  They 
should have taken an appropriate overview and documented this, in order to have continuity of serious 
enquiry.  The senior officer who heard of the allegation in the car park does not appear to have 
documented anything on IMPACT.  His decision-making cannot be called into question due to lack of 
written notes, which in itself is wholly unacceptable.  He cannot however be totally excused from 
supervisory responsibility.  Neither can other senior officers, who should have taken the appropriate 
overview in the following days.  There is little doubt that the facts stated above amount to an allegation 
of murder, which was not investigated appropriately until the alert of C.I.D. on 6th January. 
 
In substance, in the first six days of investigation the Police Officers at every level appear to have 
missed the entire point that there had been a death and a vulnerable child was missing.  No formal 
statement was taken from the alleged source of this concerning information, until C.I.D. became involved 
on 6th January 2003.  In these early stages there was no thorough and detailed search of the family 
home and no photographic evidence obtained. The mother was not re-interviewed. It was not clear who 
was leading the investigation. 
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In those six days there was: 
 

1. Poor documentation (at every level) 
2. Flawed judgement 
3. Inadequate reporting (verbal and written) 
4. Lack of speedy escalation to C.I.D. investigation 
5. Sluggishness in relation to Child Protection procedures 

 
No one person in the Police was responsible for the delay in appropriate inquiry in relation to a 
vulnerable missing person, or indeed a potential murder.  None of the delay at that time contributed in 
any way to Danielle’s death.  The practice and procedure of Northern Constabulary must however be 
reviewed to avoid delays for future vulnerable children, who may be saved by robust investigation. 
 

 
Police Recommendations: 
 
Police in this case had information to the effect that Lee Gaytor had a history of violence, involvement 
with drugs and threats towards women and children.  Some of the information consisted of allegation, 
other information related to convictions.  The information was sufficient to indicate that Lee Gaytor was a 
potentially dangerous violent perpetrator.   Other people (including members of the community) and 
professionals were aware of the vulnerability of Danielle and her family.  A system called VISOR, for 
tracking violent, dangerous and sex offenders is currently being rolled out to all Police Forces in the 
United Kingdom.  
 
Separately an eCare Multi-Agency Information Tool is being developed.  This is a multi-agency system 
for Criminal Justice, Social Work and the Scottish Prison Service.  This too requires to be given high 
priority.  It is important that “VISOR” is integrated with the eCare Multi-Agency Information Tool, so there 
is a “read across” between the two systems.   
 
Critical factors in Danielle’s case, such as the sudden cessation of extended family support (due to 
Tracy Reid’s decision to isolate herself) and moving in with Lee Gaytor, a dangerous, violent perpetrator, 
provided an extremely high risk cocktail.  National Systems in future could pick up such risk factors.  The 
necessary tracking systems will require full participation from the agencies and indeed also Social 
Security Systems.  National discussions, on going at present, must be advanced, implemented quickly 
and audited. 
 

Recommendation 27 
The “VISOR” system should be fully implemented urgently throughout Scotland in order to track 
violent, dangerous and sex offenders. 
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The point of tracking persons such as Lee Gaytor, in the present context, is to allow risk to children to be 
assessed.  This means that police intelligence must be made available to other agencies for this 
purpose. 
 
 

Recommendation 28 
All police information in relation to violent offenders, including Police intelligence, should be 
made readily available to other agencies at the earliest stage, especially to agencies who have 
major responsibilities in the care and protection of children (eg.  Social Work, Health, Education). 
 
Documentation produced by the Police during this inquiry in relation to their own decision-making was 
scanty.  Apart from the Holmes system there appeared to be little, if any, insistence upon documentation 
by the most senior officers with regard to the rationale of their decision-making.  It is essential that in 
such serious investigations, such as potential murder, missing vulnerable young person or Child 
Protection investigations, that this is not the case again in the future.   
 
 

Recommendation 29 
An improved recording system must urgently be put in place which provides an audit trail of 
decisions and clear accountability. This is particularly required in relation to supervisors from 
Sergeant through to Superintendent level. 
 
When officers were briefed on the morning of 1st January, it was not made clear that a child might have 
been harmed.   
 
Front line officers are generalists.  They have the responsibility to be clear about what they are dealing 
with.  This should be fully supported by the specialists who in this case should have been C.I.D., and 
who should have been spoken to much earlier.  Supervisors and managers could have clarified the 
available information, insisting that it was checked and continually reviewed.  Had the case been 
properly supervised and managed, reviewing Inspectors should have insisted upon: 
 

a. Clarity of who was leading the investigation. 
b. Thorough re-interviewing of the mother 
c. Thorough search of the house at the earliest opportunity 
d. Formal re-interview with Family member 6 
e. Finding out who else was present at the time the information was received, who 

witnessed that, where it was obtained and from whom it was obtained. 
 
Police experts advise that these steps should have been taken in under twenty-four hours from the time 
of the initial alert.  Someone should have taken the clear view that this was a potential murder, and 
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referred to C.I.D.  Proper weight was not being given to the seriousness of this inquiry.  This is further 
confirmed by lack of timeous verbal reporting to the Area Commander overnight, or at least first thing in 
the morning.  It is clear that the usual checks and balances in the Police system in this instance, ie. 
human checks and the systems that supported them, failed to clarify the seriousness of the matter they 
were dealing with.  Northern Constabulary accordingly require to look at their systems to ensure that a 
breakdown of the kind that occurred in this case cannot recur.  
 
This is an area which should be addressed by intensive training of staff at all levels and on a rotational 
basis. 
 
 

Recommendation 30 
Intensive training is required such that Police Officers are clear on processes that they should 
follow, eg. in relation to reports such as occurred on Hogmanay.  Appropriate escalation of 
inquiry very much depends on the understanding and interpretation of facts as they are reported.  
This in particular applies to Police supervisors/managers. 
 
The gap between policy and practice in the Northern Constabulary was at the heart of the failings in this 
case.  Polices were in place, but frontline Police Officers were not aware on a day-to-day basis of their 
obligations for best practice.  There was no rolling programme of training.  There was no audit of 
practice.  This cannot be allowed to continue.  Steps must be taken to address the obvious gap between 
policy and practice on the ground.  Not only must there be training, but there must also be regular robust 
auditing and monitoring to ensure that policy is being translated into practice.  It is essential that 
command and control type systems such as the Incident Logging System are as robust as possible.  
 
Northern Constabulary must ensure adherence to protocol and policy in order to ensure that children are 
protected in the future.   
 
 

Recommendation 31 
Northern Constabulary must urgently review the gap which exists between policy and practice.  
This is particularly in relation to serious inquiries, including Missing Persons, Child Protection 
and potential murder inquiries. 
 
This case was not properly addressed until C.I.D. took charge on Monday 6th January 2003.  At that 
point the serious nature of the case was appreciated, a formal statement was taken from the original 
informant.  Steps were taken to find and arrest Lee Gaytor on an outstanding warrant in respect of other 
matters.  Tracy Reid and Christopher Gaytor were found and interviewed.  By the afternoon of 7th 
January 2003 Danielle’s body had been recovered and these three persons were under arrest.  Had 
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there been C.I.D. coverage at an earlier stage during Hogmanay and the subsequent weekend, delay 
could have been avoided.  
 
The position may not have been assisted by the fact that the Senior Investigative Police Officer was on 
annual leave over Hogmanay and the subsequent weekend, but was making himself available to fulfil 
some duties.  Senior management of the Investigation Department was not operating at full strength at 
the material time. 
 
 

Recommendation 32 
C.I.D. coverage on Public Holidays should be reviewed to ensure that the presence of at least 
Detective Inspector to review crimes, missing persons and other reports as normally assessed 
on other days of the year. 
 
TThhee  PPuubblliicc  HHoolliiddaayy  wwaass  aa  mmaajjoorr  ffeeaattuurree  iinn  tthhiiss  ccaassee..    TThhee  CCrriimmee  MMaannaaggeemmeenntt  UUnniitt  wwaass  nnoott  ffuunnccttiioonniinngg  

ffuullllyy  bbeettwweeeenn  3311sstt  DDeecceemmbbeerr  22000022  aanndd  66tthh  JJaannuuaarryy  22000033..    TThhee  nnoorrmmaall  ssttaannddaarrdd  ooff  ccoovveerr  wwaass  aatt  aa  

mmiinniimmuumm,,  ppaarrttiiccuullaarrllyy  iinn  rreellaattiioonn  ttoo  ccrroossss  cchheecckkss  aanndd  sseenniioorr  lleevveell  aannaallyyssiiss..    IItt  iiss  nnoo  lloonnggeerr  aacccceeppttaabbllee  

tthhaatt  tthhee  CCrriimmee  MMaannaaggeemmeenntt  UUnniitt  aanndd  tthhee  CCeennttrraall  CChhiilldd  PPrrootteeccttiioonn  UUnniitt  aarree  ffuunnccttiioonniinngg  aatt  lleessss  tthhaann  ffuullll  

ccaappaacciittyy  dduurriinngg  hhoolliiddaayy  ppeerriiooddss  oorr  wweeeekkeennddss..    TThhiiss  mmuusstt  bbee  aaddddrreesssseedd  uurrggeennttllyy  ttoo  eennssuurree  aapppprroopprriiaattee  

sseenniioorr  lleevveell  aannaallyyssiiss  ooff  ssuucchh  sseerriioouuss  iinnqquuiirriieess  ccaannnnoott  bbee  lleefftt  ttoo  mmoorree  jjuunniioorr  PPoolliiccee  OOffffiicceerrss  dduurriinngg  ssuucchh  

ppeerriiooddss..      
 
 

Recommendation 33 
The Crime Management Unit and the Central Child Protection Unit should have Duty Officers 
performing usual routine tasks 365 days of the year. 
 
No briefing meetings took place on 1st or 2nd January 2003, nor on 4th and 5th January 2003.  There was 
a meeting on 3rd January, and meetings resumed thereafter on 6th January.  The timing of Hogmanay 
and the weekend meant that there was no senior police management review at a critical time in this 
case.   
 
 

Recommendation 34 
The Area Commander briefing meeting should occur 365 days of the year. 
 
A centralised system of recording is essential, in order to pass information in relation to any incident that 
requires operational action from one Police Officer to another.  Word of mouth is insufficiently reliable 
and generally available for this purpose.  The IMPACT system is intended to fulfil the purpose of 
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recording information for general operational use, but has several flaws.  It should be reviewed and 
updated.   
 
There were disputes during interviews as to whether Danielle’s case was registered as a “Missing 
Person” or “Child Protection” or “Children and Young People”.  It has been impossible to ascertain the 
truth of this matter.  It is clear that the computer system is wholly inappropriate for retrospective audit 
and therefore it must be replaced with a system that can determine in which way an inquiry is logged 
and how it is changed.  It is essential that any future system automatically logs Missing Persons, Child 
Protection or other serious inquiries for consideration by Area Commander at daily briefings. 
 
The Northern Constabulary are currently seeking a new I.T. system which will be fully auditable and 
indeed will provide a better support for audit of inquiries.  The Police Professional Standards Unit should 
ensure that any new system put in place is reviewable ad appropriate for Police Professional practice. 
 
 

Recommendation 35 
The entire computerised IMPACT system must be reviewed urgently and adapted to allow 
continuity of documentation by all involved and appropriate audit. 
 
In January 2003 officers of the Crime Management Unit manually trawled the IMPACT Incident Logging 
System for items to bring to the attention of the Area Command Morning Meeting.  Missing Persons and 
Child Protection issues require to be flagged for attention, but the flagging was at that time effected 
manually.  This case was not manually flagged.  Human error resulted in the box for daily reporting 
being completed in the negative.   The case was not therefore raised at the first Area Command Morning 
Meeting to be held after Hogmanay, on 3rd January 2003, nor was it picked up at the briefing meeting on 
6th January 2003.   The case was mentioned verbally at the end of the meeting on 3rd January, but lack 
of proper flagging meant that it was not listed on the action sheet or the tasking sheet.  Failure to 
incorporate the investigation of a child murder into management systems is unsatisfactory.  Automatic 
flagging for attention in daily reports will address this deficiency.   
 
The system at the beginning of 2003 did not show the history of entries made and changed.  It merely 
showed the latest entry.  This meant that the system was not susceptible to audit after the fact.  In future 
any system should show all entries made, and all changes to entries, in order to present the full history.   
 
 

Recommendation 36 
An automatic flagging system for “daily reports” should be introduced.  The system must be 
auditable in terms of inputs and changes to input. 
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The Police Internal Management Review in this case was scant in detail.  It tended to lack rigour in 
relation to flaws at every level of the Police, which allowed a system breakdown in this case, and the 
marked gap which is apparent between policy and practice.   
 

Recommendation 37 
A more standardised robust process should be drawn up for Police Management Reviews.  All 
relevant detail, including notes, contemporaneous notes in various files and notebooks as well 
as formal statements should be gleaned and presented to the independent reviewer. 
 
The police received a report that a child had been murdered or harmed on 31st December.  They 
classified their investigations as relating to Child Protection on 2nd January.  They did not provide a 
report for the Reporter to the children’s hearing until 6th January.  The delay in referring to the Reporter 
is unsatisfactory.  Reports should be sent as quickly as possible, and in any event within twenty-four 
hours. 
 

 
Recommendation 38 

The speed with which an OP/48/1 form is delivered to the Reporter must be increased.  It should 
be made available to the Reporter within twenty-four hours of the incident. 
 
Information about Danielle was first received by the police on the night of 31st December 2002. The most 
senior officer on duty at that time did not record any of his actions, nor the rationale for any decision he 
took in relation to this case.  He was in consequence unable to give a full account of this information he 
had received, the decisions he had taken, and the reasons for those decisions.   
 
 

Recommendation 39 
The senior officers on duty overnight should perceive their duties to be of equal weight and 
responsibility to those officers of similar rank during day time hours.  Documentation should be 
equivalent and detailed in relation to rationale, decision-making and action. 
 
The process of assessing needs and risks to children should be a genuinely multi-agency exercise.  In 
this case the full extent of the child’s vulnerability was only apparent after the event, when all the 
available information held by the various agencies was collated.  If children are to be protected all 
information, including information held by the Police, should be assembled and considered at an early 
stage. 
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Recommendation 40 
Police should be involved in all discussions at an early stage in relation to potential concern 
about a child’s welfare.  This should not only occur once there are “Child Protection concerns”.    
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Education 
 
Education staff acted at all times in good faith.  They did not identify the child as being particularly 
vulnerable. 
 
There is no doubt that Merkinch Nursery School staff are vigilant, in particular to vulnerable children.  
Due to the enormous numbers of vulnerable children within the Merkinch Community it is to be expected 
that there will be prioritisation of the most vulnerable.  In contrast, in more middle class communities 
prioritisation of the vulnerable would pick up most vulnerable children within the local community.  
Chronic vulnerability in particular areas has been referred to as “Postcode Sector bias” (see Born to Fail, 
Wedge and Prosser (1978) and For Scotland’s Children (2001)).   
 
There is no doubt that Danielle was believed to have considerable extended family support during her 
time of attendance at Nursery in Merkinch. 
 
Education staff appeared to act in appropriate ways to support Tracy Reid as a parent, to enable her 
child to have the best education possible (albeit in the Primary School setting the teachers were only in 
contact with the mother and child for a matter of several weeks).  Their actions appear to the author to 
be reasonable, in that this was the beginning of building a relationship with a parent to enable the child’s 
education to proceed in her best interests. 
 
Unfortunately, the mother on this occasion deliberately deceived the Education staff and in doing so 
prevented them identifying the vulnerabilities in the child’s family life.  She deceived them in relation to 
Danielle’s absence from school, and in relation to her intentions when Danielle was finally removed from 
Primary School. 
 
The author was struck by the awareness of senior management within the Education system to frontline 
staff issues and their attention to detail in support of staff, particularly support following the death of 
Danielle Reid. 
 

 
Education Recommendations: 
 
From a systems point of view if is essential that when a child is removed from school, details are given 
by parents of the forwarding school and forwarding address.  In fact in Crown Primary, protocols in 
advance of some other areas in Scotland had been completed. The mother in this case never complied 
with the school’s request to complete their forms.  
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There does need to be a national system for tracking such children, not just within Scotland, but within 
the United Kingdom.  The mother in this case indicated an intention to move outwith Scotland.  A purely 
Scottish system will not be adequate to keep track of children. 
 
The system of passing on of pupil records between schools described for Highland is probably fairly 
typical of “systems” elsewhere in Scotland.  There seem to be no standard protocols, rather an 
understanding of what should happen, which is generally followed by headteachers and Councils.  
Pupils have Pupil Progress Records (PPRs) which are the records transferred between schools.  Child 
protection records may be kept separately and forwarded separately through child protection co-
ordinators in SW departments.  The system is mostly a reactive one, i.e. it depends on the receiving 
school requesting pupil records before they are forwarded.  Schools ask families where they are moving 
to but this information may be imprecise or not available.  If a receiving school does later ask for records, 
it is usually first by phone then followed up in writing (for example in South Lanarkshire a “transfer” or 
“disjunction” form is used to accompany PPRs). 
 
If a receiving school does not ask for records, it really depends on headteachers to be proactive.  
Headteachers can employ a range of strategies to find out where a child has gone: 
 

• Phone the child’s emergency contact number who may be a friend or relative who knows the new 
address. 

• Phone the school where any older or younger sibling attended as they may have more information. 

• Contact other involved agencies who may be more up-to-date. 

• Ask the attendance officer/education welfare officer to visit the old address to check new resident 
who may have forwarding address and approach neighbours to see if they know anything, e.g. the 
town the family moved to. 

• Contact the Council’s housing or benefits officers:  this is a very new idea and collaboration may 
not be in place yet – but these agencies generally do know current addresses because these are 
the agencies families may need the most!  (see Highland Council Management Review 16 June 
2003: p.15). 

 
If no information can be gathered from these sources, there appears to be a person responsible in most 
Councils whom headteachers can contact.  These contact persons then use whatever information they 
have to make enquiries of contact persons in other authorities (by phone or e-mail). 
 
Authorities receiving such requests for children who cannot be located have mechanisms for enquiring 
of their schools whether the child or children have enrolled.  If the request is urgent, computerised pupil 
records can be checked in some local authorities.  This has the potential failing of all computerised 
records – it may not be up-to-date the day the search is done.  In some local authorities an Education 
Newsletter is also used to ask headteachers about missing children. 
 



 

 160

When a child leaves unexpectedly and the above process is followed, the child can be taken off the 
register of attendance after 4 weeks.  This is important to schools because of performance indicators on 
attendance, but may act as a disincentive to keep trying to find the child. 
 
When a child arrives in a school, a request should be made for pupil records as above.  This can take a 
very long time to result in transfer and in the case of England and Wales, records may not arrive at all.  
Heads will start their own record and not chase up forever, so history can be lost. 
 
In England and Wales, the Department for Education and Skills operates a Secure Data Transfer 
System which is accessed by LEA Lost Pupil Transfer Users.  Each LEA has between 1 and 3 
administrators who post records on this site when children move on without informing schools or their 
destination.  The website is known as s2s (www.teachernet.gov.uk.s2s) and has the disadvantage of 
having large numbers of unmatched records at any given time.  It does supply lists of authorities which 
can help Scottish Authorities find contact details. 
 
In pre-school education, the position is even more unclear because parents do not need to send their 
child to nursery (or other provider e.g. playgroup).  Parents can choose the provider they want, within an 
authority’s local guidelines, and can send the child or remove them as they wish.  Most nurseries would 
follow up non-attendance of a child but if the parent simply said they were moving away there would be 
little onus on the nursery or authority to follow up.  Where the destination is known, transfer of records 
would be possible but there is no standard for this.  The main reason for establishing attendance at a 
new location is probably to ensure a child is not “double-funded” for attendance at two separate 
nurseries! 
 
Particular groups of children can pose particular challenges for tracking – not only armed forces families 
as mentioned in Highland but also ethnic minority families who may have extended stays in other 
countries, and travelling children who move around the UK. 
 
The Scottish Executive published consultation draft guidelines for child protection in April 2003.  
Following this, draft proposals for a National Protocol on Transfer of Pupil Records were published for 
consultation in April 2004.  These took into account the development of IT-based systems for the future 
(Scotexed, the electronic school transfer of records) but sought to establish interim principles which 
would transfer later to an electronic system.  The proposals also asked whether one authority should be 
commissioned to co-ordinate the tracking.  Other authorities would have a named officer for unclaimed 
records or for records which did not follow when a new child arrived in a school.  School staff would be 
asked to judge how a request relating to records should be “flagged” – a “traffic-light” tag which would 
depend on the level of concern regarding the child. 
 
In January 2005 the Scottish Executive seconded one individual to progress this work.  The decision has 
been taken not to commission a local authority to co-ordinate tracking, but to establish a small team in 
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SEED to set up a system.  A consultative event was held on 21 April 2005.  It is likely that a database 
like s2s (see previous reference) will be set up but the new team will ensure better chasing/follow-up 
than happens currently in England and Wales.  Contact officers in each authority will be needed to liaise 
with the new team and use the database, and a new national protocol will require headteachers and 
contact officers to undertake local searches themselves before the national chase/follow-up system is 
accessed.  This will probably involve strategies like those listed above, and a “traffic light” system of 
flagging concern if no local resolution is found.   
 
It is essential that a base is established that will ensure better chasing or follow up of children who 
transfer between schools.  Contact officers will be required in each local authority to liase with the new 
team in the Scottish Executive and a new national protocol will be required.  A “traffic light” system of 
flagging concern will be required locally if no resolution is found. This should ensure that children with 
vulnerability such as Danielle are flagged early and can no longer become “invisible”. 
 
 

Recommendation 41 
A robust national system to timeously track transfer of pupil records must be established in the 
United Kingdom. 
 
In this case there was little liaison between Education and the Health Service in relation to Danielle’s 
needs.  Had information passed between the two, then the school may have been alerted to the fact that 
Danielle’s absences from school were not properly explained and that she had health needs that were 
not being met. 
 
This is a problem that is not confined to Highland Region.  When children come onto the Educational 
roll, or are moved from it, this event is not automatically notified to the Health Service, which is the only 
other universal service delivery system.   There is lack of liaison between the Education system and the 
Health system to ensure that if a is child removed from school, the Health Service is made aware of this 
move and therefore can be proactive in tracking the movement of the child between Health Services 
anywhere in the United Kingdom.  
 
There seems to be no standard arrangement for passing on information between education and health 
agencies.  Health Boards make their own arrangements for school health records.  Like the transfer of 
records between schools, the School Health Service use a reactive rather then a proactive system.  In 
some areas, if a child moves on, school health records are kept at the School Health Service Records 
Section until another Health Board asks for the records.  There might be informal contact but generally a 
request is awaited because a transient family might move again while records are changing hands if the 
Service simply sent them on unrequested. 
 
There is a system in which missing families are sought by means of e-mails between Child Health 
Services.  In some areas, such requests are passed on to school nurses, health visitors, children’s 
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services and general practices.  This is very similar to what happens in the schools system.  Sometimes 
notifications of located families are also circulated. 
 
The arrangements for schools alerting school nurses and/or doctors that children have moved on are 
often not well enforced.  Most school health records relate to matters such as immunisation status but 
there is more of an issue about this if the child has complex needs.  If so, schools will usually mention to 
the school nurse if a child has been moved or arrived in a school (this is not formalised nor standardised 
across Scotland). 
 
Passing of information often depends on the strength and reliability of local relationships rather than a 
protocol.  In certain areas there is a “Movement of Pupils” form, which lists pupils arriving or leaving and 
contact information at the end of every month, the most important month being August.  However, the 
School Health Service often receives these late or at irregular frequencies e.g. three months not 1 
month.  If school nurses hear that a child is moving on, they may try to contact the parents to find out 
new contact details.  They would then pass on records to the School Health Service who would await a 
request as noted above. 
 
In some areas, Health visitors are expected to pass on concerns about specific children verbally to 
school nurses. School nurses and health visitors in some areas have devised their own referral form to 
communicate concerns between themselves when children are moving on. The referral form can be 
used at entry to primary or when a child moves from primary to secondary or from one area to another. 
 
Systems have now been put in place in Highland to address these issues.  Information about children 
who have been transferred in and out of school should be given to Health Services within days of the 
transfer.  The working of the new system should be audited. 
 
 

Recommendation 42 
There must be immediate transfer of information between Education and Health and between 
Health and Education, if it becomes known that a child has potentially moved from the area. 
 
Protocols to ensure that Education staff work with Health staff and with other agencies are likely to 
improve services for vulnerable children.  Such protocols should include notification when a child’s case 
is referred to the Reporter to the children’s hearing.   There does need to be a system whereby referrals 
to Social Work and to the Reporter are notified by schools to all relevant agencies.  A mutual agreement 
between all agencies to notify a named contact person in each agency whenever there is a referral to 
the Reporter or a child protection concern is raised would be worth considering. 
 
In many local authorities child protection procedures do require multiple copies of a report to be sent to a 
range of agencies, usually to a named contact.  Schools can raise the alert based on whatever 
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information they have. They do not require to have all the evidence necessary to support legal action 
before raising a concern.  They are also encouraged in Child Protection guidelines to contact Social 
Work duty officers to discuss concerns if they are in doubt about whether to report.  The introduction of 
new national standards has prompted authorities to audit practice and introduce improvements to 
existing protocols for communication. 
 
 

Recommendation 43 
When referrals to Social Work and to the Reporter to the Children’s Hearing are made by 
Education staff, this should be automatically notified to the Health staff involved, in particular 
School Nursing staff and/or School Doctors, in the first instance.  Likewise, if Health refer to the 
Reporter/Social Work, this should be notified to Education.  This should be made easier by a 
report form, which has multiple copies sent to the respective agencies, and indeed to a named 
contact within respective agencies. 
 
Whether schools become concerned about erratic attendance or the emergence of particular patterns of 
non-attendance does depend on the level of attention being paid by the school to attendance levels 
generally.  Because of national performance indicators and the general aspiration of authorities to 
improve attendance levels because of the effect on attainment, the approaches taken now are probably 
better than ever.  Schools with low levels of attendance are likely to have a wider range of strategies 
(using guidance teachers, attendance officers etc) than those whose levels are generally higher and 
therefore less of a concern.  Poor attendance and frequent changes of address should however be 
added to the list of risk factors for child protection. 
 
 

Recommendation 44 
It is crucial that figures on poor attendance of children and frequent changes of address of 
children should be added to the current list of risk factors raising concern about potential Child 
Protection issues. 
 
The number of absences from school within a short time frame in this case, which were attributed by the 
mother to physiotherapy appointments should, in retrospect, have been picked up as being excessive.  
The position was not helped by the fact that these physiotherapy appointments (which were fictitious) 
were not picked up by Health Services.  Physiotherapy appointments should have been made, but due 
to an administrative error in Health Services no appointments for Danielle had been made. 
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Recommendation 45 
Schools should become increasingly alert to erratic attendance and to the emergence of 
particular patterns of non-attendance, which should flag concern in relation to a child’s welfare.   
Adequate systems for early identification of these factors should be put in place urgently. 
 
 
In November 2001 the social worker making inquiries about Danielle spoke to the headteacher of 
Merkinch Nursery and received information about Danielle’s circumstances at that time.   In November 
2002 a different social worker had difficulty in contacting the headteacher of Crown Primary, and 
managed only to speak to a member of the administrative staff.  When there are concerns about a child, 
information should be exchanged between those who have professional responsibility.  Had there been 
a more detailed discussion with the headteacher in November 2002 the social worker would have 
appreciated that Danielle had been attending Crown Primary for only about six weeks, and her family 
were not well-known to the school.  Had information been given about Danielle’s absences from school, 
that might have triggered some alarm and some further inquiry.    
 
 

Recommendation 46 
All contacts concerning information about vulnerable children, by any agency to the Education 
services, should be made with the teacher and/or head teacher and not with administrative staff. 
 
Education staff may be the first to notice that there is cause for concern about a child.  In the case of 
Danielle Reid they were the only service in regular contact.  Had she remained at Crown Primary, they 
would have been the persons most likely to realise there was a difficulty.  Education staff require training 
in order to fulfil a vital role in the task of protecting children.   Training should cover release of 
information to other agencies. 
 
Recent reports on child protection, such as Getting Our Priorities Right, It’s Everyone’s Job to Make 

Sure I’m Alright and the introduction of National Standards and Integrated Inspections are all 
opportunities to revisit training needs.  A “pyramid” approach may be used so that workers who might be 
in a position to notice concerns, such as housing teams installing new kitchens, or adult literacy workers 
working with parents, are given basic awareness raising skills.  According to the likely level of 
involvement of workers in child protection cases, different kinds of training are available.  In Education, 
all new employees should go through induction, in which a high emphasis is placed on Child Protection 
Guidelines.  This is reinforced in schools by a requirement to go through the procedures with staff teams 
every August. 
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The development of new children’s service plans is an opportunity to plan for better inter-agency liaison 
and the development of protocols for communication and the passing on of records.  Training should 
then follow to ensure a common understanding of new requirements. 
 
 

Recommendation 47 
Education staff must be trained to impart information readily with other agencies, This should 
not be personality dependent, nor should it depend on whether the child is already within the 
current formalised “Child Protection” process. 
Education staff have a vital role to play in needs and risk assessment.  They will often know a school-
age child better than any other professionals.  They should be involved in multi-agency assessments.  At 
present there is concern about what information should be shared.  This has been a common theme in 
this inquiry. 
 
 

Recommendation 48 
Education staff must be fully engaged in a multi-agency standardised needs and risk 
assessment of individual children.  This will require free flow of information at an early stage to 
ensure adequate assessment and early intervention.   
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Health 
 
The Health Service is a universal service provider.  Danielle was within the purview of the Health 
Service.  She was registered with a general practitioner.  After September 2001 she was seen twice by a 
Health Visitor. It was known that her family suffered from an inherited neurological disorder.  She was 
twice referred for physiotherapy, but was not offered any treatment.  Her notes were handed to the 
School Health Department.  
 
She was a child with special health needs.  The failure to take action to meet these needs arose in part 
from poor documentation, failure to transfer full information about her and failure to track her for the 
purposes of provision of services.  Had her special health needs been attended to, her vulnerabilities 
may have been detected.  Good communication between Health and Education could have revealed 
that Danielle’s mother was not telling the truth about her absences from school.  She would have 
“vanished” less easily had there been active provision for her health needs. 
 
It is of concern that neither the Health Visitor or General Practitioner in this case, became aware that 
Danielle was living in a home where there was a violent partner and there was major drug use.  This 
speaks partly of the lack of relationship between communities and Primary Care Professionals.  
Community members had concerns but did not make these known to the Primary Care professionals.  
This indicates a need to work hard at the theme of “shared responsibility/shared governance” within local 
communities.  This acknowledges everyone’s difficulty in facing the challenges of reporting concerns 
about children. 
 
 

Health Recommendations: 
 
Danielle’s mother had nine addresses during Danielle’s five years of life.  Some moves were within the 
same health board area and did not necessitate a change of General Practitioner and Health Visitor.  
Danielle was however passed from Grampian to Tayside, back (briefly) to Grampian and then to 
Highland.   Danielle’s Health Visitor in Inverness requested her notes on 5 February 2002.  They were 
sent on 19 March 2002.    Delays in transferring notes impedes Health Visitors and General Practitioners 
recognising vulnerable children.  Steps that could be taken on the basis of such recognition may not take 
place.  Children are then exposed to avoidable harm.   
 

Recommendation 49 
Nationally, urgent attention must be given to an improved system of transfer of notes in relation 
to a child’s Health and Welfare.  Delays of transfer between Health Board areas in Scotland are 
simply unacceptable. 
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It is clear from interviews with Health staff that information sharing with other agencies is an obstacle to 
appropriate Child Protection especially when children have not entered formal “Child Protection” 
procedures.  Formalised Child Protection procedures are perceived by Health staff to be the threshold 
for sharing confidential information.  This culture needs to be radically changed.  Many vulnerable 
children should have Needs and Risk Assessments.  There appears to be no formalised process in 
Highland or in many other Councils and Health Boards in Scotland for assessment of these children. 
 
General Practitioners are often advised by their Medical Defence Agencies not to share information in 
particular about extended family members as this would be a breach of confidentiality.  Often this 
information is extremely pertinent to the protection of children. 
 
In this particular case it appears to be almost certain that the professionals were not aware of mother’s 
drug habit.  This in itself is an issue, although if it had been the case, this should have been shared with 
Child Health professionals and Child Protection professionals so that there could be appropriate 
decisions made in relation to the potential protection of the child Danielle. 
 

 
Recommendation 50 

Information must be readily available from all elements of the Health Care System when a 
concern is raised about a child’s welfare.  This includes information from Adult Mental Health 
Services, Adult Learning Disability Services, Addiction Services, General Practice and Accident 
& Emergency Departments.  There should be no impediment to the free flow of such information 
to enable adequate needs and risk assessment. 
 
There appears to be differing and rather conflicting advice on occasions provided to Health 
Professionals from Medical Defence Organisations and other legal bodies re. information sharing.  This 
should be addressed urgently to ensure that there are no unnecessary obstructions to early release of 
information in assessing the needs and risks to children such as Danielle.  Reference is made to 
Recommendation 50. 
 
 

Recommendation 51 
Early sharing of Health information must be routine.  Scottish Executive may have to consider 
legislative change to allow disclosure of vital Health information particularly pertaining to the 
parents/carers as well as the child in the interests of protection of vulnerable or at risk children. 
  
Free flow of information at an early stage to ensure adequate assessment and early intervention is 
contrary to the existing culture of the Health Service.  Training will be necessary to change the culture 
and encourage Health Service professionals to pass on information when it is appropriate to do so. 
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Recommendation 52 
Training will be necessary to change the culture within Health Services to ensure that this 
information is not withheld until there are formal “Child Protection” procedures. 
 
Health Services require to be more actively involved in the work of protecting vulnerable children.  Child 
Protection Guidelines indicate that there is formal referral documentation available for referral to Social 
Work in a case where a child is thought by Health service staff to be in need of care and protection.  
Social Work colleagues felt that Health would obviously be aware of this and expected the form to be 
used. 
 
On enquiry it appeared that Health practitioners were not aware of the referral form nor were using it. It 
was apparent that in this respect there was a gap between policy, practice guidance and practitioner 
practice. There appears to be a lot of work to be done requiring adequate resources to bridge this gap 
between Health strategies/policy and Health Practice, whether that is in relation to Paediatricians, 
General Practitioners, Health Visitors, School Nurses or other Health Professionals including 
Physiotherapists, Occupational Therapists and Administrative staff. 
 
Standardised documentation should also be available to report any “child welfare concern“ at the earliest 
stage of concern by a Health Professional.  
 
It is also clear that Health Professionals do not necessarily, in a consistent way, participate in case   
conferences and case discussions.  It is important that a way of participation can be found which is 
meaningful and not to the detriment of Health Service delivery.  For example if a General Practitioner 
cannot go to an urgent case conference due to lack of notice or in the interest of patient care, there 
should be a formal meeting to submit a report or at the very least a telephone conversation prior to the 
meeting which should be recorded.  
 
In cases of children who may be vulnerable or at risk, Health Professionals should document initial 
assessment of needs/risks and liaise early with other agencies when multi-agency needs/risk 
assessment is required. 
 
 

Recommendation 53 
Health Professionals should be full participants in completing multi-agency standardised 
needs/risk assessment documentation in relation to any child who may be vulnerable or at risk.  
This should be completed at the earliest possible opportunity with a time scale not greater than 
twenty-five days (obviously within days if the case is more urgent).   
 
The current gap between policy and practice is referred to above.  This is an important area, in which 
there should be training for Health professionals and an audit of progress.  
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Recommendation 54 
A standardised referral form from all Health Professionals to Social Work should not only be 
made available but audited at regular intervals.  Training requires to be undertaken to bridge the 
gap currently between policy and practice in this area. 
 
It is clear that currently Health Professionals can avoid training in Child Protection without any redress. 
Child Protection is defined as early intervention with vulnerable and at risk children.  Health 
Professionals are often best placed of all service providers to initiate early intervention.    It is therefore 
important that a way is found whereby it is mandatory for Health Professionals to be fully aware of Child 
Care and Protection issues and to be able to access training so that they feel comfortable in dealing with 
these issues.  
 
The current Scottish Executive Reform Programme tiered approach to training should assist in providing 
training in Child Protection awareness and various levels of Child Protection work throughout the entire 
Health workforce at appropriate levels dependant on the role of the Health Professional.  This must be 
addressed urgently and must be reviewed regularly.  
 
In relation to the new General Practitioner’s contract it may be possible to encourage locally enhanced 
General Practitioner services in relation to for example addictions or services in general to vulnerable 
and at risk children.   
 
 

Recommendation 55 
It is imperative that key Health Professionals, in relation to the care of children mandatorily 
attend training events and are audited in relation to practice.  This should include e.g. General 
Practitioners, Mental Health Professionals (who are currently attending very few training events 
in Highland). 
 
It is absolutely essential that when a child is registered with a General Practitioner, that at the same time 
the Health Visitor is notified.  The Health Visitor is crucial in identification and follow-up of vulnerable 
families.  If the Health Visitor remains unaware, as in this case, of registration of the family with the 
practice, then it is impossible for that Health Visitor to take proactive steps to visit or ascertain 
information which may be valuable to other agencies. 
 
 

Recommendation 56 
At point of registration with the General Practitioner, the Health Visitor should immediately be 
informed.  There should be free flow of information between General Practitioner and Health 
Visitor at all times, particularly in relation to a child where there is any Child Welfare concern. 
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There is obviously an issue in relation to criteria for visiting the home by a Health Visitor.  The National 
Child Health Surveillance System is not in operation in Highland, (although a customised local system 
exists). Flagging of visits at appropriate times should be prompted by such a standardised computerised 
system as in many other parts of the country.  Implementation of Hall 4 recommendations later this year 
will impact further on this and careful consideration must be given such that children cannot be “lost” 
within the system. 
 
 

Recommendation 57 
In addition to standardised Child Health Surveillance, there should be a “flagging” system, 
preferably computerised, for potentially vulnerable children within the Primary Care setting. 
 
There is room for considerable concern that vulnerable children such as Danielle can be removed from 
the Primary Care Register, thus excluding them from one potential source of assistance.  That did not 
occur in this case, but if systems are to be sufficiently robust to protect children whose vulnerability is to 
some degree hidden, the point should be addressed.  A robust National proactive system must therefore 
be discussed and implemented at the earliest opportunity to ensure when children are removed from the 
General Practitioner Register by virtue of their mother or father leaving the practice, that children are 
registered with another General Practitioner within a maximum period of two weeks.  This would mean 
that vulnerable children are not entirely dependent on the actions of often vulnerable parents to register 
them with new practices.  It is essential these children have routine immunisation and Child Health 
Surveillance i.e. monitoring of the child’s Health and Development.  In particular, this is crucial in 
identifying early developmental issues in a child who may be in a vulnerable setting.   
 
It is clear that Health records do not necessarily follow the child or family in Scotland.  It is also clear that 
there is a cumbersome reactive approach to movement of any child within the Health Service in 
Scotland.  It is important that proactive measures are taken within Health to track a child whose parents 
have stated to the General Practitioner that they are moving to another location, or simply removing 
themselves and their child/children from the Practice. 
 
This tracking could be facilitated in innovative ways alongside other agencies and in particular DHSS.  
Police may also need to be involved in locating children where there has at least been a serious concern 
of vulnerability.  Discussions I believe are taking place at this time in the Scottish Executive in relation to 
how such systems can be put in place.  These “checking” systems are crucial if we are to care for and 
protect the most vulnerable in our society. 

 
Recommendation 58 

When a potentially vulnerable child leaves the Practice there should be a National system in 
place to proactively ensure that the child is registered with another Practice within a period of 
fourteen days.  This will require the co-operation of other agencies and the DHSS. 
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In the documentation of the Health Visitor in this case there was no obvious record of any family 
information whatsoever.  Such information should be contained in health visitor records.  This must be 
addressed urgently and any pertinent family information which is of any concern should be passed to 
investigative agencies such as Social Work or Police.  The gathering of family information in the Health 
Visitor’s record should be standardised. 
 
 

Recommendation 59 
Documentation of Health Visitors should be standardised and should include information in 
relation to the family and extended family.  Various standardised models are available. 
 
At the pre-school stage, health visitors currently retain children’s records from birth until the pre-school 
check, by which time parents will have registered the child for school.  Usually, the Health Visitor then 
sends the records to the School Health Service where records are filed by school.  The files are often 
boxed and sent to each school by the time of the first school nurse visit to P1.  Highland have, since the 
events of this case, instituted a new approach, which should assist in addressing gaps in transfer of 
information. 
 
This case illustrates the crucial importance of transfer of information from the pre-school Child Health 
Surveillance System to the Education Sector at the point of entry to school.   Danielle had major 
potential for problems as well as issues of social vulnerability.   Information about her should have been 
transferred between Heath and Education, face-to-face and in detail by documentation, well prior to her 
entry to school.    
 
Face-to-face handover between Health Visitors and School Nurses in relation to Health information 
pertaining to children should be automatic.  In particular, if there are any vulnerabilities in the pre-school 
years these should be passed speedily to the School Nurse who can liaise appropriately with others 
within the Health System and with the partners within the Educational System in particular.  There have 
been many examples of breakdown of this nationally over recent years and lack of appropriate detailed 
information sharing.  This mandatory handover cannot be emphasised too much. 
 
An audit has now taken place in relation to this transfer of information. Certain recommendations have 
been made, which should be implemented and audited. 
 

Recommendation 60 
At the crucial transition point between Pre-School and School Health Services, the Health Visitor 
should meet the School Nurse face-to-face and report detail in relation to individual cases.  This 
should also be fully reported by transfer of documentation.  It is important that Health Visitors 
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continue to document in records up until the first day of school term so there is no gap in co-
ordination of care. 
 
There is an issue of frequency of contact and continuity of care of School Health Medical Services with 
Educational Services.  This needs to be looked at closely such that if access to a School Nurse or 
Doctor is required, it should happen timeously. 
 
School nurses attend schools for set reasons e.g. surveillance, immunisations, health promotion.  The 
visiting schedule and frequency in Highland is on the whole reasonable.  Headteachers and school 
nurses can raise issues of concern or suggest a particular child is seen but there is no set approach to 
this kind of liaison.  When arrangements for Hall 4 implementation are established, there is an ideal 
opportunity to set out standards for liaison at least at the pre-school stage. 
 
 

Recommendation 61 
Further appraisal should take place in relation to the adequacy of contact between School Health 
Service and in particular, the Pre-School Education Services to allow early free flow of 
information and build up of relationships to enable integrated working in the child’s best 
interests. 
 
Information about a child’s health and medical history may be urgently required for the purpose of Child 
Protection.  Decisions about risk and intervention often require to be made as a matter of urgency.  In 
this case had it been appreciated that Danielle had special health needs, and that contrary to what her 
mother was telling the school, these were not being met, that could have triggered further inquiry.   
 
 

Recommendation 62 
There should be a Central Health Number such that Social Work and Police can contact to obtain 
all appropriate Health information in relation to a child where there is concern and/or discuss the 
need for appropriate Health assessment of the child.  This discussion should also determine who 
should carry out such an assessment, where that should be and at what time it should be 
conducted i.e. whether it is urgent/non urgent. 
 
Responsibility and accountability structures within the Health Service are improving in light of the Health 
Minister’s letter (2004) and review of the accountability structures in Highland, but nevertheless, this 
requires to be rigorously audited.  Interviews in this case leave the impression that in practice 
responsibility and accountability structures are still slack and can therefore lead to less than robust 
approaches to Child Protection work both intra and inter-agency. 
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Recommendation 63 
Accountability structures require to be rigorously audited to ensure that all Health Professionals 
are absolutely clear as to their line management accountability in relation to vulnerable and at 
risk children. 
 
In the course of this inquiry it emerged that there is currently no systematised out-of-hours cover for 
specialist medical examination of children referred by Social Work and/or Police.  The Lead 
Paediatrician in Inverness is attempting to alleviate problems in relation to access to medical 
evaluations; which have been problematic for some time. None of the local authority areas apart from 
Inverness have a Consultant Paediatrician or Paediatrician appointed/remitted to examine children 
where there is suspicion of abuse. Therefore, children require to be taken from their home environment 
or Islands to wherever an appropriate medical examination can be obtained.  In 2003 children in Orkney 
and Shetland travelled to Aberdeen.  The lead Child Protection Paediatrician in Highland has drawn up a 
flow chart (see new Child Protection Guidelines Appendix 20).  This is to enable initial referral 
discussions and initial planning between Social Work, Police and an appropriate Paediatrician.  Over 
and above this, some local Police Surgeon training is being developed to enable staff from “Medacs” (a 
large National Locum Agency) to occasionally medically examine a child. Mostly, children are examined 
on Health premises but Northern Constabulary does have a purpose built Police facility for medical 
examinations (including colposcopy facilities).  It is important that appropriate clinical expertise is 
available in such cases and at the very least a joint Paediatrician/Police Surgeon approach and 
evaluation is performed in appropriate child friendly facilities in complex cases and all potential child 
sexual abuse cases. 
 
 

Recommendation 64 
Systematised out-of-hours cover for specialist medical examination of children referred by 
Social Work and/or Police needs to be provided urgently.  Other staff members should be trained 
to deliver an adequate rota cover.  
 
The Lead Doctor (see standardised National Royal College Job descriptions for Paediatricians and 
currently being developed for General Practitioners) has a vital role in relation to Child Protection.  It is 
understood that the future of this role is under discussion in relation to re-organisation of NHS structures. 
 

Recommendation 65 
Discussion should continue to ensure there is a Lead General Practitioner within each 
Community Health Partnership on vulnerable and at risk children.  These individuals will be an 
invaluable resource to other General Practitioners 
 
Various interviewees expressed their frustration re lack of strategic planning and resourcing to enable 
roll-out and implementation of standardised programmes which enable more vulnerable parents to 
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attach appropriately, offer nurturance, support and adequate protection to their children (despite often 
difficult childhoods, lack of positive experiences in parenting and continuing adverse social/ 
environmental / financial circumstances).   
 
There are several standardised models available. Practitioners in Highland had experience of the 
Webster – Stratton model and professionally respected and appreciated this standardised approach.  A 
National demonstration project called “Starting Well” in Glasgow has fully evaluated a “PPP” model of 
enhancing and developing parenting skills, which is also currently used in other Health Board and Local 
Authority areas in Scotland.  There is a need for major inter-agency appreciation of the need for this 
approach and inter-agency resourcing.  It is important to learn from such National projects and 
implement an appropriate model within Highland in the very near future.   
 
 

Recommendation 66 
More resources require to be given in relation to positive parenting initiatives in relation to 
vulnerable children.  There should be further resources made available from Health, but this in 
future should be resourced in the main from inter–agency children’s services resources. 
 
It is important that there is a clear Health Critical Incident Reporting Protocol in relation to reporting of 
potential concern where Health processes/procedures/guidelines have/are not being followed where a 
child may be at potential risk. 
 
Work is in progress in Highland in relation to this type of critical incident reporting within Health but this 
needs to be robust and all staff must be aware of its importance.  It must be agreed in detail with inter-
agency partners to allow full significant inter-agency case review of complex cases (not in an ad hoc 
manner). 
 

 
Recommendation 67 

A robust process must be put in place for any Health Professional to alert, if necessary, a critical 
incident in relation to process failures re. service to a vulnerable or at risk child.  This process 
should dovetail with Inter-Agency Critical Incident Analysis. 
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Provision of information 
to the Principal 
Reporter. 

Children’s Hearing System 
 
There are two related concerns in the circumstances of the case under review.  The first question is: - Is 
there a focal point for responsibility in these circumstances.  Is each agency “passing the buck”.   
 
The second question arises from finding that members of the community saw and had anxieties about 
Danielle in the critical period between her being withdrawn from school and her death, but took no steps 
at that time to report their anxieties.  I am concerned about the framework of the law within which any 
such anxieties would have been reported.   
 
The legal focal point for reporting concerns about a child is the Principal Reporter to the Children’s 
Hearing.  This is clear from section 53 of the Children (Scotland) Act 1995, the first two subsections of 
which provide: 
 

53.—(1) Where information is received by a local authority which suggests that 
compulsory measures of supervision may be necessary in respect 
of a child, they shall— 

  
(a) cause inquiries to be made into the case unless they are satisfied 

that such inquiries are unnecessary; and 
 

(b) if it appears to them after such inquiries, or after being satisfied that 
such inquiries are unnecessary, that such measures may be 
required in respect of the child, give to the Principal Reporter such 
information about the child as they have been able to discover. 

 
(2) A person, other than a local authority, who has reasonable cause to 

believe that compulsory measures of supervision may be necessary 
in respect of a child— 

  
(a) shall, if he is a constable, give to the Principal Reporter such 

information about the child as he has been able to discover; 
 

 (b)  in any other case, may give the Principal Reporter that  information. 
 

These provisions make it clear that, so far as the law is concerned, local authority employees (which 
includes Social Workers and teachers), and Police officers are obliged to pass on information about a 
child in need of care and protection to the Principal Reporter.  There is a preliminary duty of enquiry 
placed upon the local authority.  If however compulsory measures of supervision “may be necessary” 
information must be passed to the Reporter.  The Reporter is also the focal point for any other person 
with concerns about a child.  This includes medical professionals working for the Health Service, and 
members of the public. These persons may pass on information to the Reporter. 
 
The Children (Scotland) Act 1995, in section 56, gives the Principal Reporter the key decision-making 
role.  The Reporter’s may make an ‘initial investigation’.  He may, for this purpose, ask the local authority 
for a report under section 56(2).    He is then required to make a decision.  He may decide that there 
should be no further action, or he may refer the case to the local authority with a view to the authority 
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Children requiring 
compulsory measures 
of supervision. 

.

making arrangements for advice, guidance and assistance of the child and his family.  Alternatively the 
Reporter may arrange a children’s hearing.   
 
The threshold conditions for referral to the Reporter are found in section 52 of the Children (Scotland) 
Act 1995.  The language of section 53 requires to be understood by reference to section 52: 
 

52.—(1) The question of whether compulsory measures of supervision are 
necessary in respect of a child arises if at least one of the conditions 
mentioned in subsection (2) below is satisfied with respect to him. 

 
         (2)  The conditions referred to in subsection (1) above are that  

   the child— 
  

(a) is beyond the control of any relevant person; 
 

(b) is falling into bad associations or is exposed to moral danger; 
 

(c) is likely— 
  

(i) to suffer unnecessarily; or 
 

(ii) be impaired seriously in his health or development, 
due to a lack of parental care; 

 
 (d) is a child in respect of whom any of the offences mentioned in 

Schedule 1 to the Criminal Procedure (Scotland) Act 1975 (offences 
against children to which special provisions apply) has been 
committed; 

 
 (e) is, or is likely to become, a member of the same household as a 

child in respect of whom any of the offences referred to in 
paragraph (d) above has been committed; 

 
 (f) is, or is likely to become, a member of the same household as a 

person who has committed any of the offences referred in 
paragraph (d) above; 

 
 (g) is, or is likely to become, a member of the same household as a 

person in respect of whom an offence under sections 2A to 2C of 
the Sexual Offences (Scotland) Act 1976(incest and intercourse 
with a child by step-parent or person in position of trust) has been 
committed by a member of that household; 

 
 (h) has failed to attend school regularly without reasonable excuse; 

 
 (i) has committed an offence; 

 
 (j) has misused alcohol or any drug, whether or not a controlled 

drug within the meaning of the Misuse of Drugs Act 1971; 
 

 (k) has misused a volatile substance by deliberately inhaling its 
vapour, other than for medicinal purposes; 

 
 (l) is being provided with accommodation by a local authority under 

section 25, or is the subject of a parental responsibilities order 
obtained under section 86, of this Act and, in either case, his 
behaviour is such that special measures are necessary for his 
adequate supervision in his interest or the interest of others. 

 
     (3)    In this Part of this Act, "supervision" in relation to compulsory 

measures of supervision may include measures taken for the 
protection, guidance, treatment or control of the child. 
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Promotion of welfare of 
children in need. 

The present case raises the question of whether the system is working.  There is no mention of the 
Reporter in the case until a very late stage.   No-one seems to have considered there was anything for 
the Reporter to do although Police did complete a referral after Danielle’s death.  There was information 
in the hands of Social Workers and Police (albeit too late to save this child) that a child was likely to 
suffer unnecessarily, in terms of section 52(2)(c).  This is one of the threshold conditions indicating that 
compulsory measures of referral may be necessary.  The information did not reach the Principal 
Reporter.   It may need to be emphasised that it is not for Social Workers, teachers, or Police to consider 
whether a children’s hearing might help the child.  If there is information which suggests that one of the 
threshold conditions listed in section 52 may be present, then information should, according to the law, 
be passed to the Reporter.  It is for the Reporter to decide upon what steps should follow.   
 
The proper working of the system depends upon two factors.  One is the proper understanding and 
operation of the system by Social Workers, teachers, Police and others who are in contact with children.  
This involves an understanding of both the threshold conditions and the proper decision-making role of 
the Reporter.  The other is a robust Reporter’s administration, able to respond to concerns about 
children.   If these are not present, then this is likely to impede a proper response to Child Protection 
concerns.  The response to a child in need of care and protection may be diffuse, lacking in focus.  The 
Principal Reporter should be a strong and reactive focal point, if the system is to function in the interests 
of children. 
 
The case also raises issues about the relationship between the provision for children “in need” and Child 
Protection issues.  A child is “in need”, if (in terms of section 93(4) of the Children (Scotland) Act 1995): 
  

(i) he is unlikely to achieve or maintain, or to have the opportunity of 
achieving or maintaining, a reasonable standard of health or 
development unless there are provided for him, under or by virtue of 
this Part, services by a local authority; 
 
(ii) his health or development is likely significantly to be impaired, or 
further impaired, unless such services are so provided; 
 
(iii) he is disabled; or 
 
(iv) he is affected adversely by the disability of any other person in his 
family; 

 
 
If a child is “in need” the local authority has certain obligations under section 22 of the 1995 Act: 
 

22.—(1) A local authority shall— 
  

(a) safeguard and promote the welfare of children in their area who are 
in need; and 

 
(b) so far as is consistent with that duty, promote the upbringing of such 

children by their families,  
 
by providing a range and level of services appropriate to the children's 
needs. 
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Danielle was clearly a child “in need” with reference to her mother’s disability.  She was, as we now 
know, “in need” in other respects.  The local authority do have a broad discretion in relation to how they 
address their duties towards children in need, but in Danielle’s case there was no recognition of her 
position, albeit known to the local authority via the school.  The case does raise the question of whether 
the existing statutory provisions for children in need are adequate and as to their interrelationship with 
the statutory structure for children in need of care and protection.   
 
We have in my view diluted the impact of Social Services by using the children's hearing system 
wrongly, therefore we need to look at the way systems can be improved, via operation of the Children 
(Scotland) Act 1995.  The Act it is set up so that when the local authority receives information which 
suggests compulsory means of supervision are required for a child then it is intended that this be notified 
to the Principal Reporter.   
 
The statutory definition of when "Compulsory measures of supervision may be necessary" is to be found 
in Section 52/53 of the Children’s (Scotland) Act 1995.  This lists conditions specified including criteria 
which create concern such as serious impairment to health or development due to lack of parental care 
of a child, in which case there should be a report to the Principal Reporter. 
 
The Reporter service is in crisis but it has never functioned as a focal point.  This structure facilitates 
buck-passing between the various professionals involved with children.  
 
It is important however to remember whatever is said in this report that professional intervention at the 
time concerns were expressed would not have saved this child.  Nevertheless, lessons need to be 
learned which may prevent another child's suffering. 
 
 

Recommendation 68 
The current review of the Children’s Hearing system should be asked to consider the matters 
raised by this inquiry, and in particular the role of the Principal Reporter as a focal point for 
reporting concerns about a child potentially in need or at risk. 
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Similarities between several Independent Inquiries in the U.K. into 
the Deaths of Children over Recent Years 

 
 
Kimberley McFarlane, aged three years died on 17th May, 2000.  A man was subsequently charged with 
the child’s murder on 7th December, 2000.  Dr. Helen Hammond’s inter-agency recommendations 
included: 
 

1. To institute an audit of Child Protection processes across Scotland which looked not 
simply at numbers of referrals of children on the register and criminal prosecutions 
but at the consistency and quality of practice from individual agencies and from 
agencies working together. 

 
2. Put in place meaningful standards of care within clear processes of referral, 

investigation, risk assessment and intervention. 
 

3. Raise awareness to interpersonal relationship aspects within Child Protection work. 
 
4. Ensure that “messages from research” reach both those who plan services and 

those who deliver them on a day-to-day basis. 
 

Jack McConnell, First Minister, responded to this Inquiry.  The National Child Protection Audit was 
launched culminating in the publication of “It’s Everybody’s Job To Make Sure That I’m Alright”.  An 
expert National Action Team was established and a three year reform programme in Child Protection 
across the Nation.  Subsequent to that we have a new Multi-Agency Team for Inspection of Children’s 
Services led by Mr. Graham Donaldson of HMIE.  Their first task is to inspect Child Protection Services 
across Scotland and in fact a pilot inspection has taken place in East Dunbartonshire and Highland just 
prior to the publication of this report.  One might say that there is much to be applauded, and indeed 
there is.  One might say that we now have the biggest opportunity in several decades to improve the 
quality and consistency of care and protection for children in Scotland.   
 
Nevertheless, I remain disturbed that not enough emphasis is being placed on the vulnerable and at risk 
child who may well never enter any formalised Inter-Agency Child Protection Procedure.   
 
Danielle was such a child.  There were markers of vulnerability from the moment that she was born.  If 
only the information had been collated in a common place and visible to all professionals and agencies 
who may have come in contact with her, the outcome may have been different for Danielle. 
 
If only the information had been available at various stages, re. other people impacting on her life, in 
particular, Lee Gaytor; well known for his violence and intimidating interactions with others.  If it was 
established practice in Scotland that Police Intelligence or Police information on violent perpetrators was 
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shared automatically and appropriately with other professionals and agencies in contact with children; 
once again the outcome for Danielle may have been different.  As I see it, there are two strands of risk in 
particular.  When these are brought together, they often culminate in very serious and often devastating 
consequences.  These are; vulnerable children and families who, if even noticed, remain unhelped or 
unsupported.  The other strand is dangerous perpetrators of crime whether that be of a violent or sexual 
crime.  Dangerous perpetrators prey upon the vulnerable and often the vulnerable do not have the 
resources nor the appropriate professional agency support to ensure that they remain protected.  What 
is our society going to do about it, such that the violent murder of a little girl or boy can never happen 
again in similar circumstances.  Some of my recommendations are an attempt to push forward this 
important agenda in Scotland to assist caring for and protecting these vulnerable children in the future. 
 
Baby Caleb Alexander Ness died on 18th October 2001 in the Royal Hospital for Sick Children in 
Edinburgh.  He had been a victim of Non Accidental Injury with evidence of fourteen definite rib 
fractures, with three different ages of fracture.  Some were new, some were approximately one week to 
ten days old and one was several weeks old.  There was evidence of very wide spread fresh 
haemorrhage in all of the compartments of his brain.  The man convicted of Caleb’s murder had been 
released from prison after serving most of a five year sentence for drug related offences.  His criminal 
history included a conviction for very serious assault of an adult. 
 
Do we not immediately identify some of the key risk factors in relation to the Caleb Ness Inquiry, and see 
very similar ones, resulting in the death of Danielle? 
 
In Danielle’s case both Tracy Reid and Lee Gaytor were heavily using drugs.  He was also well known 
for his violence, not on one occasion but on several.  On numerous occasions, Tracy had been noticed 
by individuals to be seriously under the influence of drugs, even a few years earlier and later in the 
Merkinch area and in the Crown area of Inverness she was observed to be taking drugs and in the 
weeks before the death of Danielle.  Lee Gaytor’s previous partner had reported him to the Police as 
violent on several occasions and he was well known to the Police due to his violent risk to others.  How 
many inquiries need to state the same risk factors for abuse?  If information in relation to risk factors is 
not known to all who need to know them, then we will not have any hope of intervening early to protect 
children such as Danielle.  There may be discussion/opposition about potential invasion of human adult 
rights if professionals share information very early in such circumstances.  Society via the Scottish 
Parliament must debate whether it is better to not share this information and leave our children to suffer 
or whether it is better to share it as long as we have robust, well developed professional mechanisms to 
appropriately risk assess and make informed decisions about future care.  It is simply not good enough 
to maintain the status quo in our Society and wait for yet another Child Death Inquiry.   
 
There has in my view been a rather easy way out in the past, of identifying individual scapegoats within 
organisations rather than formally addressing the real issues. It is all too easy to identify lack of good 
practice in retrospect, lack of commitment or lack of prioritisation of children.  Nevertheless, simply 
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scape-goating individuals and thinking the problem is therefore fixed is rather naïve.  Susan O’Brien 
Q.C. quoted in her Executive Summary in relation to Caleb Ness, “No single individual should be held 
responsible.  We identify fault at almost every level in every agency involved.  Many concerned 
professionals did their best for this family, but too many operated from within a narrow perspective 
without full appreciation of the wider picture.  We are concerned that, two years after Caleb’s death there 
is still complacency about this blinkered approach to Child Protection, particularly at management level”.  
In concluding the Inquiry I do not believe that the position has significantly changed." 
 
I must admit, that when I have met senior executives who are prepared to prioritise services for 
vulnerable children, things can happen not within years but within days to at least adequately resource 
the assessment and support structures for these children and families.  I most strongly urge the senior 
decision makers within the Scottish Executive and within every agency in Health Boards, Councils and 
Voluntary bodies within Scotland to co-operate without territorialism and to be more proactive in 
resourcing and early co-ordination.  This should include early information sharing, identification, needs 
and risk assessment of these children and facilitate appropriate early intervention.  Audit systems should 
be put in place to ensure compliance. 
 
This will influence the quality of individual children’s lives, but in addition the quality of parenting and our 
communities in generations to come. 
 
The population of Scotland (which includes our children) has the right to expect the highest level of 
professionalism from those employed to care for our children. 
 
I believe a form of “pseudo-professionalism” has taken hold which is not necessarily in the interests of 
children.  This has resulted in a form of self-protectionism or professional/agency protectionism, which 
mitigates against real involvement and direct contact with children and families.   
 
I refer now to the report of Lord Laming into the death of Victoria Climbié.   
 
Victoria died on 25th February, 2000.  She was eight years and three months old.  When Lord Laming 
wrote of the future he said, “I strongly believe that in the future, those who occupy senior positions within 
the public sector must be required to account for any failure to protect vulnerable children from 
deliberate harm or exploitation.  The single most important change in the future must be the drawing of a 
clear line of accountability from top to bottom without doubt or ambiguity about who is responsible at 
every level for the well being of vulnerable children.  Time and again it was dispiriting to listen to the 
buck passing from those who attempt to justify their positions.  For the proper safeguarding of children 
this must end …….”   
 
“The most lasting tribute to the memory of Victoria would be if her suffering and death resulted in an 
improvement in the quality of the management and leadership in these services.  What is needed are 
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managers with a clear set of values about the role of public services, particularly in addressing the 
needs of vulnerable people, combined with the ability to “lead from the front”.  Good administrative 
procedures are essential to facilitate efficient work but they are not sufficient on their own and cannot 
replace effective management.  This Inquiry saw too many examples of those in senior positions 
attempting to justify their work in terms of bureaucratic activity rather than in outcomes for people 
………”.  
 
There is little point in publishing this report unless somehow real self analysis takes place and serious 
public thinking about how to change the things that need to be changed to ensure that children are no 
longer “Born to Fail” (Ref. Wedge and Prosser (1978)) They should no longer remain in “circumstances 
that should not be tolerated by civilised society” (Ref. It’s Everyone’s Job to Make Sure I’m Alright; 
Scottish Executive (2002)).  I personally do not believe from this detailed Inquiry, that any one individual 
should bear the brunt of our collective responsibility to ensure future appropriate care for vulnerable 
children in society.  I would appreciate it if my recommendations are taken alongside recommendations 
of the other more recent inquiries to give (as aforementioned) the appropriate momentum required for 
actual change in these children’s lives in the future.    
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Author’s Final Comments 
 
This review has taken over eighteen months to complete.  No co-reviewers were appointed despite 
request, although after negotiation several experts from various agencies were appointed to act as an 
External Reference Advisory Group. 
 
There have been various delays due to misunderstanding of process and lack of standardisation of 
processes.  As I stated earlier “Part 8” Reviews are not embedded in Legislation in Scotland nor is any 
other process yet standardised for such reviews. 
 
Nevertheless, Child Protection Committees are rightly still expected to review tragic cases such as that 
of Danielle.   
 
I recommend that a working group is set up to ensure future standardisation of the review process with 
agreements being reached Nationally with each Health Board and Local Authority in particular.  This 
should ensure speedier completion of the process and robust attention to detail in terms of learning the 
lessons for the future.  I would urge an open, transparent approach which mitigates against the quick fix 
approach of scape-goating of individuals, often in particular more junior frontline workers.  If we are ever 
to protect the children of Scotland we must have an audit of individual performance and audit of systems 
at every level.  The real voices of children are often never heard.  The real issues from reviews are often 
never heard.  We need to be prepared to face the facts, confront the reality and without defensiveness, 
collectively act to change our children’s circumstances in the future.   
 
I close with comments of Lord Laming (Inquiry Into The Death of Victoria Climbié), which I believe 
encapsulates the most important issue at the heart of why Danielle was not protected nor will children in 
the future be protected unless there is change…... “However, I was told that the pre-exchange of 
information about children and families about whom there are concerns is inhibited by the Legislation on 
Data Protection and Human Rights.  It appears that, unless a child is deemed to be in need of 
protection, the information cannot be shared between agencies without staff running the risk of 
contravening this Legislation.  This has two consequences; either it deters information sharing or it 
artificially increases concerns in order that they can be expressed as the need for protection.  This is a 
matter that the Government must address, it is not a matter that can be tackled satisfactorily at local 
level……..”.  My key recommendation is that this must change in Scotland, even if legislative change is 
required to ensure the care and welfare of the most vulnerable in our child population.  Danielle was 
such a child …….. there are many others. 
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SUMMARY OF RECOMMENDATIONS 
 

General recommendations: 
 
1. A Central Helpline Number for Highland should be established to facilitate ease of access 

for community members who have any concern about a child.  It should be the 
responsibility of the receiver of the call to ensure the information is passed to the relevant 
professional.  Timescale 6 months. 

 
2. The professional contacted through the Helpline must seek information from every key 

agency immediately before deciding upon a course of action (unless there is a need for 
immediate child protective action).  Timescale 6 months. 

 
3. All agencies should review policies and practice to ensure appropriate staff have speedy 

access to information which may be necessary for adequate early multi-agency needs/risk 
assessment.  This will include e.g. information from Social Workers within Criminal Justice, 
Addiction Workers, Education staff, General Practitioners, Police, Professionals working 
with adults who have mental health problems and Professionals working in Accident & 
Emergency departments.  Timescale 6 months.  To be reviewed in 1 year. 

 
4. Urgent implementation of a standardised multi-agency needs/risk assessment tool is 

required.  This should not be delayed awaiting further useful Scottish Executive direction.  
Timescale – should be implemented within 6 months.  To be reviewed within 1 year. 

 
5. It is essential there is a standardised multi-agency process such that: 

 
 All appropriate information is shared 
 Evidence based analysis of needs/risk occurs 
 A multi-agency action plan is formulated timeously 
 Implementation of the action plan is managed by a professional from one of 

the key agencies 
 There is a regular review of the action plan implementation and outcomes. 

 
 Timescale – should be implemented within 6 months.  To be reviewed within 1 year. 
 
6. Training of all staff should be mandatory according to the tiered model as proposed by the 

Child Protection Reform Team.  This training should include frontline child care workers; 
managers; those working with adults/adolescents and clerical/administrative staff. 
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7. Training should ensure a change of culture within the respective organisations such that 
issues of vulnerability are identified very early; referred appropriately and information 
shared freely between all involved at the earliest stage of concern about a child’s welfare. 

 
8. Managers within each of the services concerned should develop rigorous and robust audit 

systems within each agency where there has been any concern re. a child’s welfare.  Inter-
agency audit systems must be developed to identify gaps in appropriate information 
sharing, documentation and intervention.   Timescale 6 months.  To be reviewed in 1 year. 

 
9. Each agency should review their documentation when there is “concern about a child’s 

welfare”.  It should be standardised and have a clear Action Plan allocated to a named 
individual/s.  Timescale 6 months.  To be reviewed in 1 year.  

 
Documentation should include exact descriptive detail re. index child and extended family, 
as well as logical formulated opinion and Action Plan.  It should be signed off at respective 
levels of responsibility/accountability. 

 
10. Greater emphasis/priority should be given to children where there is any concern, who have 

been removed from School or Health Primary Care Registers (the two Universal Service 
Providers). 

 
11. Proactive systems must be put in place urgently to ensure adequate tracking of vulnerable 

children.  If this, by necessity, requires tracking of the parents of vulnerable children then 
this should be embedded in legislation, as well as being routine practice of practitioners 
involved. 

 
12. Transition points e.g. Pre–Birth to Birth, Birth to Pre-school, Pre-school to School, School to 

School Leaving, must be looked at closely on an inter-agency basis.  
 

Inter-agency protocols should be established to ensure: 
 

12.1         Full, early appropriate information is provided by each to another. 
 

12.2 There is a reduction in duplication/assessment yet enhancement of 
overt, co-owned and co-ordinated documentation which is in the best 
interests of the individual child. 

 
 This should be audited regularly (yearly) to ensure objective child centred inter-agency 

decision making which culminates in better outcomes for the child and family.  
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13. Detailed Protocols should exist locally for all agencies (both single agency and inter–
agency) in relation to alerting critical incidents e.g. near miss child deaths, complex child 
cases, procedures not followed and deaths of children. The single and inter-agency 
information / summary and action plans should openly be shared on an anonymised basis 
with other agencies to learn inter-agency lessons and to effect appropriate change in the 
best interests of children.  The Child Protection Committee should oversee the changes 
required to effect this and implementation of this recommendation.  Timescale 6 months. 

 
 

Social Work Recommendations: 
 
14. When there is any contact with regard to “concern about a child”, the Social Work 

Department should ensure that the child is seen immediately if the call seems urgent and 
certainly otherwise within 24 hours.  The child may be seen by any competent child care 
professional working within any of the agencies but the information must be fed back to the 
Social Work Department. 

 
15. Timescales must be set for gathering of initial information subsequent to calls of concern 

about a child.  A decision in relation to further action must be made within a maximum 
period of forty-eight hours, preferably twenty-four hours (assuming the child is not 
considered to be in immediate danger). 

 
16. Standardised criteria must be set in relation to prioritisation of home visits. 
 
17. All information held throughout Social Work Services pertaining to a vulnerable child or 

family must be readily accessible to enable optimal needs and risk assessment. 
 
18. Whenever there is any call in relation to concern about a child all key agencies must be 

contacted to gather any relevant information before a final decision is made in relation to 
action (unless the need for action is obvious). 

 
19. It is essential that all social workers determine needs and risks to any child according to a 

standardised needs and risk assessment tool which is also used by other agencies.   
 
20. An appropriate chain of handover of cases from one social worker to another must be 

adequately proceduralised.  Training must be provided in relation to adequate continuity of 
care and this must be embedded in social work practice. 

 
21. Standardised pro formas should be prepared and should be completed by social workers in 

relation to any call relating to “concern about a child”.  A care pathway should be 
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systematically followed in relation to these cases.  The care pathway should be auditable by 
both Social Work and referring agencies. 

 
22. The capability of Social Work computerised support systems must be urgently reassessed.  

Once an adequate computerised support system is available (which should be made 
available urgently) staff must be trained in relation to input of standardised information and 
trained in accessibility to information from all departments throughout Social Work 
Services; including Criminal Justice and Community Care as well as Children and Families 
Services.  

 
23. It should be made absolutely clear by senior management that there is no pressure to “de-

register” children.  It should equally be made clear that allocation of Social Workers should 
be purely on the basis of standardised assessment of needs and risk which should be 
completed for all children where there is a “child welfare concern” (whether they are on a 
Child Protection Register or not). 

 
24. The most experienced workers with vulnerable families should be involved in determining, 

at a very early stage, how much information has been sought, what information still requires 
to be sought, and what inter-agency plan should be put in place with regards to these 
families.  This should not be left to untrained workers or junior staff and should not be 
dependent on a rather ad hoc supervision system. 

 
25. Senior supervision of Social Work staff must be rigorous and well documented with copies 

provided in every case to both the senior social worker and the social worker involved. 
 
26. A review of potential evolving breakdown in trust/communication between social work 

senior management and frontline staff and vice versa is advisable.   
 
 

Police Recommendations: 
 
27. The “VISOR” system should be fully implemented urgently throughout Scotland in order to 

track violent, dangerous and sex offenders. 
 
28. All police information in relation to violent offenders, including Police intelligence, should 

be made readily available to other agencies at the earliest stage, especially to agencies who 
have major responsibilities in the care and protection of children (eg.  Social Work, Health, 
Education). 
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29. An improved recording system must urgently be put in place which provides an audit trail of 
decisions and clear accountability. This is particularly required in relation to supervisors 
from Sergeant through to Superintendent level. 

 
30. Intensive training is required such that Police Officers are clear on processes that they 

should follow, eg. in relation to reports such as occurred on Hogmanay.  Appropriate 
escalation of enquiry very much depends on the understanding and interpretation of facts 
as they are reported.  This in particular applies to Police supervisors/managers. 

 
31. Northern Constabulary must urgently review the gap which exists between policy and 

practice.  This is particularly in relation to serious inquiries, including Missing Persons, 
Child Protection and potential murder inquiries. 

 
32. C.I.D. coverage on Public Holidays should be reviewed to ensure that the presence of at 

least Detective Inspector to review crimes, missing persons and other reports normally 
assessed on other days of the year. 

 
33. The Crime Management Unit and the Central Child Protection Unit should have Duty Officers 

performing usual routine tasks 365 days of the year. 
 
34. The Area Commander briefing meeting should occur 365 days of the year. 
 
35. The entire computerised IMPACT system must be reviewed urgently and adapted to allow 

continuity of documentation by all involved and appropriate audit. 
 
36. An automatic flagging system for “daily reports” should be introduced.  The system must be 

auditable in terms of inputs and changes to input. 
 
37. A more standardised robust process should be drawn up for Police Management Reviews.  

All relevant detail, including notes, contemporaneous notes in various files and notebooks 
as well as formal statements should be gleaned and presented to the independent reviewer. 

 
38. The speed with which an OP/48/1 form is delivered to the Reporter must be increased.  It 

should be made available to the Reporter within twenty-four hours of the incident. 
 
39. The senior officers on duty overnight should perceive their duties to be of equal weight and 

responsibility to those officers of similar rank during day time hours.  Documentation 
should be equivalent and detailed in relation to rationale, decision-making and action. 
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40. Police should be involved in all discussions at an early stage in relation to potential concern 
about a child’s welfare.  This should not only occur once there are “Child Protection 
concerns”.    

 
 

Education Recommendations: 
 
41. A robust national system to timeously track transfer of pupil records must be established in 

the United Kingdom. 
 
42.  There must be immediate transfer of information between Education and Health and 

between Health and Education, if it becomes known that a child has potentially moved from 
the area. 

 
43. When referrals to Social Work and to the Reporter to the Children’s Hearing are made by 

Education staff, this should be automatically notified to the Health staff involved, in 
particular School Nursing staff and/or School Doctors, in the first instance.  Likewise, if 
Health refer to the Reporter/Social Work, this should be notified to Education.  This should 
be made easier by a report form, which has multiple copies set to the respective agencies, 
and indeed to a named contact within respective agencies. 

 
44. It is crucial that figures on poor attendance of children and frequent changes of address of 

children should be added to the current list of risk factors raising concern about potential 
Child Protection issues. 

 
45. Schools should become increasingly alert to erratic attendance and to the emergence of 

particular patterns of non-attendance, which should flag concern in relation to a child’s 
welfare.   Adequate systems to for early identification of these factors should be put in place 
urgently. 

 
46. All contacts concerning information about vulnerable children, by any agency to the 

Education services, should be made with the teacher and/or head teacher and not with 
administrative staff. 

 
47. Education staff must be trained to impart information readily with other agencies, preferably 

within a system of designated contacts.  This should not be personality dependent, nor 
should it depend on whether the child is already within the current formalised “Child 
Protection” process. 
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48. Education staff must be fully engaged in a multi-agency standardised needs and risk 
assessment of individual children.  This will require free flow of information at an early stage 
to ensure adequate assessment and early intervention.   

 
 

Health Recommendations: 
 
49. Nationally, urgent attention must be given to an improved system of transfer of notes in 

relation to a child’s Health and Welfare.  Delays of transfer between Health Board areas in 
Scotland are simply unacceptable. 

 
50. Information must be readily available from all elements of the Health Care System when a 

concern is raised about a child’s welfare.  This includes information from Adult Mental 
Health Services, Adult Learning Disability Services, Addiction Services, General Practice 
and Accident & Emergency Departments.  There should be no impediment to the free flow of 
such information to enable adequate needs and risk assessment. 

 
51. Early sharing of Health information must be routine.  Scottish Executive may have to 

consider legislative change to allow disclosure of vital Health information particularly 
pertaining to the parents/carers as well as the child in the interests of protection of 
vulnerable or at risk children. 

    
52. Training will be necessary to change the culture within Health Services to ensure that this 

information is not withheld until there are formal “Child Protection” procedures. 
 
53. Health Professionals should be full participants in completing multi-agency standardised 

needs/risk assessment documentation in relation to any child where there is concern.  This 
should be completed at the earliest possible opportunity with a time scale not greater than 
twenty-five days (obviously within days if the case is more urgent).   

 
54. A standardised referral form from all Health Professionals to Social Work should not only be 

made available but audited at regular intervals.  Training requires to be undertaken to bridge 
the gap currently between policy and practice in this area. 

 
55. It is imperative that key Health Professionals, in relation to the care of children mandatorily 

attend training events and are audited in relation to practice.  This should include e.g. 
General Practitioners, Medical Health Professionals (who are currently attending very few 
training events in Highland). 
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56. At point of registration with the General Practitioner, the Health Visitor should immediately 
be informed.  There should be free flow of information between General Practitioner and 
Health Visitor at all times, particularly in relation to a child where there is any Child Welfare 
concern. 

 
57. There should be a “flagging” system, preferably computerised, for potentially vulnerable 

children within the Primary Care setting. 
 
58. When a potentially vulnerable child leaves the Practice there should be a National system in 

place to proactively ensure that the child is registered with another Practice within a period 
of fourteen days.  This will require the co-operation of other agencies and the DHSS. 

 
59. Documentation of Health Visitors should be standardised and should include information in 

relation to the family and extended family.  Various models are available, including the 
family plan and home score. 

 
60. At the crucial transition point between Pre-School and School Health Services, the Health 

Visitor should meet the School Nurse face-to-face and report detail in relation to individual 
cases.  This should also be fully reported by transfer of documentation.  It is important that 
Health Visitors continue to document in records up until the first day of school term so there 
is no gap in co-ordination of care. 

 
61. Further appraisal should take place in relation to the adequacy of contact between School 

Health Service and in particular, the Pre-School Education Services to allow early free flow 
of information and build up of relationships to enable integrated working in the child’s best 
interests. 

 
62. There should be a Central Health Number such that Social Work and Police can contact to 

obtain all appropriate Health information in relation to a child where there is concern and/or 
discuss the need for appropriate Health assessment of the child.  This discussion should 
also determine who should carry out such an assessment, where that should be and at what 
time it should be conducted i.e. whether it is urgent/non urgent. 

 
63. Accountability structures require to be rigorously audited to ensure that all Health 

Professionals are absolutely clear as to their line management accountability in relation to 
vulnerable and at risk children. 

 
64. Systematised out-of-hours cover for specialist medical examination of children referred by 

Social Work and/or Police needs to be provided urgently.  Other staff members should be 
trained to deliver an adequate rota cover.  
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65. Discussion should continue to ensure there is a General Lead Practitioner within each 

Community Health Partnership on vulnerable and at risk children.  These individuals will be 
an invaluable resource to other General Practitioners. 

 
66. More resources require to be given in relation to positive parenting initiatives in relation to 

vulnerable children.  There should be further resources made available from Health , but this 
in future should be resourced in the main from inter–agency child protection resources . 

 
67. A robust process must be put in place for any Health Professional to alert, if necessary, a 

critical incident in relation to process failures re. service to a vulnerable or at risk child.  
This process should dovetail with Inter-Agency Critical Incident Analysis. 

 
 

Children’s Hearing Recommendation: 
 
68. The current review of the Children’s Hearing system should be asked to consider the 

matters raised by this inquiry, and in particular the role of the Principal Reporter as a focal 
point for reporting concerns about a child potentially in need or at risk. 
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