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1 Introduction

The problem scenario we were given was ‘Abdication of Responsibility’. Initially within our presentation we defined and examined the concept of abdication of responsibility and then using the case study of Victoria Climbié (V.C.) (which we briefly outlined for those not familiar) we focused on the contributing factors that result in abdication of responsibility, finally identifying proposing a number of intervention suggestions that although could not help V.C., would hopefully prevent or limit the horrendous outcome that occurred within her case, from re-occurring. It is worth mentioning that because this topic is so extensive that due to the time constraints we only focused on 2 main issues of the case, although recognised that the majority of subjects learnt about in M20 were relevant and played some role in the abdication of responsibility of the people involved.

Initially it seemed important to define abdication of responsibility, however before we could do this we needed to examine the definition of responsibility and the various forms it exists in.

Therefore we initially outlined the concept of responsibility, “a thing which one is required to do as part of a job, role or legal obligation” (Oxford English Dictionary).  Within organisations, and in fact throughout life, everyone carries some level of responsibility for themselves and others.  In relation to organisations, people are expected to take responsibility in addition to doing their job. There is however a difference between responsibility and ultimate responsibility (this distinction is important). As a general concept, responsibility can be delegated to other people and through this you can to some extent pass the accountability onto that delegated subordinate.  However within ultimate responsibility despite at some level responsibility of the task or situation can be delegated, but accountability remains with the delegater no matter what. With ultimate responsibility comes authority and tends to exist at a high level within the system e.g. an organisation 

President Roosevelt defined it perfectly with a plaque he had on his desk which stated, “The buck stops here”.

We were then able to define Abdication of responsibility: “failure to fulfil the requirements or take ownership of your responsibility”.

We identified the existence of many forms of AoR and the importance of the audience acknowledging this. Therefore we highlighted that Abdication of Responsibility can be related to financial, environmental, moral, professional or personal responsibilities. 

Through researching the topic we felt that an important dimension within the concept of AoR was its subjectivity. We therefore outlined this in a series of statements that we wanted the audience to consider throughout our presentation:

It is very difficult to define as it is quite a subjective concept- to the individual abdicating and to the individual perceiving. Questions such as; who determines who is responsible? Who therefore defines what abdication of responsibility is, and who is abdicating the responsibility? 

Within an organisation it would be quite easy to say the manager determines who is responsible within him/ her team, and the manager’s responsibility is determined by the organisation. However who determines what the organisation’s responsibility is and who regulates this to determine abdication of responsibility? Society? Further on from this where does the process stop? Who determines who within society is responsible? 

To put the subjectivity into context we wanted the audience to relate to the topic and therefore outlined a scenario that they could relate to: Picture the scene… .It’s Friday night at 2am in the morning and you come out of a club. There are few people around and as you turn the corner you see someone slumped on the floor with blood on their head. It isn’t a bad cut and you can smell they are totally drunk…. How many people would intervene? To what extent if you left them would it be abdication of responsibility? This shows how subjective Abdication of responsibility is. 

We asked a rhetorical question rather than directly picking out someone to ask due to the sensitive nature of the topic. What opinion one person had would or would not necessarily be right- hence the subjectivity of the topic. We also wanted to give people to opportunity to opt out of giving their opinion should they wish.

Through researching the topic we realised that abdication of responsibility is very hard to identify because of the factors we have mentioned already. In addition it is very hard to identify because people rarely admit to it and often there is a disagreement between the person perceiving abdication and the person abdicating. We needed to mention this also in our introduction to the audience as it is important as Organisational Psychologists to realise this, particularly when investigating AoR in an organisational setting. In addition trying to implement an intervention as Organisational Psychologists may also be difficult as people will not admit that the Organisation or the people involved are abdicating and may therefore not accept that they require an intervention.

We identified that there are many forms of AoR.  To outline this we asked a series of rhetorical questions to the audience which we asked them to consider throughout our presentation. Due to the already established subjectivity of AoR we emphasised that there was no right or wrong answer to the questions and therefore reiterated the importance of considering these ideas when investigating AoR as psychologists. The questions included:  

If someone doesn’t know it is their responsibility are they still abdicating?

This establishes a clear distinction between conscious and unconscious abdication of responsibility.

If someone doesn’t realise it is their responsibility is that an issue with their manager and is their manager therefore abdicating responsibility by not outlining this?

Is there a difference between abdication of responsibility of the individual and abdication of responsibility of the group?

And if there is a group abdication who is to blame? E.g. the Paddington rail crash

From the research we conducted it was clear that the perception of abdication of responsibility and the people abdicating is very negative. However when investigating the impact of self managed teams and everyone taking responsibility we also realised that this could result in negative outcomes too. As a result we finished the introduction of our presentation by stating:

“One question that is worth considering is “Does all abdication of responsibility result in negative outcomes?”- from what I have just said generally the answer would have to be yes however too many people taking responsibility can also be detrimental to the situation- this is worth considering when we discuss self managed teams later.”

2 The Case of Victoria Climbié





The case of Victoria Climbié (as reported by Lord Laming) is not only a tragic, but heart-breaking example of ‘abdication of responsibility’, where organisations failed in their duties, resulting in the suffering and death of a young child. 

You may all recall the case (that was, and still is salient in the media) of Victoria Climbié who suffered for many months at the hands of her aunt Kouao and her aunts’ boyfriend Manning.  Victoria died aged 8, on 25th February 2000, (that is exactly 5 years ago today); afterwards a post-mortem recorded no fewer than 128 separate injuries on her body, and a doctor described the case as “the worst I have ever dealt with”.  

So what went wrong you might ask? Maybe she didn’t come into contact with any Protection services?  This was not the case. There were no fewer than 12 incidents, involving 5 different organisations including:- 

· Housing Authorities; 

· Social Services; 

· Child Protection teams of the Metropolitan Police; 

· Hospitals;

· and a Specialist centre managed by the NSPCC.  

When Victoria came into contact with the relevant services, they had the opportunity to intervene in Victoria’s life, but did not.  Key organisations failed to pick-up on and follow-up the warning signs of her abuse; instead their duties and responsibilities were in effect abandoned (abdicated). Even 5 years on, News reports still realise the case to be an example of “massive institutional failure” (BBC News, Thursday 24th February 2005).  

The bottom line in this case is that Victoria’s death was preventable, but no-one took responsibility (not even the Church, an organisation Victoria encountered on numerous occasions, which could be described as a whole other organisational case issue).  

From Lord Laming’s report on the case and the 108 recommendations made, we can make a variety of assumptions regarding the case and why/how abdication of responsibility took place.
3 Initial brainstorm of case issues



4 Formulation of Case 

When researching AoR and the Victoria Climbié case we found it very hard to pin-point the key factors that determined whether or not, and why someone would abdicate responsibility; this was because most of the topics covered in M20 were relevant, and due to the subjectivity of the concept in general, from the one abdicating and the people perceiving (i.e. us).  Initially we brain-stormed key concepts from Victoria’s case (see spider diagram on the previous page), however it was clear that the determinants operated and interacted with each other on so many levels that realistically within the time available and detail required from the presentation, it would be impossible to adequately discuss all of them. 

It was also unacceptable for us to analyse Victoria’s case based on one theory or concept (an idea we initially considered) as this would exclude essential factors and concepts that affected the individuals.  As a result we decided to focus on what we believed to be the two most influential factors (Structure and Team/Group work) within the case, and analyse their influence on the people involved and the situation.  We also realised that the influence of the interaction and the individual factors would have affected everyone within the situation differently - an idea that had to be considered when proposing an intervention. As a result we decided to emphasise the importance of assessing the individual assumptions, context and history of the individuals’, teams’ and organisations’ involved during investigational stages, and when implementing an intervention. 

There were so many people involved in the case that we realised this in itself was a key influence in the abdication of responsibility for V.C.  We therefore wanted to highlight the interactions of the individuals involved between and within levels e.g. between teams / within teams, and between organisations / within organisations.  As a result we developed a diagram (our model) which we kept on screen throughout our presentation (in the top right hand corner of each slide) to ensure that the audience considered each factor we discussed at each level (see below for the models).

Model 1 was the initial design 

This was a model of all the people involved in Victoria’s case. 

Model 2 was the evolution of Model 1 into a simplified diagram emphasising the importance of the interactions of the individuals involved in Victoria’s Case between and within the organisational levels.

Model 1
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Model 2
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                                  Between levels / organisations



        Within levels / Organisations





4.1 Structure 

The Victoria Climbié case displayed clear signs of structural issues in the organisations involved; these refer to the ‘top-heavy’ structure whereby although power and control seemed to be at the top of the organisational hierarchy, no-one at the top accepted responsibility for Victoria’s case…they abdicated their responsibility.  Lord Laming said “the inquiry saw too many examples of those in senior positions attempting to justify their work in terms of bureaucratic activity, rather than outcomes for people”….this quote, along with many others from the inquiry, makes it clear how much abdication of responsibility lay with those at the top (those in their ivory tower!)

I will justify why I have come to this assumption by referring to quotes from Lord Lamings’ report and briefly discussing them:

a) some senior officers used the defence “no-one ever told me”, this implies that those at the ‘top’ are remote from cases that their subordinates are involved with.  This defence also implies poor communication/or a general lack of communication between management and employees, creating a ‘them and us’ gap (structural AOR). Research (Millward & Bailey, 2001; Millward & Cropley, 2003) has shown that ‘local’ factors have a greater impact on attitudes and behaviours than distal/remote factors, as per Lewin’s Field Theory (1948). Therefore in Victoria’s case, the lack of involvement at a ‘local’ level is likely to impact subordinates attitudes and behaviours.

b) a Medical Director was advised by his partners to “get an external inquiry done because it will protect your position” …but the Director replied “as time went on it was not worth pursuing”….this quote shows deliberate AOR  because the Medical Director assumed he was no longer responsible for Victoria’s case because sufficient time had passed where he had not been actively involved. The Medical Director deliberately abdicated responsibility because he made assumptions and didn’t check to see whether Victoria was still a concern/issue.  The Director had also not reflected upon the possible outcomes in ‘human terms’; such reflection might have caused him to ‘act’ rather than dismiss.  This could also be a result of remoteness from the front line workers and a lack of involvement in cases/reviews.  

In summary, managers seem to be too busy oiling the machine of bureaucracy (reports, summaries, etc.) and justifying their own existence; they have become separated from employees and the reality of daily problems.

The key structural issues from my assumptions surrounding the case are:

· A ‘them and us’ situation (between managers and front line staff);

· Senior levels’ remoteness from cases (lack of in-depth involvement at a local level);

· Poor communication.
4.2 People (Team/Group)

Caroline initially outlined all the individuals who played a part and could have to some extent prevented the death of Victoria. I then related this back to the report by quoting, “After Ealing Housing Department’s Homeless Person’s Unit, Victoria was known by no less than: teams within 2 further housing authorities, teams within 4 social services departments, 2 child protection teams of the Metropolitan Police Service, a team within the NSPCC, and teams within 2 hospitals.”- to remind the audience and put it into context.

I then emphasised the identified AoR of the Teams and Groups involved in the case by quoting Laming’s description of the Haringey Child Protection team as an example, “In the A to Z in an investigation, that investigation did not get to B” which clearly suggests that the existence and actions of the teams and groups had a substantial influence on the outcome. 

Throughout our MSc the difference between Teams and Groups has always been outlined however when we researched the AoR we realised that the factors influencing the teams were very similar to those influencing groups and therefore we felt no need to discuss teams and groups separately. Instead I just mentioned it in our presentation. “It is worth mentioning that although we recognised that teams and groups are different- within the context of this discussion the factors influencing them would be similar and therefore they will be discussed collectively.”

I related back to the model throughout this section to emphasise the importance of considering the identified factors between and within levels and the interaction of each. I also highlighted the differences by separating the terms “Multi- disciplinary and inter- disciplinary teams”.

So what factors influencing the teams and groups lead to the abdication of responsibility of not only individuals but the teams/ groups as well?

Lord Laming identified some clear areas to consider that I started with- and then developed:

He reported:

“Evidence to this enquiry demonstrated very clearly to dangers to children if staff from different agencies do not fulfil their separate and distinctive responsibilities. No set of responsibilities is subordinate to another; each must be carried out efficiently and effectively. Gathering together staff in a dedicated team might well run the risk of blurring their responsibilities” 

So what does this mean?

From our investigation of the case and knowledge of the subject we came up with 2 clear areas relating to teams that were influential:

· Identity- in terms of the situation, organisation, the team and the individual

· Inadequate transition to self- managed teams within the teams/ groups and between teams and groups

I discussed these separately but then emphasised the importance of creating an intervention involving all aspects and the interaction of the factors by talking about the intervention of each factor together.

Identity

As I previously mentioned it is not only the team identity that is important but what the identity of the individuals were and what the team and the individuals identify as the identity of the situation, the organisation, the team and themselves. Similarly it is also important to consider what other teams and individuals view as the identity of these teams. I outlined this initially and asked people to consider this when investigating and proposing an intervention.

I also provided a brief overview of the important aspects within identity that needed to be considered when investigating the influence of identity of the teams on AoR:

Identity is important when allocating and establishing the responsibility in the first place. Through identity, 

teams and individuals can gain an insight into their own job/ task, roles, goals and objectives and the impact these will have on the situation. Similarly they also gain insight into other team’s and the overall objective/ goals of the situation involving all teams and groups.

Along with identity comes the idea of their perception of their own, others and the situational importance. 

I then related these key ideas to the case to highlight the influence of the lack of team’s identity and perception of other teams, and organisational identity on AoR. When relating this to the case it could be perceived that because so many people and teams were involved although they all viewed their own jobs as important they perceived their importance to be less with other people involved who could do it instead. The idea of importance is also important to contextualise and make their job “real” with “real consequences” of taking responsibility or rather abdicating responsibility.

Within the V.C. case there was no clear perception of each team’s own identity and subsequent role and no clear perception of other team’s identity and role and objectives and therefore no clear measure of the importance of the influence of each individual and team. Due to the number of teams involved people expected other people within the team and within other teams to “pick up the pieces” This was particularly obvious from the case when more than 1 team from similar organisations e.g. 4 social services team were working on Victoria- with very similar identities and expected responsibilities.

I summed this section up by highlighting; The lack of understanding of individual and team identity meant that there was a lack of inter- professional collaboration and team work within and between organisations at all levels. No one was clear who was responsible due to no clear distinction of identities and individual team responsibilities and goals. 

The inadequate transition to self managed teams

I initially contextualized the topic with some key evidence from the report;

From the report it was clear that the organisations involved were top heavy in power and control relations however the report also implied that the individuals at the front line had some degree of responsibility and decision making roles. E.g. When members of Haringey Social Services decided to close Victoria’s case on the day she died.  This would imply that to some degree the teams were self managed in terms of the cases, particularly as the top management was so remote from the situation. However from the report the people who testified often responded by “No one ever told me”. Was this just an excuse or did this reveal a misalignment in the perception of self managed teams by the management and the perception of the self managed teams by the teams? 

Before analyzing this topic further I outlined some key determinants to the success of a self managed team are: 

The availability of a support system from the organisation, providing a flexible structure and the opportunity to intervene if necessary

Some specific yet flexible goals and objectives agreed by the team

Good team identity

Relating this back to Victoria’s case I explained, From the last section it is clear that the identity of the individuals, their teams and their perception of other teams were unacceptable. Similarly this meant that their individual and team goals and objectives and their perception of other people’s goals and objective were not adequate either. 

It was also clear from Caroline’s description that there was top heavy control and power imbalance yet no support and a strong blame culture towards the teams. I outlined this and supported it with a quote from the report; Laming explained “It is significant that while a number of junior staff in Haringey Social Services were suspended and faced disciplinary action after Victoria’s death, some of the most senior officers were appointed to other, presumably better paid jobs” 

Combining all these factors I summed up the formulation of teams and groups by explaining, Although the organisations were perhaps aiming at implementing self managed teams, this idea was not supported with the 3 key determinants required for success- resulting in the abdication of responsibility.

5 Intervention

5.1 Structure Intervention

1. Front line leaders needed (need for effective leadership)
2. Regular case conferences (need for regular /involvement)
1. Front line leaders needed.  

Problems resulting from ‘top heavy’ structures make it essential to ‘rearrange’ this balance in power.  In the case of Victoria Climbié, Lord Laming recommended that “clinicians need to lead from the front” (The Victoria Climbié Inquiry, 2003: p.6); the case showed clear signs of the need for effective leadership.  The case highlighted the need for front line leaders to act as a mediator between managers and front line staff, in affect trying to close the ‘them and us’ gap mentioned in formulating the structural issues in the case.

The front line leader is not a theoretically based notion, but something introduced by the NHS (by Professor Aidan Halligan, Deputy Chief Medical Officer of DH) in terms of clinical governance.  An example of the front leader to contextualise the notion is the NHS (re-)introduction of the ‘modern matron’, i.e. the modern matrons could be described as a front line leader.  

Ideally, front line leaders are key influencers and enthusers in making client safety and/or cultural change a reality; their key attributes are: inter-personal communication, influencing, dealing with conflict and a range of behaviours associated with maximising effective teamwork.

A front line leader, is not necessarily a manager, but someone who is collaboratively involved with front line staff at a ‘local’ level; they co-ordinate staff (control), empower staff (freedom/choice) by giving them ownership of tasks, and ‘lead by example’.  They differ from managers because they focus on the human aspects of organisational behaviour e.g. managing relationships. This notion might be explained according to ‘Leader-exchange’ theory, which emphasises the role of communication and quality of relationships between the leader and the follower, i.e. front line staff.  The quality of this relationship matters most to performance relevant attitudes and behaviour (e.g. Wayne, Shore and Lidden, 1997). 

Therefore introducing front line leaders should attempt to realign the balance of responsibility and power, while dissolve the ‘top-heavy’ structure, decentralize authority, and remove any ‘them and us’ notion previously existing.  This could result in:

1. less fear of blame; admittance of problems more readily from subordinates (the leader is more approachable because is more involved, creating a more open and accessible environment);

2. better communication vertically and horizontally;

3. the leader is more aware of problem-cases and involved with them; the front line leader can monitor them or involve themselves when necessary;

4. Managers remoteness in the Victoria Climbié case was problematic, but introducing the front line leader enables involvement in cases, therefore raising awareness of ‘human’ outcomes and client safety.

Although front line leaders will offer colleagues the support they need, this back-bone must not be viewed as a ‘safety-net’ and relied upon totally, otherwise employees will become lazy.  The front line leader should create the idea of flexibility according to need, i.e. creating a process of flexibility, but intervening when control is needed (as per Millward in her 2003 paper).  Leaders need to ensure control, but sufficient freedom/choice (control vs freedom/choice). 

2. Regular case conferences.

Regular surgeries/workshops should be an essential aspect of managerial and leadership activity; these should involve regular sessions whereby front line staff, leaders and managers congregate to discuss work issues arising, or major crises cases.  These would not only make managers more aware of current issues (no excuse of “no-one told me”) but would also show employees they are being actively listened to, i.e. being paid attention to (Hawthorne effect). 
5.2 Team/Group Intervention

To implement an effective intervention I emphasised the importance of considering each team individually in addition to their interaction within other teams within and between levels and organisations- relating the intervention back to the model again.

 Similarly in order for the intervention to be successful I reiterated; we not only need to address the surface problems but deal with everyone’s assumptions, the history of the teams/ groups, and the context of the situation.

Lord Laming made a series of suggestions which I built on:

Recommendation 19 was clear and distinct roles and responsibilities within and between teams including when and where responsibilities lie is vital - “Managers of duty teams must devise and operate a system which enables them immediately to establish how many children have been referred to their team, what action is required to be taken for each child, who is responsible for taking this action and when that action must be completed”.  In proposing an intervention to incorporate this I therefore suggested:- clear yet flexible objectives, and goals and allocation of responsibilities need to be established and agreed within the group. They need to be flexible as otherwise people may not be able to be innovative with new challenges.

Another recommendation was the creation of clear communication lines between and within teams. Lord Laming identified that in the day and age of electronic communication in addition to telephones etc there was no excuse. I emphasised this within the presentation and also contextualised it by stating; It is clear that the sharing of information within this case would have highlighted the urgent nature of assistance before it was too late.  The communication aspect of the intervention proposed was; Encouraging employees to be extrinsic in communicating rather than intrinsic would encourage more open communication. Similarly ensuring that the culture within teams and between teams is open to criticism and individual input to prevent group think. 
Research reveals the existence of informal and formal lines of communication within and between organisations. Through this recommendation it is important to regulate and establish the formal lines of communication but also encourage the informal as generally these tend to be quicker and more flexible.  

Conflict and lack of co-operation between and within teams was highlighted as a influencing factor of the abdication of responsibility and therefore another intervention I proposed was to try and encourage inter- professional collaboration between groups. Initially more communication and clear and distinct goals and responsibilities highlighted in the other interventions would assist this process however in addition I suggested the creation of a board or group made up of representatives of all the teams involved from all the different organisations to encourage inter- professional collaboration and enable the monitoring of any conflicts or problems. This is similar to a suggestion made by Lord Laming.

The final intervention was to make self managed teams more effective by ensuring all 3 key determinants (highlighted earlier) were met. This intervention also corresponded with Caroline’s suggestion of frontline management. To do this I suggested that the management needed to realise that the teams need some degree of support and that the teams also need flexible and innovative goals and objectives that are agreed by the teams themselves. The movement to frontline management as Caroline suggested will improve things e.g. providing the support needed however there needs to be caution that the teams remain self managed i.e. not over reliant on the manager.

5.3 Intervention Summary

From the case we can see the negative outcomes associated with abdication of responsibility, which are only likely to be identified when such abdication is apparent…in this case abdication and its surrounding issues only became apparent as a result of Victoria’s death.  Therefore intervention is extremely difficult, particularly when individuals, groups, or organisations rarely admit they have abdicated responsibility. 

The interventions formulated are what is believed to be the ‘ideal’, which is what we must strive for in an attempt to make some kind of difference.  The interventions are what is believed should have been done - we cannot intervene and bring Victoria back, but we can learn lessons. We can only take this opportunity to apply ‘learnt lessons’ pragmatically in such organisations where lives depend on the functioning of the individual, team and overall organisations.

6 Evaluation of Intervention 

It was important to outline how hard it is to evaluate intervention success as every case is different and an intervention for this case may not necessarily be suitable for the next. 

In general however we identified 5 key areas to evaluate the intervention and outlined each in our presentation.  

· Staff attitudes and opinions- they are the ones on the frontline and it would make they feel valued

· Staff turnover- this is a clear indication satisfaction and would show if there are any problems

· Case outcomes- the inventions we have suggested should show a marked improvement in the way the cases are handled and the case outcomes.

· Self- regulatory behaviour- ensuring that people are regulating themselves, the team, the organisation and the situation without feeling threatened 

· External auditing- providing unbiased views of the intervention’s success.

In relation to feasibility of the interventions, it is always hard when management and structural changes are proposed as these are of a larger and harder scale to implement. To implement these levels of organisational change we need to focus on challenging the assumptions at the organisational level. 

In terms of time scales it is clear that this is not an overnight thing however as 1000s of cases just like Victoria’s exist but are not publicly known about the need for change is now!!.

7 Reflection on Presentation

7.1 Anna’s Personal Reflection

Working on this assignment was thought provoking, and challenging, providing an insight not only into the effects and influences of AoR but also how common it is not only in an organisational setting but within Society in general.  This assignment also gave me a personal insight into my own possible areas of AoR. I found it frustrating to realise that although individual influencing factors can be managed to limit the possibilities of AoR the existence of AoR in general will always remain.

The variability of AoR was particularly interesting as it highlighted to me an over riding theme of M20 - the subjectivity of topics and importance of acknowledging different people’s perceptions, assumptions, and the context and history of the situation involved.  I realised how important it is as Organisational Psychologists when investigating and implementing an intervention within Organisational Behaviour to take these view-points into account and realise that our view points and assumptions may also influence our perception of the situation and as a result we must be wary of this and try and remain objective.

The most difficult area of the presentation to write was the formulation due to so many relevant topics being influential.  It was therefore very hard to structure. Ideally I wish we could have had more time to present so that we could have focused more on the interaction of all the factors within the spider diagram. 

If we were to do the assignment again I think I would try and improve the formulation to be more coherent as I was concerned that the audience may get confused. Similarly I would try and emphasise further the importance of investigating and considering people’s assumptions and perspectives when investigating a situation- Due to time constraints we were only able to touch on this subject.

Overall however I felt myself and Caroline worked really hard on this presentation and I was really pleased with the outcome.  I really enjoyed working with Caroline.

I didn’t realise how emotional I was about the case until presenting it on Friday! 

Caroline’s Personal Reflection

I really enjoyed working on this assignment, particularly because the case we examined was ‘real’ and I felt like this was an opportunity to take it seriously and formulate the case as a practitioner might do in practice.  Therefore, this assignment allowed me to gain insight into the world of being an Occupational Psychologist, which was really exciting, and made me learn a variety of lessons.  

While working on the case I realised the importance of the need for flexible thinking, and applying knowledge (general and psychological) to the case, instead of simply attaching theories to aspects of the case (which Anna and I wanted to avoid doing).  The most difficult part of the assignment was formulating the problems in the case; we found that we had done so much reading into all of the different issues involved in the case that we were lost as to how to structure any kind of formulation.  We overcame this problem by both considering what we believed to be the most important aspects of the case, then comparing notes.  Our ideas as to the main issues were similar (although worded differently), so we had found a starting point with which our structure evolved out of.  This is also prime example of how throughout case-work we encountered a variety of problems, which we overcame through communication and consolidation with each other.. 

A lesson learnt from this assignment is not to become too emotionally attached with cases.  The case of Victoria Climbié is difficult not to become involved in because of the suffering and tragedy that was evident; the more I read Lord Laming’s report, the more disgusted I felt with certain individuals/groups and subsequently created negativity around them which possibly clouded my judgement.  Taking a break from the case-work allowed me to step-back from this clouded-judgement and consider the wider, more holistic picture and issues involved.  Although, to not feel emotional about such a case is simply not realistic; even holding tears back while reading the V.C. scenario in the actual presentation was difficult. 

From my M46 reflective logbook I reflected upon my lack of confidence, but from giving the actual presentation I can see how much I have developed personally and professionally since.  Although I felt terrified to stand-up in front of everyone to give the presentation, I knew we were well-prepared and I actually wanted to tell everyone about our case and findings.  I was a little disappointed with myself for a moment when I dried-up, but was proud of myself for briefly pausing, taking a moment and carrying on. 

Finally, team-work.  I really enjoyed working with Anna on this presentation, probably because we are not only good friends, but share similar ideas about going about problems.  It is so satisfying when you find someone who you enjoy meeting up with, and with whom you become enthusiastic about sharing findings with.   It is also so pleasing knowing that we both worked hard, and both put as much into the assignment as we would have if working alone.  Although, I do realise that in practice these kinds of ‘ideal’ group-work scenarios rarely exist, and being prepared to co-operate and compromise are typical features of group-work.
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ABDICATION OF RESPONSIBILITY (AOR)

(After role play involving forgetting OHT) 

Ask audience……But who would be responsible? 

INTRODUCTION   (ANNA)
Click to Slide 1

My name is Anna Wilson and this is Caroline Wrobel, and today we are going to talk to you about abdication of responsibility.

Click to Slide 2 

Today we will talk to you about the abdication of responsibility. Initially we will define and examine the concept of abdication of responsibility and then using the case study of Victoria Climbié we will focus on the contributing factors that resulted in the abdication. Finally we will propose an intervention strategy that although cannot unfortunately help Victoria, will prevent or limit the horrendous outcome that occurred in her case. 
Click to Slide 3

To define abdication of responsibility we must first define responsibility in its various forms.

Responsibility is defined as “a thing which one is required to do as part of a job, role or legal obligation” (Oxford English Dictionary). Everyone carries some level of responsibility for themselves and others. In organisations, people are expected to take responsibility within their job. 

There is a difference between responsibility and ultimate responsibility. Responsibility can be delegated to other people and through this accountability can be passed onto that delegated subordinate. With ultimate responsibility accountability remains with the delegater no matter what. 
President Roosevelt defined it perfectly with a plaque he had on his desk which stated, “The buck stops here”.  Abdication of responsibility is defined as “failure to fulfil the requirements or take ownership of your responsibility”.
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Abdication of Responsibility relates to financial, environmental, moral, professional or personal responsibilities. Hand out

Picture the scene… .It’s Friday night at 2am in the morning and you come out of a club. There are few people around and as you turn the corner you see someone slumped on the floor with blood on their head. It isn’t a bad cut and you can smell they are totally drunk…. How many of you would intervene? (wait for audience response)

If you left them would it be abdication of responsibility? 

Abdication of Responsibility is a very subjective concept- to the individual abdicating and to the individual perceiving. Questions such as; who determines who is responsible? Who therefore defines what abdication of responsibility is, and who is abdicating the responsibility? 

People rarely admit to AoR and often there is a disagreement between the person perceiving abdication and the person abdicating. Other difficulties can be examined asking questions

If someone doesn’t know it is their responsibility are they still abdicating?

This establishes a clear distinction between conscious and unconscious abdication of responsibility

One question that is worth considering is “Does all abdication of responsibility result in negative outcomes?”- from what I have just said generally the answer would be yes however too many people taking responsibility can also be detrimental - worth considering when we discuss self managed teams later.

We would like you to consider these ideas throughout our presentation. I would like to hand over to Caroline who is going to introduce the Victoria Climbié case.

SCENARIO  (CAZ)
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The case of Victoria Climbié is not only a tragic, but heart-breaking example of ‘abdication of responsibility’, where organisations failed in their duties, resulting in the suffering and death of a young child.  I will briefly summarise the case before Anna and I address the issues/problems involved.  

You may all recall the case of Victoria Climbié who suffered for many months at the hands of her aunt Kouao and her aunts’ boyfriend Manning.  Victoria died aged 8, on 25th February 2000 (that’s five years ago today exactly!); afterwards a post-mortem recorded no fewer than 128 separate injuries on her body, and a doctor described the case as “the worst I have ever dealt with”.  

So what went wrong you might ask? Maybe she didn’t come into contact with any Protection services?  This was not the case. 
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There were no fewer than 12 incidents, involving 5 different organisations including:- Housing Authorities; Social Services; Child Protection teams of the Metropolitan Police; Hospitals; specialist centre managed by the NSPCC.  When Victoria came into contact with the relevant services, they had the opportunity to intervene in Victoria’s life, but did not.  Key organisations failed to pick-up on and follow-up the warning signs of her abuse; instead their duties and responsibilities were in effect abandoned (abdicated).  Even 5 years on, a news report yesterday still realises the case to be an example of “massive institutional failure” (BBC News, Thursday 24th February 2005). The bottom line in this case is that Victoria’s death was preventable, but no-one took responsibility (not even the Church, an organisation Victoria encountered on numerous occasions).  

From Lord Laming’s report on the case and the 108 recommendations made, we can make a variety of assumptions regarding the case and why/how abdication of responsibility took place.

FORMULATION / INTERVENTION    (ANNA)
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Investigating abdication of responsibility to propose an intervention was very hard, mainly due to influence of so many factors. As a result rather than focusing on a specific theory we considered the case in terms of Assumptions of the individuals’ involved, the context and the history of the situation and the individuals 

We would like you to consider each factor in terms of the INDIVIDUAL, THE TEAM, THE MANAGEMENT, THE ORGANISATION AND SOCIETY, and the interaction between each. 

We would also like you to consider the influence of each factor within these people and between these people. 

This can be seen in a diagram with the people in the case on it. 
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This can be simplified to create our initial model which we will refer to throughout the presentation:

Click to slide 9

We have identified 2 key areas we would like to talk to you about:-

Structure;

Team/ Group work.

But within these topics we will cover other areas we have focused on in the module too 

I would like to pass over to Caz to talk about structure
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STRUCTURAL ISSUES   (CAZ)

The Victoria Climbié case displayed clear signs of structural issues in the organisations involved; these refer to the ‘top-heavy’ structure whereby although power and control seemed to be at the top of the organisational hierarchy, no-one at the top accepted responsibility for Victoria’s case…they abdicated their responsibility.  

Lord Laming said “the inquiry saw too many examples of those in senior positions attempting to justify their work in terms of bureaucratic activity, rather than outcomes for people”….this quote, along with many others from the inquiry, makes it clear how much abdication of responsibility lay with those at the top (those in their ivory tower!)

I will justify why I have come to this assumption by referring to quotes from Lord Lamings’ report and briefly discussing them:
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a) some senior officers used the defence “no-one ever told me”, this implies that those at the ‘top’ are remote from cases that their subordinates are involved with.  This defence also implies poor communication/or a general lack of communication between management and employees, creating a ‘them and us’ gap (structural AOR). Research (Millward & Bailey, 2001; Millward & Cropley, 2003) has shown that ‘local’ factors have a greater impact on attitudes and behaviours than distal/remote factors, as per Lewin’s Field Theory (1948). Therefore in Victoria’s case, the lack of involvement at a ‘local’ level is likely to impact subordinates attitudes and behaviours.

b) a Medical Director was advised by his partners to “get an external inquiry done because it will protect your position” …but the Director replied “as time went on it was not worth pursuing”….this quote shows deliberate AOR  because the Medical Director assumed he was no longer responsible for Victoria’s case because sufficient time had passed where he had not been actively involved. The Medical Director deliberately abdicated responsibility because he made assumptions and didn’t check to see whether Victoria was still a concern/issue.  The Director had also not reflected upon the possible outcomes in ‘human terms’; such reflection might have caused him to ‘act’ rather than dismiss.  This could also be a result of remoteness from the front line workers and a lack of involvement in cases/reviews.  

In summary, managers seem to be too busy oiling the machine of bureaucracy (reports, summaries, etc.) and justifying their own existence; they have become separated from employees and the reality of daily problems.

To sum up……
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The key structural issues from my assumptions surrounding the case are:

Poor communication.

A ‘them and us’ situation (between managers and front line staff);

Senior levels’ remoteness from cases;

Lack of (in-depth) involvement at a local level (from those at ‘the top’;

So how can we try to overcome such problems?
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STRUCTURE INTERVENTION

I propose two levels of intervention for the structural issues I have discussed today:

Intervention:

Front line leaders needed (need for effective leadership)
Regular case conferences (need for regular /involvement)
1. Front line leaders needed.  

Problems resulting from ‘top heavy’ structures make it essential to ‘rearrange’ this balance in power.  

In the case of Victoria Climbié, Lord Laming recommended that “clinicians need to lead from the front”; the case showed clear signs of the need for effective leadership.  

The case highlighted the need for front line leaders to act as a mediator between managers and front line staff….so in effect trying to ‘close the gap’
The front line leader is not a theoretically based notion, but something introduced by the NHS (by Professor Aidan Halligan) in terms of clinical governance, e.g. the NHS introduced the ‘modern matron’ as a front line leader.  

(Ideally, front line leaders are key influencers and enthusers in making client safety and/or cultural change a reality; their key attributes are: inter-personal communication, influencing, dealing with conflict and a range of behaviours associated with maximising effective teamwork).

A front line leader, is not necessarily a manager, but someone who is collaboratively involved with front line staff at a ‘local’ level; they co-ordinate staff (control), empower staff (freedom/choice) by giving them ownership of tasks, and ‘lead by example’.  They differ from managers because they focus on the human aspects of organisational behaviour e.g. managing relationships. This notion might be explained according to ‘Leader-exchange’ theory, which emphasises the role of communication and quality of relationships between the leader and the follower, i.e. front line staff.  The quality of this relationship matters most to performance relevant attitudes and behaviour (e.g. Wayne, Shore and Lidden, 1997). 

I believe introducing front line leaders would attempt to realign the balance of responsibility and power, while dissolve the ‘top-heavy’ structure, decentralize authority, and remove any ‘them and us’ notion previously existing.  

This could result in:

- less fear of blame; admittance of problems more readily from subordinates (the leader is more approachable because is more involved, creating a more open and accessible environment);

- better communication vertically and horizontally, i.e. between and within the levels (refer to circular diagram);

- the leader is more aware of problem-cases and involved with them; the front line leader can monitor them or involve themselves when necessary;

- managers remoteness in the Victoria Climbié case was problematic, but introducing the front line leader enables involvement in cases, therefore raising awareness of ‘human’ outcomes and client safety.

Although front line leaders will offer colleagues the support they need, this back-bone must not be viewed as a ‘safety-net’ and relied upon totally, otherwise employees will become lazy.  The front line leader should create the idea of flexibility according to need, i.e. creating a process of flexibility, but intervening when control is needed.  Leaders need to ensure control, but sufficient freedom/choice (control vs freedom/choice). 

2. Regular case conferences.

Regular surgeries/workshops should be an essential aspect of managerial and leadership activity; these should involve regular sessions whereby front line staff, leaders and managers congregate to discuss work issues arising, or major crises cases.  These would not only make managers more aware of current issues (no excuse of “no-one told me”) but would also show employees they are being actively listened to, i.e. being paid attention to (Hawthorne effect).

So that concludes the ‘structural issues’….ANNA
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TEAMS AND GROUPS INFLUENCES    (ANNA)

I would now like to talk to you about team and group influences

The teams involved in Victoria’s case included:  teams within 2 housing authorities, 4 social services departments, 2 child protection teams, a NSPCC team, and 2 hospital teams- so there was numerous teams 

Although we recognised that teams and groups are different- within this discussion the factors would be similar and therefore they will be discussed collectively.  Related back to the model we must look at the interaction of teams between and within levels i.e.  “Multi- disciplinary and inter- disciplinary teams”

So what factors influenced the teams’ abdication of responsibility?

Lord Laming reported:

“Evidence to this enquiry demonstrated very clearly to dangers to children if staff from different agencies do not fulfil their separate and distinctive responsibilities. No set of responsibilities is subordinate to another; each must be carried out efficiently and effectively. Gathering together staff in a dedicated team might well run the risk of blurring their responsibilities” 
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From this we came up with 2 clear areas within teams:

Identity- in terms of the situation, organisation, the team and the individual

Inadequate transition to self- managed teams within the teams/ groups and between teams and groups
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Identity

It is not only the team identity that is important but how they identity with the situation, the organisation, and perceive other teams’ identity. Identity is important when allocating the responsibility in the first place. Through identity, teams and individuals can gain an insight into their own roles, goals and objectives and the impact they will have on the situation. Identity creates a perception of their own, others and the situational importance. 
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Within the case each team had no clear identity and subsequent role and no perception of other team’s identity Therefore no one knew their importance within the situation. Teams expected other people within the team and within other teams to “pick up the pieces” 

The lack of identity meant that there was a lack of inter- professional collaboration within and between organisations at all levels and an abdication of responsibility. 

So moving onto inadequate transitions of self managed teams…
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The inadequate transition to self managed teams

The report suggests that the organisations were top heavy in power and control however individuals at the front line had some degree of responsibility and decision making roles. E.g. deciding whether to close a case. This would imply that to some degree the teams were self managed. People who testified however often responded by “No one ever told me”. Was this just an excuse or were they waiting for some management guidance?
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Some key determinants of the success of a self managed team are: 
The availability of a support system from the organisation, providing a flexible structure and the opportunity to intervene if necessary

Some specific yet flexible goals and objectives agreed by the team

Good team identity
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From the last section it is clear that the identity of their own teams and the others was unacceptable therefore identity is not achieved for a self-managed team to be successful. Lack of identity also resulted in unclear goals and objectives within and between teams.

It is also clear from Caroline’s description that there was top heavy control and power imbalance yet no support and a strong blame culture towards the teams. Laming explained “It is significant that while a number of junior staff in Haringey Social Services were suspended and faced disciplinary action after Victoria’s death, some of the most senior officers were appointed to other, presumably better paid jobs” 

Although the organisations were perhaps aiming at implementing self managed teams, this idea was not supported with the 3 key determinants required for success- resulting in the abdication of responsibility

TEAM INTERVENTION
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To implement an intervention we must address each team individually in addition to their interaction within other teams within and between levels and organisations. Refer back to the model again

We not only need to address the surface problems but deal with everyone’s assumptions, the history of the teams/ groups, and the context of the situation.

In relation to teams Lord Laming made a series of suggestions which I would like to build on:

One of the clear recommendations which lord laming suggested was clear and distinct roles and responsibilities within and between teams including when and where responsibilities lie is vital - This supports the idea that for a team to be successful and take responsibility they must have a clear understanding of their own identity, goals, objectives and responsibilities. This is also a requirement for self managed teams to be successful.

In terms of an intervention then- clear yet flexible objectives, and responsibilities need to be established and agreed within the group. They need to be flexible as otherwise people may not be able to be innovative with new challenges.

Another recommendation is the creation of clear communication lines between and within teams. The sharing of information within this case would have highlighted the urgent nature of assistance before it was too late.

In terms of intervention therefore encouraging employees to be extrinsic in communicating rather than intrinsic will encourage more open communication. Similarly organisations must ensure that the culture within teams and between teams is open to criticism and individual input to prevent group think.  

It is also important to regulate and establish the formal lines of communication but also encourage the informal as generally these tend to be quicker and more flexible.  

Another intervention is to try and encourage inter- professional collaboration between groups. Initially more communication and clear and distinct goals and responsibilities will assist however the creation of a board or group made up of all the teams involved from all the different organisations would encourage inter- professional collaboration. 

The final intervention is to ensure the effectiveness of the self managed teams by introducing clear team identity, goals and objectives but also to create a support network for the teams.  The movement to frontline leadership as Caroline suggested will improve things e.g. will provide the support needed however there needs to be caution that the teams remain self managed i.e. not over reliant on the leader.
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INTERVENTION SUMMARY   (CAZ)
From the case we can see the negative outcomes associated with abdication of responsibility, which are only likely to be identified when such abdication is apparent…in this case abdication and its surrounding issues became apparent as a result of Victoria’s death. 

Therefore intervention is extremely difficult, particularly when individuals, groups, or organisations will rarely admit they have abdicated responsibility and failed in their duties. 

The interventions we have discussed today are what we believe to be the ‘ideal’, which is what we must strive for in an attempt to make some kind of difference.  The interventions are what we believe should have been done - we cannot intervene and bring Victoria back, but we can learn lessons.

I must point out that the interventions we have mentioned only consider the two main issues we have discussed today, and do not cover all of the issues involved in the case (due to time constraints).
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EVALUATION OF INTERVENTION SUCCESS    (ANNA)

It is very hard to evaluate intervention success as every case is different and an intervention for this case may not necessarily be suitable for the next. 

In general however we could look at 

Staff attitudes and opinions- after all they are the ones on the frontline- and it would make they feel valued

Staff turnover- as this again is a clear indication of what I have just said and shows if there are any problems

Case outcomes- as the inventions we have suggested should show a marked improvement in the way the cases are handled

Self- regulatory behaviour- ensuring that people are regulating themselves, the team, the organisation and the situation without feeling threatened 

External auditing- providing unbiased views of the intervention’s success.

In terms of feasibility of the interventions it is always hard when management and structural changes are proposed as these are of a larger and harder scale to implement. To implement these levels of organisational change we need to focus on challenging the assumptions at the organisational level. 

In terms of time scales it is clear that this is not an overnight thing however as 1000s of cases just like V.C. exist but are not publicly known about, therefore the time for change is now!!.
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AFTER-THOUGHTS    (CAZ)

There are two main questions that we want you to take away from this session and think about:

1.  To what extent do we stop classifying things/events as abdication of responsibility?

2.  Can we ever remove abdication of responsibility entirely? 

(from individuals, groups, organisations and society)
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Are there any questions? 

(wait for response)
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