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Local Authority Statement

Academy / School / Education Provider Responsibility

The LA only offers this model policy for all educational settings. The Governing Body must ensure this is adapted and implemented/ reviewed within the establishment context. The LA only offers this as a guide – establishments must ensure they are responsible for their own policies and ensure this is demonstrated and owned by the school community in practice. Schools and Academies are responsible for reviewing and updating the school/academy safeguarding policy in line with legislative changes. This model LA safeguarding policy does not replace the agreed DSCP Multi Agency Child Protection Tri-x procedures. http://doncasterscb.proceduresonline.com/  Staff must ensure they refer to the DSCP procedures on a regular basis.

Schools and local authorities must have regard to it when carrying out their duties to safeguard and promote the welfare of children under section 175, of the Education Act 2002, paragraph 7(b) of Schedule 1 to the Education (Independent School Standards) Regulations 2014 and paragraph 3 of the Schedule to the Education (Non-Maintained Special Schools)(England) Regulations 2011.

Marshland Primary Academy recognises the responsibility it has under Section 175 of the Education and Inspections Act 2002, to have arrangements for safeguarding and promoting the welfare of children. The Governing Body approve the S175 or 157 and return to the Local Authority (LA) on a yearly basis. This policy demonstrates the school’s commitment and compliance with safeguarding legislation.

Through their day-to-day contact with pupils and direct work with families, staff at the school/setting have a crucial role to play in noticing indicators of possible abuse or neglect and referring them to The Doncaster Children’s Trust MASH team. This also involves understanding serious case reviews and how to improve practice to prevent children from falling through the gaps.

Local Safeguarding and Child Protection 

Governors should review the new Ofsted Education Inspection Framework (EIF) alongside Senior Leaders
Schools should review Keeping Children Safe in Education 2021 in full and ensure S175/157 development plans/safeguarding action plans are in place, considering intent for safeguarding with information on how they will implement safeguarding and monitor impact.  

It is the Local Authority intent that ALL educational establishments will be effective for safeguarding.

It is the responsibility of the setting to ensure they maintain an effective safeguarding policy, keep in tune with the changing government advice and attach amendments to this policy when new guidance is issued. 

The way schools and colleges are currently operating in response to coronavirus (COVID-19) is fundamentally different to business as usual, however, a number of important safeguarding principles remain the same:

· with regards to safeguarding, the best interests of children must always continue to come first

· if anyone in a school or college has a safeguarding concern about any child they should continue to act and act immediately

· a DSL or deputy should be available

· it is essential that unsuitable people are not allowed to enter the children’s workforce and/or gain access to children

· children should continue to be protected when they are online

Schools and colleges should, as far as is reasonably possible, take a whole institution approach to safeguarding. This will allow them to satisfy themselves that any new policies and processes in response to COVID-19 are not weakening their approach to safeguarding or undermining their child protection policy.






























GOVERNORS STATEMENT

· The Governing Body and staff of Marshland Primary Academy (hereinafter referred to as ‘the school’) take as our first priority the responsibility to safeguard and promote the welfare of our pupils, to minimise risk and to work together with other agencies to ensure rigorous arrangements are in place within our school to identify, assess, and support those children who are suffering harm or who are likely to suffer harm and to keep them safe and secure whilst in our care.

· The Governing Body will ensure the Designated Safeguarding Lead and Deputy Designated Lead (s) have a job description in line with Keeping Children Safe in Education 2021 with dedicated time and support in place for the DSL to fulfill this duty.

· The responsibilities set out in this policy apply (as appropriate) to all members of the school community including pupils, staff, governors, visitors/ contractors, volunteers and trainees working within the school. It is fully incorporated into the whole school ethos and is under pinned throughout effective leadership; the teaching of the curriculum including a well-planned and delivered program of RSHE (Relationships, Sex and Health Education) / PSHE (Personal, Social, Health and Economic) education / SMSC (Spiritual, Moral, Social and Cultural) development and within the physical environment provided for the pupils.

· The governors will ensure safeguarding self-evaluation takes place on a regular basis, a safeguarding audit has taken place and statutory S175/157 action plans are measured. The governors ask for a regular safeguarding impact report and ensure all statutory requirements under KCSIE Sept 2021 are fulfilled. From 1st September 2021 this policy sets out the intention to safeguard children and young people embedding the Sexual Violence and Sexual Harassment statutory guidance into practice https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1014224/Sexual_violence_and_sexual_harassment_between_children_in_schools_and_colleges.pdf

· The Ofsted Inspection Handbook is benchmarked to ensure safeguarding is `outstanding` in this setting. The governors may seek external reviews/ audits or use existing audits available to support the implementation of KCSIE 2021 and Sexual Violence and Sexual Harassment new statutory guidance from 1 September 2021.

· Governors and senior leaders/ DSL will continually review all polices required by law  https://www.gov.uk/government/publications/statutory-policies-for-schools



Signed													Date

Chair of Governors and Designated Safeguarding Governor

SAFEGUARDING CHILDREN AND YOUNG PEOPLE MODEL POLICY

Rationale:

This policy has been developed in accordance with the principles established by the Children Act 1989 and 2004, The Education Act 2002 and Working Together to Safeguard Children 2018. This policy reflects the statutory requirements within Keeping Children Safe in Education September 2021 and DSCP local policy and procedures. Including local lessons learned to ensure all children young people and families in Doncaster are supported, assisting the vision for Doncaster to be the most child friendly Borough.

SAFEGUARDING DEFINITIONS 

Safeguarding and promoting the welfare of children are defined for the purposes of this policy as:

· Protecting children from maltreatment
· Preventing impairment of children’s health or development
· Ensuring that children grow up in circumstances consistent with the provision of safe and effective care, and
· Taking action to enable all children to have the best outcomes

(Working Together to Safeguard Children 2018 HM Government) 

Safeguarding is not just about protecting children from deliberate harm. It relates to aspects of school life including:

· Pupils’ health and safety
· The use of reasonable force
· Meeting the needs of pupils with medical conditions
· Providing first aid
· Educational visits
· Intimate care
· Internet or e-safety
· Appropriate arrangements to ensure school security, taking into account the local context.
· Mental health and well-being

It can involve a range of potential issues such as:

· Bullying, including cyber bullying, sexist bullying (by text message, on social networking sites, and so on) and prejudice based bullying
· Racist, disability, and homophobic or transphobic abuse
· Radicalisation and extremist behaviour
· Child sexual exploitation
· Child criminal exploitation
· Sexual Violence and Harassment
· Sexting/Youth Produced Imagery
· Substance misuse
· Issues that may be specific to local area or population, for example gang activity and youth violence
· Particular issues affecting children including domestic violence, sexual exploitation, female genital mutilation and forced marriage
· Educating children and young people to stay safe on-line during Covid19

This list is expanded within KCSIE Sept 2021 and local DSCP procedures detail specific areas of safeguarding. This setting complies with al statutory responsibilities.

In addition, Informed Trauma and Adverse Child Experiences are demonstrated in safeguarding practice.


PURPOSE

The purpose of the policy is to ensure that safeguarding is everyone’s responsibility.

· The welfare of the child is paramount.
· All children regardless of age, gender, ability, culture, race, language, religion or sexual identity have equal rights to protection.
· Everyone who works with children has a professional responsibility to keep them safe (Working Together 2018).
· All staff have an equal responsibility to act on suspicion or disclosure that may suggest a child is at risk of harm, any professional with concerns about a child’s welfare should make a referral to the Doncaster Children’s Trust, and professionals should follow up their concerns if they are not satisfied with the response. (Working Together 2018).
· Pupils and staff involved in safeguarding issues receive appropriate support and training outlined in the DSCP workforce development strategy and Doncaster Children and Young Peoples Plan.
· Staff to adhere to a Code of Conduct and understand what to do if a child discloses any allegations against teaching staff, Head teachers or the Governing Body.
· Effective working relationships with other agencies, especially the police and social care are developed and promoted.
· All staff have been recruited in accordance with safer recruitment principles and a single central record is kept to monitor that all required vetting checks have been carried out before appointments are made.  These include satisfactory (enhanced) DBS (incorporating a barred list check), prohibition from teaching, prohibition from leadership and management, satisfactory references which have been validated, medical declaration, right to work in the UK, full identity information are made in accordance with guidance. Any gaps in personnel files are noted and reasonable steps are taken to rectify with on-going supervision.
· We have a safe school with confident staff, confident parent/carers and confident pupils who know how to recognise and report safeguarding concerns.
· All staff understand the categories of abuse, indicators and know how, when, who and how to record and report all safeguarding concerns.
· Understand ward level data and local priorities linked to safeguarding concerns.


GOVERNORS’ RESPONSIBILITY 

· The Governing Body fully recognises its responsibilities with regard to Safeguarding and promoting the welfare of children and has ensured at least part 1 of DfE Keeping Children Safe in Education 2021 has been implemented and understood by all staff.

· This states that the Governing Body should ensure that:
· The school/setting has Child Protection procedures in place
· On-Line security is reviewed
· A robust PREVENT risk assessment is in place
· The school/setting operates safe recruitment procedures and appropriate checks are carried out on new staff and adults working on the school site
· The school/setting has procedures for dealing with allegations of abuse against any member of staff or adult on site
· The school/setting has a member of the Leadership Team who is designated to take lead responsibility for dealing with Child Protection issues with a job description and time allocated to attend meetings and training.
· The Governing Body should remedy any deficiencies or weaknesses with regard to Child Protection arrangements.
· The Governing Body has nominated a member responsible for liaising with the LA and/or partner agencies in the event of allegations of abuse against the Head Teacher. This should be the Chair of Governors.
· The Governing Body reviews its Safeguarding policy and procedures annually. RAG rating KCSIE 2021 in practice with the DSL.
· The Governing Body approves the LA/DSCP annual Safeguarding Audit.
· It undertakes a review of behaviour and safety (safeguarding) as part of the Governing Body self-evaluation on a regular basis.
· All members of the governing body understand and fulfil their responsibilities and discharge KCSIE 2021 requirements. They support the role of the designated safeguarding lead in managing referrals, training and raising awareness (KCSIE 2021).
· Ensuring the school/academy is compliant with Part 2: The Management of Safeguarding KCSIE 2021. 
· The governing body has ensured all staff have read at least part 1 of the new KCSIE 2021 statutory guidance and this is now included in all staff induction and whole school training.
· The procedures contained in this policy apply to all staff, volunteers, sessional workers, agency staff, contractors or anyone working on behalf of the Doncaster school/setting. They are consistent with South Yorkshire Child Protection procedures/Doncaster Safeguarding Children Board (DSCP) child protection procedures.
· We fully embrace the KCSIE quotation “It could happen here” and “thinking the unthinkable”

· The Governing Body are responsible for liaising with the Head Teacher/Designated Staff over all matters regarding child protection issues. The role is strategic rather than operational – they will not be involved in concerns about individual pupils.

· The nominated Safeguarding Governor will support the designated safeguarding lead in their role from the perspective of ensuring the allocation of funding and resource is sufficient to meet the current safeguarding and child protection activity.

· The DSL and named safeguarding governor are responsible for providing an annual report to the governing body of child protection activity. The local authority annual review monitoring return for safeguarding should be sufficient as an annual report for governors.

· The DSL must ensure that the annual review child protection monitoring submission is completed and returned in a timely manner to the local authority/LSCB. The return must be signed by the Chair of Governor’s to confirm that it is an accurate reflection of the safeguarding arrangements of the school/college.

· The governing body should have child protection training on their strategic responsibilities in order to provide appropriate challenge and support for any action to progress areas of weakness or development in the school/college’s safeguarding arrangements.

· The chair is nominated to liaise with the local authority and/or partner agencies on issues of child protection and in the event of allegations of abuse made against the Head Teacher, the principal of a college or proprietor or member of governing body of an independent school.

· In the event of allegations of abuse being made against the head teacher, allegations should be reported directly to the local authority designated officer (LADO) immediately and within one working day. 

· Under no circumstances should the establishment’s governors or trustees be given details of individual cases. Governors may, however, be provided with a report at the end of the academic year, outlining the number of cases dealt with and other statistics which do not identify individual children.

· Governors will ensure that appropriate internet filters and appropriate web-use monitoring systems are in place. Children should not be able to access harmful or inappropriate material from the school or colleges IT system.




TERMINOLOGY

Designated Safeguarding Lead (DSL) previously known as designated safeguarding officer or designated safeguarding teacher, the named person for safeguarding in education establishments.

LADO – Local Authority Designated Officer – deals with any allegation against any member of staff in a public setting.

Safeguarding and promoting the welfare of children refers to the process of protecting children from abuse or neglect, preventing the improvement of health and development, ensuring that children growing up in circumstances consistent with the provision of safe and effective care and undertaking that role so as to enable those children to have optimum life chances and to enter adulthood successfully. 

Child Protection refers to the process undertaken to protect children who have been identified as suffering or being at risk of suffering significant harm.

Staff refers to all those working for or on behalf of the school/setting in either a paid or voluntary capacity.

Child refers to all young people who have not yet reached the age of 18.

Parent refers to birth parents and other adults who are in a parenting role – step-parents, foster parents, carers and adoptive parents.

There are four main elements to the Policy:

A. Prevention – through the curriculum and pastoral support offered to pupils and through the creation and maintenance of a completely school/setting protective ethos.
B. Procedures – for identifying and reporting cases, or suspected cases of abuse

C. Support to Pupils – who may have been abused, including early preventative work.
D. Preventing unsuitable people working with children – by following statutory guidance, DSCP, LADO, DBS and TSA and HR procedures.  


PREVENTION

The school/setting will establish an ethos where:

· Children feel secure.
· Children know that there are adults in the school/setting who they can approach if worried or in difficulty.
· Included in the curriculum are opportunities for PSHCE/SMSC/RSE to equip children with the skills needed to stay safe. This includes our PREVENT duty.  http://intranet.doncaster.gov.uk/directorates/adults-health-wellbeing/preventing-people-being-drawn-into-extremism
· Include in the curriculum material, which will help children develop realistic attitudes to their responsibilities in adult life.
· Work in accordance with ‘Working Together to Safeguard Children 2018’ and will support the ‘Doncaster Early Help Offer’ and new Localities way of working to ensure children and young people receive the most appropriate referral and access provision.
· Deliver the approved DSCP whole school safeguarding training and ensure all designated safeguarding officers/deputy safeguarding person attend three out of four annual network meetings annually, and attend refresher Designated Safeguarding Person/Lead (DSP/L) training on a two yearly basis
· Ensure designated staff hold the DSCP L3 certificate and refresh every 3 years
· Work collaboratively and with our Early Help Co-ordinators to improve outcomes for children and young people.
· Access the school nursing universal offer for all our children and young people.
· Keep our safeguarding training up to date, access DSCP training events on a regular basis, and understand the safeguarding requirements for Ofsted.
· Parents, carers and families, teachers, staff and young people/agencies know how to raise any safeguarding concerns and we have a named designated/deputy safeguarding lead(s) on our senior leadership team.
· Have a clear complaints policy and all staff are aware of whistleblowing procedures.




























SAFEGUARDING KEY CONTACT DETAILS

	The Designated Senior Member of staff /lead for Safeguarding (Child Protection) is:
Mrs Sarah Hall

Designated Safeguarding Lead (DSL) is:
Mrs Sarah Hall
 
The Single Point of
Contact for Early
Help / DCS Trust Multi Agency Access Point in our setting is/:  Mrs Sarah Hall
	The method for contact will be through email at sarah.hall@vennacademy,org. The named Safeguarding Lead during holiday periods representing the school / academy is: 
Mrs Sarah Hall and any changes will be emailed to cypssafeguardingsupport@doncaster.gov.uk 

A DSL is required at all times.


	Operation Encompass
(Any changes to be emailed to cypssafeguardingsupport@doncaster.gov.uk) 
	Named contact for Operation Encompass is: Mrs Sarah Hall


	The Deputy Designated Safeguarding Lead is:
Mrs Sarah Robinson


Contact Details:
sarah.robinson@vennacademy.org
	During COVID, a trained DSL or deputy from a Marshland Primary Academy can be available for contact via phone or mobile video, making from home if necessary.



	The designated teacher for looked after children is: 

Contact Details: 
	Mrs Sarah Hall

sarah.hall@vennacademy,org.


	The nominated Child Protection/ Safeguarding Governor is: 

Contact details: 
	Mrs Martin Oldknow


martin.oldknow@vennacademy.org

	The nominated governor for looked after children is: 

Contact Details
	Mrs Martin Oldknow


martin.oldknow@vennacademy.org

	The named PREVENT lead is: 

	Mrs Sarah Hall


	The named CE lead is: 

	Mrs Sarah Hall


	The named mental first aider is: 

	Mrs Sarah Hall


	The named on-line protection officer is: 

Anti- Bullying Officer: 

LGBTQ Lead: 

	Mrs Sarah Hall


	The named complaints handler is: 

	Mrs Sarah Hall

	The named LAC officer is: 

	Mrs Sarah Hall


	The named staff member to support sexual violence and harassment concerns is: 

	Mrs Sarah Hall


	The head teacher is: 

The head teacher is the lead officer for allegations made against staff. 

Contact Details: 
	Mrs Sarah Hall




sarah.hall@vennacademy,org.

	Only use this email address to contact LADO office: LADO@dcstrust.co.uk in all cases the REPORT it now form must be completed.

Contact Details: 
LADO Administrator - 01302 737332
Milovan Orlandich - 01302 736784
Caroline Tanner- 01302 736473
(Monday, Tuesday and Thursday)

	The Local Authority Designated Officer’s (LADO) are Milovan Orlandich and Caroline Tanner. 

Conference chairs will deputise where required. 

Low Level LADO advice to: 
educationsafeguarding@doncaster.gov.uk

	Doncaster Council’s Safeguarding Manager is: Sarah Stokoe

Contact Details: 
Sarah.Stokoe@doncaster.gov.uk 
01302 736743

	



(Schools to add list of staff names for any designated / trained roles to the table)















PROCEDURES

Marshland Primary Academy will:

· Ensure it has a senior Designated Safeguarding Lead (DSL) who has undertaken appropriate Safeguarding (Child Protection) training (see above).

Marshland Primary Academy will ensure that every member of staff and person working on behalf of the school/setting:

· Understand part 1 of KCSIE 2021 and the proposed Working Together 2018 changes including the mandatory reporting duty.
· Knows the name of the designated person and his/her role and responsibility.
· Have an individual responsibility to refer Safeguarding (Child Protection) concerns.

· Will receive training at the point of induction so that they know:
· Their personal responsibility/code of conduct/teaching standards
· DSCP child protection procedures and know how to access them
· Understand the definitions of abuse, physical abuse, emotional abuse, sexual abuse and neglect
· The need to be vigilant in identifying cases of abuse at the earliest opportunity
· How to support and respond to a child who discloses significant harm (either actual or likely)

· Knows their duty concerning unsafe practices about children by a colleague.
· (DSL) Disclose any information about a pupil to other members of staff on a need to know basis.
· Undertakes appropriate discussion with parents prior to involvement with other agencies unless the circumstances preclude this.
· Ensures that parents have an understanding of their obligations regarding Child Protection by intervention as and when appropriate.
· Understands Ofsted grade descriptors in relation to personal development, behaviour and welfare of pupils
· Monitors internet usage in accordance with PREVENT/KCSIE and knows how to recognise and respond to inappropriate internet use.
· Ensures that designated staff will take advice from a Safeguarding (Child Protection) specialist when managing complex cases.
· (DSL) liaises with the LADO/ Children’s and Young People’s Safeguarding Team before investigating any allegation involving actual or suspected abuse of a child within 24 hours of disclosure and follow up referral in writing, using relevant contact pathways for the MASH (Multi Agency Access Point), which is Social Care and Early Help as one front door.
· Passes any observations leading to suspicion of abuse, or information received about abuse, immediately to the Designated Safeguarding Lead or deputy Designated Safeguarding Lead.
· In the case of serious injury, risk of serious injury or allegation, the DSL will contact The Doncaster Children’s Trust Multi Agency Access Point immediately.
· If the allegation of abuse is against the deputy or designated safeguarding person, the Head Teacher will speak with the Children and Young Peoples Safeguarding Team to discuss the next steps.  
· If the allegation is against the Head Teacher, the Chair of Governors should be contacted immediately and advice from the Doncaster Council Children and Young Peoples Safeguarding Team sought within 24 hours.  If the allegation is against both the Head Teacher and Chair of Governors, the Doncaster Council Children and Young Peoples Safeguarding Team will be contacted.  No member of staff will conduct their own investigation or pass on information to the alleged perpetrator.  
· Where an allegation is identified as serious/high level, please see LADO information/DSCP procedures - annex (P88) re protocol/thresholds and submit a referral asap
· The emergency social services team should be contacted outside normal working hours 01302 796000. All staff will contact the LADO immediately to report any `high level’ concerns that meet the threshold for LADO and complete the DCS Trust secure referral form. With these cases, the Doncaster Council Safeguarding Service does not need to be informed.

CHILD PROTECTION PROCEDURES

· In the case of poorly explained serious injuries or where behaviour concerns arouse suspicion, the designated teacher will consult with the DCS Trust MASH Service (formerly R&R/MAAP) on 01302 737777. If out of hours, the emergency Doncaster Children’s Trust Social Care out of Hours team - (ESST) 01302 796000 (after 5.00pm and before 8.30 am weekdays and weekends).  
· For urgent referrals or advice, the MASH Professionals’ Line is 01302 737033 (please note this number MUST NOT be circulated to parent/carers). 
· For advice relating specifically to concerns around the mental health of a child/young person, advice can be provided by ringing the MASH Mental Health Specialist Advice Line 01302 796191.
· All parents and carers of families can contact the general contact number on 01302 737777.  All staff are aware of the new MASH/One Front Door Social Care Referral procedures.  https://dscp.org.uk/report-concern
.
CE - Child Exploitation (CCE and CSE)  

The Doncaster Definition of Child Criminal Exploitation is:

· Child Criminal Exploitation relates to any activity where a child, or vulnerable young adult up to the age of 21 ( if they are also Care Leavers or accessing a service from the Children with Disabilities team), is coerced, groomed, incentivised or threatened to become involved in criminal activity where they are too fearful to refuse the activities requested of them.

· Child Criminal Exploitation may also apply to socially- isolated young people who feel a kinship to other young people, adults or groups who offer inclusion into a group in exchange for engaging in criminal activities, which they otherwise would not have done.

· Child Criminal Exploitation should also be considered in the cases of children whose parents are organised crime nominal and who are therefore exposed to criminal activity, whether they are engaged in it themselves, or observe it, as a consequence of residing in that household and the child’s emotional, mental or physical health is impacted upon as a result.

It is important to have a clear definition of what constitutes CE if we are accurately to gauge the scale of the issue locally.  The following is an extract from the Doncaster Child Sexual Exploitation Strategy where it seeks to define CCE:

· Child Exploitation relates to any activity where a child, or vulnerable young adult up to the age of 21 (if they are also Care Leavers or accessing a service from the Children with Disabilities team), is coerced, groomed, incentivised or threatened to become involved in criminal activity where they are too fearful to refuse the activities requested of them.


Indicators of involvement in child criminal exploitation:

· Child withdrawn from family;
· Sudden loss of interest in school. Decline in attendance or academic achievement (although it should be noted that some gang members will maintain a good attendance record to avoid coming to notice);
· Noticeable change of mood/emotional presentation;
· Starting to use new or unknown slang words;
· Holding unexplained money or possessions;
· Staying out unusually late without reason, or breaking parental rules consistently;
· Sudden change in appearance – dressing in a particular style or ‘uniform’ similar to that of other young people they hang around with, including a particular colour;
· Dropping out of positive activities;
· New nickname
· Unexplained physical injuries, and/or refusal to seek / receive medical treatment for injuries;
· Graffiti style ‘tags’ on possessions, school books, walls;
· Constantly talking about another young person who seems to have a lot of influence over them;
· Breaking off with old friends and hanging around with one group of people;
· Associating with known or suspected gang members, closeness to siblings or adults in the family who are gang members;
· Starting to adopt certain codes of group behaviour e.g. ways of talking and hand signs;
· Going missing;
· Returning home looking dishevelled; 
· Being found by Police in towns or cities many miles from home;
· Being scared when entering certain areas;
· Concerned by the presence of unknown youths in their neighbourhoods.

If there is any concern that a child/ young person is being criminally exploited there is a duty to safeguard their well- being. Early intervention is key to prevent escalation. A referral to children’s services is necessary or if the child/ young person is thought to be at immediate danger then DCST MASH and/or the Police need to be informed immediately. Prompt response may prevent them or others being harmed.
Anyone with concerns about gang involvement can contact the Targeted Youth Support Service (TYS) and they will arrange to visit the child or young person and carry out an assessment at that point. The Team EPIC worker will keep the school informed of the outcome of the assessment, and any interventions that are put in place as a result. You will be part of any multi-agency meeting that arises as a result of their involvement with Team EPIC or other provision available from TYS.
In Doncaster a low level intelligence form (not a referral form) is in place. The DSL should complete this form and pass to the police should low level concerns emerge that may indicate CE.

   
Local procedures are still developing – all procedures, including referral pathways and services can be accessed via the DSCP procedures
http://doncasterscb.proceduresonline.com/chapters/p_gang_activity.html?zoom_highlight=CCE
http://doncasterscb.proceduresonline.com/chapters/p_child_sexual_exploit.html?zoom_highlight=CSE
Low-level intelligence forms below can be used to alert services to suspected involvement in CSE (following guidance).

The DSL will also consider CE/CSE and share information on any child, young person or family at risk to ensure correct procedures are followed.




•	Where child sexual exploitation or child criminal exploitation, or the risk of it, is suspected, frontline practitioners should complete a cause for concern form and pass onto the designated member of staff for child protection or contact the Child Exploitation Team. Education contacts are Carmel Bartlett/Jayne Pezzulo. (See referral forms page 12)

•	The DSL should complete the CE checklist tool (see below) for partners and refer to the table at the end of the tool to help decide how to proceed; a copy of the completed tool must be kept in the child’s child protection records for future reference.

•	If the child/young person already has an allocated social worker, the DSL must contact them (or their team manager) to discuss any concerns about child exploitation.

•	A copy of the CE checklist tool for partners can be obtained from: 
http://www.DSCP.co.uk/sexual-exploitation

http://doncasterscb.proceduresonline.com/chapters/p_gang_activity.html?zoom_highlight=CCE


Parents, Carers and Professionals can contact the general MASH contact number on 01302 737777. 




























UNEXPLAINED AND SUDDEN CHILD AND YOUNG PEOPLE’S NOTIFIED DEATH

· In the event of an unexplained/sudden child death DSCP DCDOP procedures will be followed 
https://doncasterchildcare.proceduresonline.com/chapters/p_death_serious.html

· Following any serious untoward incidents (SUI) procedure or where near miss situations occur the DSL / Head Teacher will contact the Doncaster Council Learning Provision Service, this covers health and safety related incidents where safeguarding is compromised. Notification of near miss situations can also be emailed to cypssafeguardingsupport@doncaster.gov.uk and paul.ruane@doncaster.gov.uk or a call to the Assistant Directors/Duty Head of Service to enable a co-ordinated response.

· The school/academy will have an emergency plan in place to respond to unforeseen circumstances, e.g. staff/child unexpected death, site security threats, floods; storms etc and know how to notify the LA of a critical incident.

SECURITY BREACHES / THREATS

The school will follow the Doncaster Council emergency procedures for hoax emails/threats and notify relevant officers should any significant security threats be made. Each section within the DMBC Emergency planning policy includes contact details for local services available to safeguard all.

HEALTH AND SAFETY

RIDDOR notifiable incidents and significant safeguarding breaches to be notified via the Emergency Planning contacts and this policy is cross referenced to managing first aid, including head injuries and managing medications and reporting aggression and violence (including on staff)

GUIDANCE AROUND BOMB THREATS

National Counter Terrorism Security Office Guidance Note:
The school/setting has a clear emergency plan in place this includes NaTSCO guidance (schools to cross reference here linked policy)



ICT security, the school applies regular searches within the ICT infrastructure to ensure all children are safeguarded and any inappropriate material accessed is blocked, or where breaches occur the setting applies procedures set out within this policy. The annual S175/157 confirms such checks take place and toolkits are in place to enhance keeping children safe on line such as The Counter Terrorism Internet Referral Unit (CTIRU) Filtering Tool .This tool can be accessed through the UKSIC website at http://testfiltering.com/  (settings to adapt here to reflect internet security.
SUPPORT TO PUPILS 

During COVID19, Local authorities have the key day-to-day responsibility for delivery of children’s social care. Social workers and Virtual School Heads will continue to work with vulnerable children in this difficult period and should support these children to access this provision. There is an expectation that children with a social worker will attend provision, unless in consultation with the child’s social worker and family it is agreed that this is not in the best interests of the child.

Senior leaders, especially DSLs (and deputies) know who their most vulnerable children are and have the flexibility to offer a place to those on the edges of receiving children’s social care support.

School and college staff should continue to work with and support children’ social workers to help protect vulnerable children. This will be especially important during the COVID-19 period.


Conversations with a child who discloses abuse should follow the basic principles:

· Listen rather than directly question; remain calm.
· Never stop a child who is recalling significant events.
· Make a record of discussion to include time, place, persons present and what was said (child language – do not substitute words).
· Advise that you will have to pass the information on.
· Avoid coaching/prompting.
· Never take photographs or videos of any injury.
· Allow time and provide a safe haven/quiet area for future support meetings.
· Share all concerns no matter how trivial they may seem to the DSL, who will notify with the DCS Trust MASH/One Front Door Referral Procedure and follow up any child protection concern immediately in writing 
· For children with CP plans/named lead practitioner/named social worker (CIN) where new information is shared by the young person, the DSL will ensure information is shared with the social worker and not withheld until core/review meetings take place.
· At no time promise confidentiality.
https://doncasterscb.proceduresonline.com/chapters/p_info_sharing.html

Operation to support Afghan arrivals in the UK 
  
DSLs have to liaise with appropriate professionals regarding Afghan arrivals following the latest home office guidance, which can be found at: Home Office’s press notice.

Working Together (2018) and Keeping Children Safe in Education (2021) provides a diagram to show the expected response to raising any safeguarding concerns.

See table below:
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The Role of Designated Safeguarding Lead and Deputy Safeguarding Lead

In addition, the example job description provided within KCSIE 2021 – (Schools/settings to adapt to meet specific responsibilities within the setting)

The DSL has a clear job description as outlined in Keeping Children Safe in Education 2021 and agreed safeguarding cover arrangements during school holidays for agencies to contact are in place.

· The DSL will ensure that all staff involved in direct casework of vulnerable children, where there are child protection concerns/issues; have access to regular safeguarding supervision.
 
· Designated staff must have a working knowledge of how local authorities conduct a child protection case conference (ICPC) and a child protection review conference (RCPC) and be able to attend and contribute to these effectively when required to do so.  (See Section 9.1)

· Designated staff must be alert to the specific needs of children in need, those with special educational needs. LGBTQ, at risk of exploitation and young carers. Recognising adverse childhood experiences, family breakdown, bereavement and exam stress and the impact of domestic abuse and all abuse on childhood development.

· Designated staff must obtain access to resources and attend any relevant or refresher training courses.

· Designated staff must encourage a culture of listening to children amongst all staff.

· Designated staff must highlight the importance of demonstrating children’s wishes and feelings and voice to all staff and that these are clearly evidenced.

· Designated Staff must ensure that they are appropriately trained and supported to fulfil this role. 

· Designated staff must follow GDPR policy and procedure. 

· Designated staff must learn from serious case/practice reviews and lessons learned, know when to challenge consent and lack of engagement, understand case escalation and local procedures to challenge systems that may be failing, in the best interest of the young person.


Raising Awareness (see KCSIE 2021 job description)

· The DSL should ensure the school or college’s policies are known, understood and used appropriately.

· Ensure the school’s safeguarding and child protection policy is reviewed annually and the procedures and their implementation are updated and reviewed regularly, and work with governing bodies or proprietors regarding this.

· Ensure the safeguarding (child protection policy) is on the school’s website, available publicly and parents are aware of the fact that referrals about suspected abuse or neglect may be made and the role of the school in this.


Record Keeping 

Once a child protection cause for concern form has been passed to the DSL they should start a separate child protection file for the child where the form is stored and any responses and outcomes will be recorded. A chronology needs to be started and CPOMS (or equivalent) updated.

•	If concerns relate to more than one child from the same family at the establishment, a separate file for each child should be created and cross-referenced to the files of other family members. Common records, e.g. child protection conference notes, should be duplicated for each file.

•	Child Protection records will be stored securely in a central place separate from academic records. Individual files will be kept for each child; school will not keep family files. Original files will be kept for at least the period during which the child is attending the school, and beyond that in line with current data legislation.
 
•	Access to these files by staff other than the designated staff will be restricted, and a written record will be kept of who has had access to them and when.

https://cdn.ymaws.com/irms.org.uk/resource/collection/8BCEF755-0353-4F66-9877-CCDA4BFEEAC4/2016_IRMS_Toolkit_for_Schools_v5_Master.pdf

The school follows the record keeping guidelines taken from Sections 1 – Child Protection and Section 4 – Pupil Records.  

Supplementary advice for schools buying into LA Data Protection: Safeguarding information rightly goes up to the secondary school in the pupil file.  Primary schools should only keep the information they have created for 6 years, which gives the pupil and the secondary school time to request the information back from the primary school if they need it. This is also in line with the financial regulations that states that claims must be made within 6 years of the incident.

For more information contact: Nikki Minnikin, Schools’ DPO 737978 /  Nikki.minnikin@doncaster.gov.uk


Records and Monitoring 

CPOMS schools to amend, ensuring procedures are clear. It is important that when using CPOMS the DDSL/DSL has oversight, supervision and analysis of any cause for concern and have documented action and decision making. Where possible indicators of abuse have not been followed up appropriately, the DSL in conjunction with the Head teacher must consider a referral to LADO and HR to safeguard children who may be at risk by staff not following policy and procedures.

·    Any concerns about a child will be recorded in writing within 24 hours.  All records will provide a factual and evidence based account and there will be accurate recording of any actions.  Records will be signed, dated and where appropriate, witnessed. Staff understand when a verbal immediate conversation is required with the DSL then to follow up on CPOMS.

·    At no time should an individual teacher/member of staff or school be asked to or consider taking photographic evidence of any injuries or marks to a child’s person, this type of behaviour could lead to the staff member being taken into managing allegations procedures.  

·     A chronology will be kept in the main school file prior to the commencement of a concern file.  Staff, particularly pastoral staff, will record any minor concerns on the chronology and will take responsibility for alerting the designated person should the number of concerns rise or, in their professional judgement, become significant.  

·     At the point at which a concern file (see below) is commenced, then the chronology can be transferred to the concern file. Ensuring that a chronology supports referral and re-referral to one front door MASH team and EHM/Mosaic is also maintained to support TAFs/CINS/CP. CPOMS records should be made available to support any referrals.

·     Safeguarding, child protection and welfare concerns will be recorded and kept in a separate secure file (“concern file”); some schools still refer to this as a child protection file, which will be securely stored and away from the main pupil file.  The main pupil file should have a red C in the top right hand corner to denote a separate file exists (or a similar and consistent coding). (Note system if CPOMS is used)

·     Files will be available for external scrutiny for example by a regulatory agency or because of a serious case review or audit.

·     The DSL will share all safeguarding information with any transfer/receiving school without delay.

·     Our staff will be encouraged to understand why it is important that recording is comprehensive and accurate and what the messages are from serious case reviews are in terms of recording and sharing information. 

·     Each child protection file should contain a chronological summary of significant events and the actions and involvement of the school and recognising external / contextualised safeguarding.

·     Where children leave, the school/college will ensure that the child protection file is transferred securely and separately from the main pupil file to the receiving school/educational establishment (where this is known), within 15 schools days. This is a legal requirement set out under regulation 9 (3) of ‘The Education (Pupil Information – England) Regulations 2005. A copy of the chronology must be retained for audit purposes.

·     The school does keep copies of the child protection file and the chronology summary. The school sends the originals and requests a receipt of handover.

· Where the child has not attended the nominated school, the original file should be retained by the school.

· Where there is any ongoing legal action, the original file should be retained by the school and a copy sent.

·     Children records should be transferred in a secure manner, for example, by hand. When hand-delivering pupil records, a list of the names of those pupils whose records are being transferred and the name of the school they are being transferred to must be made and a signature obtained from the receiving school as proof of receipt.

·     If a pupil moves from our school, child protection records will be forwarded onto the named DSL at the new school, with due regard to their confidential nature. Good practice suggests that this should always be done with a face-to-face handover and a signed receipt of file transfer obtained for audit purposes by the delivering school.

·     If sending by post, children records should be sent, “Special Delivery”. A note of the special delivery number should also be made to enable the records to be tracked and traced via Royal Mail.

·     For audit purposes, a note of all pupil records transferred or received should be kept in either paper or electronic format. This will include the child’s name, date of birth, where and to whom the records have been sent, and the date sent and/or received. A copy of the child protection chronology sheet will also be retained for audit purposes.

·     If a pupil is permanently excluded and moves to an alternative or specialist provision, child protection records will be forwarded on to the relevant organisation in accordance with the ‘The Education (Pupil Information – England) Regulations 2005, following the above procedure for delivery of the records.

·     If a parent chooses to electively home educate (EHE) their child, the child protection record must be forwarded to the appropriate LA person, following the above procedure for delivery of the records

·     When a DSL member of staff resigns their post or no longer has child protection responsibility, there should be a full face-to-face handover/exchange of information with the new post holder.

·     In exceptional circumstances when a face-to-face handover is unfeasible, it is the responsibility of the head teacher to ensure that the new post holder is fully conversant with all procedures and case files.

·     All DSLs receiving current (live) files or closed files must keep all contents enclosed and not remove any material.

· All receipts confirming file transfer must be kept in accordance with the recommended retention periods. For further information, refer to the archiving section.



Archiving 

Responsibility for the pupil record once the pupil leaves the school:

· The school that the pupil attended until statutory school leaving age (or the school where the pupil completed sixth form studies) is responsible for retaining the child protection record. The recommended retention period is 35 years from closure when there has been a referral to DCST. If no referral has been made to DCST, the child protection record should be retained until the child’s 25th birthday. The decision of how and where to store these files must be made by the school via the governing body. Due to sensitivity of the information, the records should continue to be held in a secure area with limited access e.g. designated officer or head teacher.


Children and parents’ access to child protection files

· A pupil or their nominated representative has the legal right to request access to information relating to them. This is known as a subject access request. Therefore, it is important to remember that all information should be accurately recorded, objective in nature and expressed in a professional manner.

· The General Data Protection Regulation, which came into effect on 25th May 2018 and supersedes the Data Protection Act 1998. 

· Any child who has a child protection file has a right to request access to it. In addition, the Education (Pupil Information) (England) Regulations 2005 give parents the right see their child’s school records. However, neither the child nor the parent has an automatic right to see all the information held in child protection records. Information can be withheld if disclosure:
· could cause serious harm or is likely to cause serious harm to the physical or mental health or condition of the child or another person; or
· could reveal that the child or another person has been a subject of or may be at risk of child abuse and the disclosure is not in the best interests of the child; or
· is likely to prejudice an on-going criminal investigation; or
· the information about the child also relates to another person who could be identified from it, or 
· the information has been given by another person who could be identified as the source, unless the person has consented to the disclosure or the person providing the information is an employee of the establishment or the Local Authority.

· It is best practice to make reports available to the child or their parents unless the exceptions described above apply. If an application is made to see the whole record, advice should be sought  

· The establishment’s report to the child protection conference should be shared with the child, if old enough and parent at least two days before the conference.


Safe destruction of the pupil record

· Where records have been identified for destruction, they should be disposed of securely at the end of the academic year (or as soon as is practical before that time). Records which have been identified for destruction should be confidentially destroyed. This is because they will either contain personal or sensitive information which is subject to the requirements of the Data Protection Act 2018/GDPR, or they will contain information which is confidential to school or the Local Education Authority. Information should be shredded prior to disposal, or other confidential disposal can be arranged through private contractors. For audit purposes, the school should maintain a list of records which have been destroyed, and who authorised their destruction. This can be kept securely in either paper or an electronic format.


INFORMATION SHARING

· When there is a concern that a child is at risk of significant harm, all information held by the establishment must be shared with Children’s Social Care, Police and Health professionals. Section 47 of the Children Act 1989 and sections 10 and 11 of the Children Act 2004 empower all agencies to share information in these circumstances. If DSLs are in doubt, they should consult the DCST MASH/one front door Professionals Line on 01302 737033.

· On occasions when safeguarding concerns exist for a child in the context of a family situation and siblings attend other educational establishments or the children are known to other agencies, it may be appropriate for the designated safeguarding staff to consult with, on a confidential basis, their counterpart from other establishments or other agencies to share and jointly consider concerns. If in any doubt about the appropriateness of this process, advice can be sought from the MASH Team Professionals Line on 01302 737033.

· In accordance with the Data Protection Act 2018, the Police are allowed access to school records in certain circumstances such as criminal investigations. If you have any queries regarding Police access to any school records, please contact the Safeguarding Team for advice.

· It is good practice to seek consent from the child or their parent before sharing information. Children over the age of 12 years are considered to have the capacity to give or withhold consent to share their information, unless there is evidence to the contrary; therefore, it is good practice to seek their views.  If the young person is over 16, they should be involved in decision-making about information sharing, unless they do not have the capacity to give consent.

· However, consent is not always a condition for sharing and sometimes we do not inform the child or family that their information will be shared, if doing so would:
· place a person (the child, family or another person) at risk of significant harm; or
· prejudice the prevention, detection or prosecution of a crime; or
· lead to unjustified delay in making enquiries about allegations of significant harm to a child or serious harm to an adult.

· Consent should not be sought if the establishment is required to share information through a statutory duty, e.g. section 47 of the Children Act 1989 as discussed above, or court order.

THE CONCERNS FILE (FOR SCHOOLS WITHOUT ELECTRONIC RECORDING SYSTEMS (ie CPOMS)

Electronic systems are better and in all cases, EHA (DIPS/ Mosaic) is recommended and all DSLs need to maintain, share and update any concerns. CPOMS must be updated and monitored to ensure any new risk identified is followed up immediately, especially when risks have been previously identified. This should support any e-referral and the full chronology attached to the report a concern referral to MASH.

RECORDING PRACTICE 

The Senior Designated Person will have a systematic means of monitoring children known or thought to be at risk of harm (through the concern file and through an on-going dialogue with pastoral staff). They will ensure that we contribute to assessments of need and support multi-agency plans for those children.  

The DSL will be part of a wider inclusion team to link attendance, behaviour, SEND needs so all plans are holistic and capture wider support for example EHCP plans and DfE Managing Long Term Medical Conditions (including mental health)

The DSL will ensure the safeguarding team records links to parental complaints to ensure there is a reference to any concerns raised with other staff members, so a full picture is available, with no one team acting in isolation.

Considering Adverse Childhood Experiences (ACES) Contextualised Safeguarding, signs of safety and the capture of the child’s voice within records.
Child voice is highlighted in records.






WORKING WITH PARENTS & OTHER AGENCIES TO PROTECT CHILDREN

·     In the majority of cases (unless sharing will cause further harm to the child), the DSL will discuss concerns with parents/carers before approaching other agencies and will seek consent/to inform parents/carers when making a referral to another agency. Appropriate staff will approach parents/carers after consultation with the DSL. The exception to this rule will be in situations where a member of staff has reasonable cause to believe that informing parents/carers of a referral to another agency may increase the risk of significant harm to the child.

·    Parents/carers are informed about the school’s safeguarding/child protection policy via the school prospectus, website, newsletters etc. A copy of the safeguarding/child protection policy is available on the school website.


LOCAL SOLUTIONS (NEW SEPTEMBER 2021)

Four Local Solutions groups have been established across the borough to support families who may need additional support.

The Local Solutions Group is made up of a broad range of organisations who work together, know the community, provide services to Doncaster residents that include; Health, Primary Care Trust, Family Hubs, Parent Engagement, Communities, Parenting and Family Support (PAFS), Adult Social Care, Public Health, Early Intervention, Housing, Police, Voluntary Organisations and many more. The group meet regularly to discuss local requests for support, which could be for, and individual, or family or a place based concern. They act swiftly to prevent escalation looking at local solutions for local problems for local people and place. The groups are based in each of Doncaster’s locality areas, Central, North, South and East

Details on how to make referrals and what happens next are outlined below.
Please note this does not replace any safeguarding referrals these must progress through the MASH 


How to make referrals into Local Solutions 
If you feel a family you are working with would benefit from the support of the local solutions group, you can make a referral into the Local Solutions Group. You can do this by contacting your local group: 
Central: LocalSolutionCentral@doncaster.gov.uk
North: LocalSolutionNorth@doncaster.gov.uk
East: LocalSolutionEast@doncaster.gov.uk
South: LocalSolutionSouth@doncaster.gov.uk
When you make contact with your Local Solution Group, it is important to send the information needed to progress the referral:
Family Details: The names, dates of births of family members, address and contact phone number.
What you are worried about:  A summary or bullet points of the situation or needs.
What is working well: A summary of the strengths and positive factors already in place.
What would help: Idea’s from the family or yourself as to what would help improve things.

EARLY HELP ENQUIRY 

The Early Help Enquiry through MAAP (Multi Agency Access Point) has been established to improve communication, information sharing and to support more effective delivery of services where there is a need. All enquiries are triaged by a Social Worker, where threshold for Early Help is clear contacts will be screened within the Early Help Hub, where threshold is unclear the MASH process will be used. 

MAAP Early Help Hub is a multi-disciplinary team with two main functions: 

· Providing information, advice and guidance to professionals who have queries about children who made need a coordinated early help response. 
· Screening all early help enquires forms to ensure an appropriate level of response for the child and family. 

The team is available from 8.30am to 5.00pm, Monday to Friday, and telephone messages will be responded to within one working day. IAG Telephone: 01302 734110 

Email: earlyhelphub@doncaster.gov.uk  

If you believe that Early Help is needed, discuss the situation with the parent or carers and gain their signed consent to make the Early Help Enquiry through MAAP.  The ‘Early Help for your Family’ information and consent leaflet will help you with this conversation. Once consent is gained, complete the online form within the Doncaster Council website: https://www.doncaster.gov.uk/Eforms/SimpleEform/Boot/2370100 and attach a copy of the consent form.  MAAP will screen your enquiry to establish the threshold of need and who would be the most appropriate Lead Practitioner. 

The MAAP will assess the case and inform you of the action required. This could be:
· If an EHA has already been completed or there is an existing TAC/F, you will be asked to share your information and join the TAC/F
· Single agency response for a specific piece of work – Lead Practitioner identified 
· EHA required – lead practitioner identified
· No further action 
· Escalation to Children’s Social Care if this case is already known to them or the information gathered during screening indicates escalation is required. 

The Early Help process does not replace the existing ‘front door’ arrangements for children’s social care in Doncaster. If at any stage, you have any concerns that a child is at risk of harm you must follow your agency’s safeguarding procedure and make a referral to Children’s Social Care MAAP Service on: 

Telephone: 01302 737777 (available 8:30am – 5pm Monday to Friday) 
Telephone: 01302 796000 (outside office hours)


EARLY HELP SUPPORT 

The Early Help Coordinators provide support to practitioners in all aspects of Early Help and the Lead Practitioner role.  This could be case advice, mapping and thresholds; information about tools, resources or services; help to resolve ‘stuck’ cases; support and guidance with Early Help Assessments and Team Around the Family meetings; and the case closure or step up to social care. 

The Early Help Coordinator team write and deliver training to develop skills, knowledge and confidence of practitioners providing early help to children and their families. In addition to the MAAP Early Help Enquiry process, DSLs will also liaise with Early Help Coordinators to ensure early help assessments are supported, implemented and reviewed. 
                
Early Help Coordinator Duty Service:
Tel: 01302 736250 or Email:  earlyhelpcoordinator@doncaster.gov.uk 

Early Help Pathway Manager: 
Alison Tomes Tel: 01302 735395 or email: Alison.tomes@doncaster.gov.uk

Early Help Pathway Leads:
South: Cheryl Duffield Tel: 01302 735598 or email: cheryl.duffield@doncaster.gov.uk 

Central: Emma McDonagh Tel: 01302 862682 or 
Email: emma.mcdonagh@doncaster.gov.uk 

North: Jackie Ward Tel: 01302 737105 or email Jacqueline.ward@doncaster.gov.uk

East: Jo Sherriff Tel: 01302 737276 or email Joanne.sherriff@doncaster.gov.uk











YOUNG CARER’S SERVICE

A young carer is a child or young person who provides regular and on-going care and emotional support to a family member with physical or mental health problems, has a disability, or misuses drugs or alcohol. This does not mean the everyday and occasional help around the home that many young people are often expected to give within families.
The key feature of being a 'young carer' is that the caring responsibilities continues over time and can make a young carer vulnerable, when the level of care and their responsibility to the person they look after, becomes excessive or inappropriate and risks impacting on emotional or physical wellbeing, educational achievement and life chances.
Doncaster has a team of workers who are able to support children who are identified as being Young Carers.  See https://www.doncaster.gov.uk/services/schools/young-carers, tel: 01302 736099 or email young.carers@doncaster.gov.uk


CHILDREN WITH ADDITIONAL NEEDS (INCLUDING LOOKED AFTER CHILDREN)

When the school is considering excluding, either fixed term or permanently, a vulnerable pupil and/or a pupil who is either subject to a S47 Child Protection plan or there are/have previously been child protection concerns, we will call a multi-agency risk-assessment meeting prior to making the decision to  exclude. In the event of a one-off serious incident resulting in an immediate decision to exclude, the risk assessment must be completed prior to convening a meeting of the Governing body.

PART TIME PROVISION / PART TIME TIMETABLES

The Local Authority has issued guidance to all schools on student entitlement to a full time education. For safeguarding reasons, we expect all students to be in receipt of a full time education. There are rare and exceptional circumstances where it may be necessary for a student to be placed on a part-time timetable for a limited period. The statutory guidance says:

“In very exceptional circumstances there may be a need for a temporary part-time timetable to meet a pupil’s individual need. For example, where a medical condition prevents a pupil from attending full-time education and a part time package is considered as part of a reintegration package. A part-time timetable must not be treated as a long-term solution. Any pastoral support programme or other agreement must have a time limit by which point the pupil is expected to attend full-time or be provided with alternative provision. (p14, School Attendance, DfE)”

Part-time timetables may be used in circumstances such as:

· Where a pupil has a short-term medical condition that prevents full-time attendance for a time limited period
· As part of a staged reintegration following an extended period of absence. 
· When there are behavioural difficulties and the school is trying a part-time timetable as an intervention to avoid permanent exclusion  

We expect that when any part-time arrangement is made that the school inform the local authority using the reporting form, which is included in the guidance.


LIAISON WITH OTHER AGENCIES DURING COVID-19 PANDEMIC

Single Point of Contact (SPOC)

Doncaster Council have developed a single point of contact email address for any enquires related to COVID-19 and associated issues:
edulog@doncaster.gov.uk 

The following Doncaster Council officers can be contacted for advice and support:

Health and Well Being of all Head teachers and DSLs will be supported by:

· Paul Ruane, Head of Service, Learning Provision
Paul.ruane@doncaster.gov.uk   Mobile: 07713719319
· Sameena Choudry (Primary) 
Sameena.Choudry@doncaster.gov.uk  Mobile: 07970267827
· Sarah- Jane Smith (Primary) 
Sarah-Jane.Smith@doncaster.gov.uk Mobile: 07976952962
· Rebecca Rowett (Primary) 
Rebecca.Rowett@doncaster.gov.uk Mobile: 07929371310
· Kevin Drury (Secondary) 
Kevin.Drury@doncaster.gov.uk Mobile: 07971396033


INITIAL CHILD PROTECTION CONFERENCE/ REVIEWS

	The school/setting will:

· Work to develop effective links with relevant agencies in relation to Safeguarding (Child Protection). 

· Send representatives to case conferences, core groups and Child Protection review meetings.

· Notify cypssafeguardingsupport@doncaster.gov.uk any changes to the DSL

· Ensure cover is available during holidays and at all times (as per KCSIE)

· Notify any allocated Social Worker if:

· A pupil subject to a Child Protection Plan (CPP) is excluded (fixed term or permanent);

· if there is an unexplained absence of a pupil on a CPP of more than 2 days or 1 day following a weekend, or as agreed as part of a CPP.

· Follow the LA policy and statutory guidance on Children Missing Education (CME) and Elected Home Education (EHE)

	Note next review meeting set, so that if invitations are missed, there is always a noted date set in the diary of the DSL.


CHILD PROTECTION CONFERENCES AND LAC REVIEWS DURING COVID-19

During C19, the following procedures apply for child protection conferences
(Updated 9/4/2021):




During C19, the following procedures apply for LAC reviews are:







In the event of staff absence in our setting – a virtual report will be provided to conference. The social worker contacted, and if the social worker is unavailable, the MASH team contacted to ensure the report is forwarded to the correct conference chair.



MANAGING ATTENDANCE

Attendance changes during COVID -19 (C-19 schools to add their approach here) 
 
Agree with families whether children in need should be attending education provision – and the school or college should then follow up on any child that they were expecting to attend, who does not. Schools and colleges should also follow up with any parent or carer who has arranged care for their children and the children subsequently do not attend. 

To support the above, schools and colleges should take the opportunity when communicating with parents and carers to confirm emergency contact numbers are correct and ask for any additional emergency contact numbers where they are available. In all circumstances where a vulnerable child does not take up their place at school or college, or discontinues, the school or college should notify their social worker.

The department has introduced a daily online attendance form to keep a record of children of critical workers and vulnerable children who are attending school. This allows for a record of attendance for safeguarding purposes and allows schools to provide accurate, up-to-date data to the department on the number of children taking up places.


A child who does not attend regularly can be a potential indicator of abuse or neglect. School and college staff members must follow their attendance management procedures and notify the Attendance & Pupil Welfare Service in accordance with LA procedures. Further advice and guidance is available through the services Duty Hotline 01302 736504.


· The school will have a number of contacts that are checked on a regular basis (several contacts are advised)
 
· Children who are absent, abscond or go missing during the school day are vulnerable and at potential risk of abuse or neglect. School and college staff members should follow the school’s or college’s procedures for dealing with children who are absent/go missing, particularly on repeat occasions, to help identify the risk of abuse and neglect including sexual abuse or exploitation and to help prevent the risks of their going missing in future.


· Where child sexual exploitation or child criminal exploitation, or the risk of it is suspected, frontline practitioners should complete a cause for concern form and pass onto the designated member of staff for child protection or contact the Child Exploitation Team. Education contacts are Carmel Bartlett/ Jayne Pezzulo.(see referral forms page 12)

· We will ensure the school works in partnership with parents/carers and other agencies as appropriate. This includes facilitating return to home interviews as requested.


CHILDREN MISSING in EDUCATON

The school/Academy/College will comply with our statutory duty to inform the local authority of any pupil who falls within the reporting notification requirements outlined in Children Missing Education – Statutory guidance for local authorities 2016 https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/550416/Children_Missing_Education_-_statutory_guidance.pdf 





Please note: A child who is not a regular attender is not defined as child missing education or missing from education.

ELECTIVE HOME EDUCATION

The overall aim is for all children and young people in Doncaster Council to have the opportunity to fulfil their potential through access to a suitable education appropriate to their age ability and aptitude (section 7, The Education Act, 1996).

The local authority (LA) recognises the right of parents or carers to educate their children other than attending a school. Elective Home Education (EHE) is the term used by the Department for Education (DfE) to describe parents’ decisions to provide education for their children at home instead of sending them to school. This is different to home tuition or alternative learning provided by through the school or via the LA, other than at school. 

Home education is an option that any family may consider for their children. The reasons for deciding on this approach may be many, as are the styles of education undertaken. Some families may base their decision on their philosophical, spiritual or religious outlook. For others it may be to meet the specific needs of a child or children. Doncaster Council aims to ensure parents are making informed decisions to home educate children and prevent it becoming a temporary solution to a problem, whilst providing appropriate support to find a solution to a problem.




SCHOOL NURSING – ACCESS TO UNIVERSAL PROVISION  

· If health needs are identified, the DSL will contact the school nursing service for information and advice. Where a new diagnosis is received and further advice and support are required school may contact the School Nursing Single Point of Contact (where all enquiries need to go) on 01302 566776 or email rdash.doncasterchildrenscaregroup@nhs.net 

· The school nurse will offer guidance and support in the form of signposting to specialist practitioners where appropriate and advice re care planning. The school nursing service can offer early identification cases where some concerns are being raised. Help with managing healthy weight/lifestyles, CSE, domestic abuse, FGM, childhood illnesses and support managing medicines and health care plans/allergies. The service also provides training for staff.

· The school nurse contact details are available below:


    

CAMHS /Mental Health

https://www.gov.uk/government/publications/mental-health-and-behaviour-in-schools--2 (schools to adapt this statement for their setting or cross reference to relevant school separate policy for improving mental health and well-being, suicide prevention etc).

Negative experiences and distressing life events, such as the current circumstances, can affect the mental health of pupils and their parents. Teachers should be aware of this in setting expectations of pupils’ work where they are at home. 

The school follows DfE guidance on providing education remotely and guidance on mental health and behaviour in schools (which may also be useful for colleges) sets out how mental health issues can bring about changes in a young person’s behaviour or emotional state which can be displayed in a range of different ways, and that can be an indication of an underlying problem. Support for pupils and students in the current circumstances can include existing provision in the school (although this may be delivered in different ways, for example over the phone) or from specialist staff or support services.

All children requiring additional mental health support will have access to the CAMHS provision.  All DSLs understand the Traffic Light system and referral pathway.  Steps are taken to ensure staff are trained in spotting the signs of any mental health indicators and understand how to refer children and young people to services.
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FABRICATED INDUCED ILLNESS

Fabricated or Induced Illness is a condition whereby a child suffers harm through the deliberate action of their main carer and which is attributed by the adult to another cause.

It is a relatively rare but potentially lethal form of abuse.

Concerns will be raised for a small number of children when it is considered that the health or development of a child is likely to be significantly impaired or further impaired by the actions of a carer or carers having fabricated or induced illness.

It is important that the focus is on the outcomes or impact on the child's health and development and not initially on attempts to diagnose the parent or carer.

The range of symptoms and body systems involved in the spectrum of fabricated or induced illness are extremely wide.

Investigation of Fabricated and Induced Illness and assessment of significant harm to a child falls under statutory framework provided by Working Together to Safeguard Children and Safeguarding Children in whom illness is fabricated or induced (Supplementary guidance to Working Together to Safeguard Children) The DfE have provided additional guidance for schools.

DSLs will liaise with professionals and follow DSCP agreed procedures 

https://doncasterscb.proceduresonline.com/p_fab_ind_illness.html







THE CURRICULUM 

·    Safeguarding will be addressed through the PSHCE/RSE curriculum, including self-esteem, emotional literacy, assertiveness, power, sex and relationship education, online safety, online bullying, sexting, child exploitation (CE) , Child criminal exploitation, child sexual exploitation (CSE), sexual harassment, female genital mutilation (FGM), preventing radicalisation, peer on peer abuse and anti- bullying.

·    Safeguarding will be addressed through other areas of the curriculum. For example, circle time, English, History, Drama, PSCHE, Art and assemblies.



ON LINE SAFETY – REMOTE LEARNING

The setting adheres to COVID19 DfE guidance issues in March 2020.
The setting to adapt and create response here to how they safeguard on line during remote learning opportunities based on or attach annex, link to social media guidance and conduct statement.

At Marshland:
· we ensure any use of online learning tools and systems is in line with privacy and data protection/GDPR requirements. 
· We report concerns through the use of CPOMs
· We share expectations with parents/ carers about everyone’s conduct for on line behaviour and safety – children’s families and teachers.. 
· We work closely with LAC children and their carers so no identities and placements are revealed. 

The issues around bullying on line will be tackled through PSHE lessons and the use of the Jigsaw program. As necessary, assemblies will be held to address any issues brought to the attention of leaders. 

The expectations shared with parents and carers will make it explicit that children should not access online learning from their bedrooms and should be in a space within the home so parents and carers can supervise appropriately. (see CEOP ThinkUKnow parent resources) or Ineqe (if you are part of the safer schools programme).

This section is forever changing, so schools/settings may need to consider and cross reference to acceptable user agreements, remote learning, social media policy and code of conduct, anti-bullying, prevent and e safety policy (if separate).


SUICIDE PREVENTION (schools to adapt)

DSLs have had the opportunity/are trained in SafeTALK / suicide prevention. Trauma Informed Schools or Papyrus (Prevention of Young Suicide) training. The school has a Suicide Prevention Policy and is working towards building a suicide safer school or college (schools to adapt)

Information is available from the below: 

https://papyrus-uk.org/shop/         http://www.childline.org.uk/Pages/Home.aspx 

https://www.samaritans.org/your-community/samaritans-education/step-step 

http://www.supportaftersuicide.org.uk/ 

The school has promoted HOPELineUK (0800 068 41 41) so teachers, children/young people and parents/carers know who to contact for any support or advice for young people. https://papyrus-uk.org/hopelineuk/


GAMBLING & PROBLEMATIC GAMING 

Young people need to be 18 years and over to legally gamble in casinos, high street bookmakers and in most cases on-line. However, there are certain categories of slot machines (such as the traditional ‘penny slots’ found in arcades, predominantly at seaside resort towns) which have no age restriction. Similarly, young people wanting to buy National Lottery Scratch Cards or Lottery Tickets can do so at the age of 16 years. All these type of activities are classed as gambling and with the explosion of advertising and the presence of high street bookmakers, gambling is more prevalent in society today.

In addition to the above traditional forms of gambling, the use of gambling techniques as features within gaming has increased. These pose a risk as there is often no age restriction to accessing these games through i) apps via mobile phones or tablets, ii) social media platforms or iii) using video game consoles. 

Some of the gambling like features in these formats are:

· Game apps that are free to download and play, but have countless opportunities for players to purchase (often with real cash) tools or tips to advance levels in such games;
·  ‘Loot boxes’ - these are virtual treasure chests containing undisclosed items that can be used in games. These might be ways of customising characters or weapons (‘skins’). These contents may affect progress through the game, or simply be designed to convey status. 

Though many young people do not experience harm from such activities, for some young people such games can be highly addictive and lead to (i) isolation and time lost to playing and (ii) financial pressure due to consistently purchasing tools to advance. Schools should include learning about digital resilience as part of Statutory Relationships and Health Education.

There are a number of evidenced resources to support learning about gaming and gambling in the UK to support professionals who work with young people with tools needed to protect people from the risks of problem gambling and gaming and information on where to go for advice and support. 
YGAM offer quality assured training workshops and resources for professionals:  https://www.ygam.org/book-a-workshop/ 

For information and links to national organisations and charities that offer support and treatment for people with gambling, gaming, mental health or financial problems or concerns visit: https://www.ygam.org/support-and-advice/ 
For local organisations visit: Your Life Doncaster


WHISTLE BLOWING

· We recognise that children cannot be expected to raise concerns in an environment where staff do not feel confident to do so.
· All staff should be aware of their duty to raise concerns, where they exist, about the management of child protection, which may include the attitude or actions of colleagues.  If it becomes necessary to consult outside the school, they should speak in the first instance, to the Doncaster Council, Children and Young People Safeguarding Team or LADO following the Whistleblowing Policy.
· Whistle blowing re the Head Teacher should be made to the Chair of the Governing Body whose contact details are readily available to staff (as pertinent to setting).
· Ofsted also may wish the LA to investigate any whistleblowing concerns and the school/setting will work with the LA should this arise
· KCSIE details Ofsted and NSPCC as additional whistleblowing options.


PHYSICAL INTERVENTION

· We acknowledge that staff must only ever use physical intervention as a last resort, when a child is endangering him/herself or others, and that at all times it must be the minimal force necessary to prevent injury to another person.
· Staff who are likely to need to use physical intervention will be appropriately trained in the Team Teach technique or equivalent training.
· We understand that physical intervention of a nature which causes injury or distress to a child may be considered under child protection or disciplinary procedures.
· The school understands how to report any injuries to staff to the health and safety team.
· We recognise that touch is appropriate in the context of working with children, and all staff have been given ‘Safe Practice’ guidance to ensure they are clear about their professional boundary and a clear Code of Conduct is in place for all staff.

All staff are aware of the role of LADO and what constitutes a referral to LADO following any allegation of using force or restraint.


INTERNET SAFETY 

Schools to adapt to their setting) or cross reference to internet safety, acceptable use, social media, remote learning/ smart media policy.
We ensure appropriate filters and monitoring systems (read guidance on what “appropriate” looks like) are in place to protect children when they are online on the school or college’s IT systems or recommended resources. 

· Recognise some young people may require additional support following any blocked content coming to light.

· We have a named officer with the technical knowledge to maintain safe IT arrangements. Schools and colleges should also consider what their contingency arrangements are if their IT staff become unavailable. 

· The UK Council for Internet Safety provides information to help governing boards and proprietors assure themselves that any new arrangements continue to effectively safeguard children online.

· The UK Safer Internet Centre’s professional online safety helpline also provides support for the children’s workforce with any online safety issues they face. Local Authorities may also be able to provide support.

· The LOCYP Safeguarding team provides advice and guidance on all safeguarding on line concerns – email cypssafeguardingsupport@doncaster.gov.uk: 

· If there are any immediate safeguarding concerns raised regarding significant harm, the safeguarding lead should follow safeguarding procedure as appropriate and contact MASH team, police, and/or South Yorkshire Prevent team following the procedures contained within the sections above.



ANTI - BULLYING

	Marshland Primary Academy  adhere to DfE Statutory Guidance 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/623895/Preventing_and_tackling_bullying_advice.pdf (July 2017) 
· Our school policy on anti-bullying is set out in a separate document and acknowledges that to allow or condone bullying may lead to consideration under child protection procedures.  This includes all forms e.g. cyber, racist, sexual and sexist, homophobic, trans, and gender related bullying. 
· We are clear on the definitions of sexual harassment and this is included in our behaviour code/expectations. Sexual language of any kind will be recorded and support provided to encourage all young people to raise any concerns with the DSL.
· We are guided by DfE documentation Teaching Online Safety in Schools https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/811796/Teaching_online_safety_in_school.pdf
· We record all incidents of cyber bullying in accordance with DfE Statutory Guidance 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/374850/Cyberbullying_Advice_for_Head Teachers_and_School_Staff_121114.pdf
· We keep a record of known bullying incidents. All staff are aware that children with SEND and/or differences/perceived differences are more susceptible to being bullied/victims of child abuse. We keep a record of bullying incidents.
· Internet Safety/E-Safety – The school has an e-safety policy in place and this is published on our website.
· Abuse is Abuse and should never be passed off as ‘banter’ or ‘having a laugh’.
· The conduct of staff/pupils/parents/carers using social media are outlined in a separate social media policy. 
· We have CEOP trained staff in school and take part in National and local activities to reduce bullying.
· Sexting/Sharing Nudes/Youth Produced Imagery – We include reporting of any sexual images within our policy
· The CEOP eye is promoted and viable around school so all young people know how to report any inappropriate content received on-line.
· We have recognition of the gendered nature of peer on peer abuse (i.e. that it is more likely that girls will be victims and boys perpetrators), but that all peer on peer abuse is unacceptable and will be taken seriously.
· The different forms of peer on peer abuse is understood i.e.: 
· sexual violence and sexual harassment, sexual harmful behaviour and peer on peer abuse http://doncasterscb.proceduresonline.com/chapters/p_sexually_harm_behav.html?zoom_highlight=sexual+harmful+behaviour  
· Recording systems have clear definitions assigned and clear analysis detailing the outcome of any reported incidents is shared with senior leaders/governors.
· physical abuse such as hitting, kicking, shaking, biting, hair pulling, or otherwise causing physical harm; 
· The school operates website information for young people this also includes definitions of sexual bullying in line with the LA definitions:
· https://www.doncaster.gov.uk/services/schools/about-bullying
· sexting/youth produced imagery: The school takes sexting very seriously and has a separate policy to address this. The DfE provides searching screening and confiscation advice for schools. The UK Council for Child Internet Safety (UKCCIS) Education Group has recently published sexting advice for schools and colleges https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/609874/6_2939_SP_NCA_Sexting_In_Schools_FINAL_Update_Jan17.pdf ; and 
· initiation/”hazing” type of violence and rituals (forcing someone to perform humiliating/dangerous actions). 
· Upskirting – “changes to the Voyeurism (Offences) Act 2019 criminalises the act of 'up skirting'. The Criminal Prosecution Service (CPS) defines 'up skirting' as a colloquial term referring to the action of placing equipment such as a camera or mobile phone beneath a person’s clothing to take a voyeuristic photograph without their permission. It is not only confined to victims wearing skirts or dresses and equally applies when men or women are wearing kilts, cassocks shorts or trousers. It is often performed in crowded public places, for example on public transport or at music festivals, which can make it difficult to notice offenders."
· Serious Violence – ““All staff should be aware of indicators, which may signal that children are at risk from, or are involved with serious violent crime. These may include increased absence from school, a change in friendships or relationships with older individuals or groups, a significant decline in performance, signs of self-harm or a significant change in wellbeing, or signs of assault or unexplained injuries. Unexplained gifts or new possessions could also indicate that children have been approached by, or are involved with, individuals associated with criminal networks or gangs. “All staff should be aware of the associated risks and understand the measures in place to manage these.”










RACIST INCIDENTS/ HOMOPHOBIC/ BI-PHOBIC / TRANS-PHOBIC LANGUAGE /EQUALITY ACT 2010 PROTECTED CHARACTERISTICS 

Hate crime

· Our policy on Equality, Inclusion and Diversity includes racist incidents and is set out separately, and acknowledges that repeated racist incidents or a single serious incident may lead to consideration under child protection procedures. We keep a record of racist incidents and incidents reportable under the Equality Act 2010.
· We use a CPOMS to record any incidents in line with the latest DfE guidance. In addition to this, a separate log book is maintained.
· The DSL understands how to report Hate Crime

LGBTQ support

· The DSL understands how to support young people and families to access LGBTQ support through family and Youth Hubs.  Young people requiring additional support may access CAMHS provision or School Nursing services.
Doncaster Support Services & Referral Pathway http://buy.doncaster.gov.uk/Page/12408


 For details of the Youth Group, please email:
LGBTQenquiries@doncaster.gov.uk

· The school curriculum reflects opportunity to explore difference and celebrate diversity and has resources listed on the Stonewall website.


Trans Young People  - An individualised approach (updated August 2021)

Marshland Primary Academy plays a vital role in supporting LGBT children and young people. We create an inclusive environment where all learners feel welcome and valued.   
 
Given the breadth of trans identities and experiences, it is important that any support offered to a trans child or young person starts with identifying their individual needs. The DSL is responsible ensuring the voice of the child/young person remains at the centre and is listened to. The DSL role, in line with DfE requirements, is to ensure staff are trained, referral pathways are available and the safeguarding procedures contained within this policy are followed. The DSL will share all support services available to Doncaster children, young people, families and carers and may liaise with the CAMHS practitioner and named nurse where appropriate. The DSL will consider a whole school approach and seek additional advice if required from Professionals listed within LGBTQ Doncaster Support Services & Referral Pathways http://buy.doncaster.gov.uk/Page/12408

The DSL will consider the whole school approach and seek additional advice if required by emailing: cypssafegardingsupport@doncaster.gov.uk  

Stonewall also has guidance for schools and settings on supporting LGBT children and young people, including dedicated sections on supporting trans children and young people. It can be found below. The school will continue to work in partnership with all to ensure all children and young people feel supported and our LGBTQ community feel safe
.
https://www.stonewall.org.uk/system/files/cymru_introduction_to_supporting_lgbt_young_people_english.pdf


HUMAN TRAFFICKING 

The Trafficking Protocol defines human trafficking as:

(a) [...] the recruitment, transportation, transfer, harbouring or receipt of persons, by means of threat or use of force or other forms of coercion, of abduction, of fraud, of deception, of the abuse of power or of a position of vulnerability or of the giving or receiving of payments or benefits to achieve the consent of a person having control over another person, for the purpose of exploitation. Exploitation shall include, at a minimum, the exploitation of the prostitution of others or other forms of sexual exploitation, forced labour or services, slavery or practices similar to slavery, servitude or the removal, manipulation or implantation of organs;

(b) The consent of a victim of trafficking in persons to the intended exploitation set forth in sub-paragraph (a) of this article shall be irrelevant where any of the means set forth in subparagraph (a) have been used;
(c) The recruitment, transportation, transfer, harbouring or receipt of a child for the purpose of exploitation shall be considered "trafficking in persons" even if this does not involve any of the means set forth in sub-paragraph (a) of this article;
(d) "Child" shall mean any person less than eighteen years of age. [14]

Staff are aware of potential signs, especially and will immediately report any concerns to the DSL lead. This may involve contacting 101, and the MASH Service or CSE team for advice.
http://doncasterscb.proceduresonline.com/
http://hopeforjustice.org/


PREVENTING RADICALISATION 

Radicalisation is defined as the process by which people come to support terrorism and violent extremism and, in some cases, to then participate in terrorist groups. The process of radicalisation is different for every individual and is a process, not a one off event; it can take place over an extended period or within a very short time frame. It is important that staff are able to recognise possible signs and indicators of radicalisation.

Our setting knows how to recognise and respond to any behaviour that could link to radicalisation/extremism. If travel abroad is a suspected/immediate threat, staff are aware to call 999/MASH one front door service.

In addition, the following advice is available.
Anti-terrorist hotline 0800789321. 
DfE and 
ACT 

For safeguarding local advice SY Police Prevent Team are the first point of contact

The South Yorkshire Police PREVENT team will also provide a response to any PREVENT related concerns - Prevent Inbox: Prevent_Inbox@southyorks.pnn.police.uk .  or complete the referral form below:


[bookmark: _MON_1643526313]  



PREVENT 

PREVENT is part of the UK’s counter terrorism strategy. It focusses on supporting and protecting vulnerable individuals who may be at risk of being exploited by radicalisers and subsequently drawn into terrorist related activity. PREVENT is not about race, religion or ethnicity, the programme is to prevent the exploitation of susceptible people.



[bookmark: _MON_1621850193]Schools and colleges are expected to assess the risk of children being drawn into terrorism, including support for extremist ideas that are part of terrorist ideology. This means being able to demonstrate both a general understanding of the risks affecting children and young people in the area and a specific understanding of how to identify individual children who may be at risk of radicalisation and what to do to support them. 

Effective early help relies on all staff to be vigilant and aware of the nature of the risk for children and young people and what support may be available. Our school will ensure as a minimum that the Designated Safeguarding Lead undertakes Prevent awareness training and is able to provide advice and support to other members of staff on protecting children from the risk of radicalisation.

Staff are aware of the PREVENT agenda and understand the Doncaster Channel Process

The school/ setting has undertaken a prevent self-assessment and all staff are aware of spotting the signs.

· The school SMSC curriculum explores shared values and beliefs. 
· The school includes Educate Against Hate http://www.educateagainsthate.com/
· School leaders have completed a PREVENT self-assessment (see PREVENT Enable Audit)
· The designated safeguarding lead will access/has accessed Home Office approved WRAP training – workshop to raise awareness of prevent.
· In addition the setting has identified staff to attend free Home Office Prevent On -Line learning courses detailed in KCSIE (3 modules are available)
· The LA trained trainer is sarah.stokoe@doncaster.gov.uk 
· All staff access basic Prevent Awareness Training
· Young people and parents/carers understand how to report terrorist and/or extremist, illegal or harmful information
 

FGM (FEMALE GENITAL MUTILATION)  

Female Genital Mutilation: The Mandatory Reporting Duty

Section 5B of the Female Genital Mutilation Act 2003 (as inserted by section 74 of the Serious Crime Act 2015) places a statutory duty upon teachers, along with social workers and healthcare professionals, to report to the police where they discover FGM appears to have been carried out on a girl under 18. 

It will be rare for teachers to see visual evidence, and they should not be examining pupils, but the same definition of what is meant by “to discover that an act of FGM appears to have been carried out” is used for all professionals to whom this mandatory reporting duty applies.

Under the mandatory reporting requirements, teachers must personally report to the police cases where they discover that an act of FGM appears to have been carried out (either through disclosure by the victim or visual evidence) on a girl under 18. Those failing to report such cases will face disciplinary sanctions. Unless the teacher has a good reason not to, they should still consider   and   discuss   any   such   case   with   the   school’s designated safeguarding lead and involve children’s social care as appropriate (KCSIE, September 2021).

The school recognises the areas where FGM is prevalent and works in partnership with agencies to safeguard any chid at risk of FGM. The designated safeguarding lead understands this is classed as child abuse in the UK and will report any risk to 101 immediately. The school have access to DSCP training on FGM and the designated safeguarding teacher includes FGM in whole school safeguarding training. Any children attending/starting school from one of the most prevalent areas where this is practiced will seek advice from school nursing / DCST MASH service. A Department for Health risk assessment is available on engage Doncaster website.

All staff have read and understand the mandatory reporting included in keeping Children Safe in Education September 2021 – Part 1.

Designated safeguarding leads understand local DSCP procedures for reporting suspected FGM. http://doncasterscb.proceduresonline.com/chapters/p_female_gen_mutilat.html

DSLS are aware of breast ironing/flattening practiced in some societies and will make appropriate referrals to safeguard children and young people.

Online training is available for all staff https://www.fgmelearning.co.uk/



HONOUR BASED VIOLENCE   

The police definition of Honour Based Violence is:

· ‘A crime or incident which has or may have been committed to protect or defend the honour of the family and or community’

· Honour Based Violence is where a person is being punished by their family or community for actually or allegedly undermining what they believe to be the correct code of behaviour. By not conforming it may be perceived that the person may have brought shame or dishonour on the family.

· This type of violence can be distinguished from other forms of violence, as it is often committed with some degree of approval and/or collusion from the family and/or community.

Staff are fully aware of risks and how to report a concern.



FORCED MARRIAGE   

· Forced Marriage is defined as ‘a marriage conducted without the valid consent of one or both parties, where duress is a factor’.

· Duress involves emotional pressure as well as criminal actions such as an assault or abduction.

· Forced marriage is domestic and/or child abuse. It may include physical or sexual violence, threatening behaviour, stalking/harassment, imprisonment, abduction, financial control any other form of demeaning or humiliating behaviour or control.

· A Forced Marriage is distinct from an Arranged Marriage, which is arranged by families but the choice remains with the individuals who give full and free consent.

· Other provisions include making the use of a deception in order to entice someone abroad so that they can be married against their will an offence and giving protection to those lacking mental capacity to make an informed decision about whether to marry or not.

Staff will report any concerns immediately to the DSL lead.


PRIVATE FOSTERING   

Private Fostering – A Definition

A private fostering arrangement is essentially one that is made privately (that is to say without the involvement of the Authority) for the care of a child or young person under the age of 16 (under 18 if disabled) by someone other than a parent or close relative with the intention that is should last for 28 days or more.  The period for which the child is cared for or accommodated by the private foster carer should be continuous, but that continuity is not broken by the occasional short break.

(National Minimum Standard for Private Fostering DFES 2005)





All staff are aware of the Think Private Fostering flowchart and how to refer any cases to the DSL lead or the Private Fostering Team.

More information is on the website:
http://www.doncasterchildrenstrust.co.uk/private-fostering

To notify the DCST of a private fostering arrangement or proposed arrangement, or for general information relating to private fostering please contact:
 Katie Fisher – Fostering Team Manager 01302 735060 Katie.Fisher@dcstrust.co.uk 


DOMESTIC ABUSE

“Education has to start early, and it has to address boys/young men as well. All too often, responsibility falls upon the girls/young women to behave in a manner to protect themselves or discourage violence against them.” – Call for Evidence, Public Survey, Violence Against Women and Girls Strategy 2021.

‘Relationships Education has been mandatory in all primary schools, Relationships and Sex Education in all secondary schools, and Health education in all state funded schools since September 2020.  Relationships Education for primary pupils covers the characteristics of healthy relationships, building the knowledge and understanding that will enable children to model these behaviours.  In secondary schools, the subject introduces concepts about healthy intimate relationships. 

The Department for Education’s statutory guidance on this states that pupils should be taught about the concepts of, and laws relating to a range of areas including consent, exploitation, grooming, coercion, harassment, domestic abuse and female genital mutilation.  

Further to this, the Department for Education has updated the Keeping Children Safe in Education statutory guidance for schools and colleges to take into account views from its consultation on the statutory guidance, the Home Office’s Call for Evidence, as well as findings from the Ofsted review. 

The revised guidance is due to come into force in September 2021 and will help ensure that all school and college staff are clear on how to deal with reports of sexual violence and sexual harassment, whether they occur inside or outside the school or college gates, or online. It will also ensure that all school and college staff understand how they can actively identify and respond effectively to all forms of abuse and neglect, including harmful sexual behaviour and peer-on-peer abuse, so that victims are confident action will be taken and both they, and perpetrators, will get the support they need.’ VAWG Strategy 2021, page 37.

In Doncaster:

· All staff should recognise the signs of domestic abuse and understand the impact on children.  Domestic abuse is a recognised Adverse Childhood Experience and child abuse is often concurrent with domestic abuse.

· All staff should know how to refer concerns to the DSL lead and to Doncaster Children’s Services Trust.  Schools should also have knowledge of the Doncaster domestic abuse hub and can signpost anyone aged 16years and over to this service.  

· Trained staff should aim to complete a DASH (Domestic Abuse Stalking and Honour Based Abuse) risk assessment with the victim wherever possible and make appropriate referrals to the domestic abuse hub or the Multi Agency Risk Assessment Conference (MARAC).

Information on the DASH and MARAC processes are available through contacting the domestic abuse hub, visiting the domestic abuse website and by completing DASH and MARAC training. 
Doncaster Council, domestic abuse services, provides domestic abuse training.  Details of all training and how to book can be found at Domestic Abuse - Training - Doncaster Council

· Schools should deliver awareness of domestic abuse/unhealthy relationships in compliance with mandatory requirements and following the revised Government guidance due to be published in September 2021.

The Doncaster domestic abuse protocol is available on the Doncaster Council website and provides information and guidance for professionals on how to respond to domestic abuse in Doncaster.  


OPERATION ENCOMPASS (schools to amend)

Designated staff have an understanding of Operation Encompass and have attended a briefing. This school is committed to the initiative and signed the appropriate agreement. https://www.operationencompass.org/



SUBSTANCE MISUSE  

Marshland’s substances misuse policy incorporates the possession and or use of such drugs in school, during the school day or while travelling to/from school. The drugs/substances covered by this policy are not to be bought, sold or otherwise exchanged or brought onto school premises during the school day, or while pupils are on school visits. Individual exceptions may be made for pupils who require prescription medicines where appropriate. This policy should set out the school’s approach to NPS and volatile substances. Both pupils and staff should be aware of how these products are regarded and treated by the school. 

Marsland has a ‘Smoke Free Environment policy’ that includes banning smoking (including use of e-cigarettes) on school premises and grounds for all school events and activities before and after school, and this policy includes signposting information for quit smoking support. 

A spiral programme of PSHE is delivered by staff who are trained to deliver the subject and have the knowledge, confidence and skills to deal with subject matter that can be sensitive and personal.   Drugs, alcohol and tobacco education is a requirement as part of Health Education (Statutory from September 2020). It is also covered as part of the science curriculum. Schools should include evidenced based and quality marked content and resources. The Doncaster Public Health team collate quality assured resources for use in schools,  links are available through the Doncaster Healthy Learning, Healthy Lives programme; www.healthylearningdoncaster.co.uk

The school keeps in tune with local issues relating to substance misuse, through participation and use of Pupil Lifestyle Survey data and any local campaigns such as “Nitrous Oxide gas canisters” August 2020. To disseminate messages to pupils, staff, parents/carers schools should have clear awareness raising / communication strategy in place.

Further support including guidance on developing or reviewing health and wellbeing policies is available from the public team by contacting PUBLIC HEALTH: publichealthenquiries@doncaster.gov.uk | Tel: 01302 734581 or healthylearning@doncaster.gov.uk 

Appropriate referrals will be made to Project 3 https://www.rdash.nhs.uk/services/our-services/children-young-people-and-families-doncaster-community-integrated-services/project-3/ / school nursing and additional agencies, if required.

The Governments ‘Hidden Harm’ reports (ACMD 2003, 2007) revealed the large numbers of children across the UK living with parents who misuse drugs – an estimated 200,000.

For some of these vulnerable children, attendance at school provides a respite from difficult home circumstances. For others, the consequences of family substance misuse include poor attendance, lack of progress with their education and failure to develop the necessary social and behavioural skills. This can be particularly difficult for children if they are also taking on a carer role for parents or siblings. Children can "act out", through challenging behaviour, or "act in", through withdrawal or self-harming behaviours, the distress that they are experiencing due to difficulties at home.

The DSL will refer any concerns to the Early Help Hub/MASH service and work with partner agencies and Project 3 so children in these circumstances can be responded to appropriately. 

Families where parents/carers drink problematically, use illicit drugs or misuse prescribed medication can still provide a safe, secure and supportive family environment for children. However, this is only the case when they are engaged and actively supported by specialist services. https://www.aspire.community/

Parental alcohol misuse (PAM) can negatively affect children’s physical and mental health and other outcomes including educational attainment and behaviour. Effects can be acute when experienced in conjunction with other adverse experiences such as domestic abuse, marital conflict, and deprivation. PAM is also a common feature in child protection and care proceedings, and places a considerable burden on social services.

It is estimated that 20% of dependent drinkers have a child living with them. In Doncaster that equates to over 800 children and if we include the parents who are drinking at very harmful levels but not dependent it will be in the many 1,000’s of children adversely affected. It is therefore essential that the implications for each child in the family are carefully assessed and guidance followed as detailed in Neglect Strategy (https://dscp.org.uk/professionals/neglect)

PROCEDURE FOR MANAGING ALLEGATIONS AGAINST STAFF, CARERS AND VOLUNTEERS   

· The school follows the agreed DSCP local procedures for Procedure for Allegations Against Staff, Carers and Volunteers:
https://dscp.org.uk/professionals/allegations-against-people-who-work-children
·  Procedures in the event of an allegation against a member of staff or person in school. Please also refer to the DCSP LADO page as above.
· These procedures must be followed in any case in which it is alleged that a member of staff, governor, visiting professional or volunteer has:-

· behaved in a way that has harmed a child or may have harmed a child
· possibly committed a criminal offence against or related to a child
· behaved in a way that indicates s/he is unsuitable to work with children

Inappropriate behaviour by staff/volunteers could take the following forms:

·     Physical includes, for example, intentional use of force as a punishment, slapping, use of objects to hit with, throwing objects or rough physical handling.

·     Emotional includes, for example, intimidation, belittling, scapegoating, sarcasm, lack of respect for children’s rights, and attitudes which discriminate on the grounds of race, gender, disability or sexuality.

·     Sexual includes, for example, sexualised behaviour towards pupils, sexual harassment, sexual assault and rape.

·     Neglect: may include failing to act to protect a child or children, failing to seek medical attention or failure to carry out appropriate/proper risk assessment etc.

The role and function of the Local Authority Designated Officer (LADO) is set out in statutory guidance (Working Together to Safeguard Children 2018 and Keeping Children Safe in Education September 2021) and included within the wider framework for inter-agency cooperation as set out in Section 11 Children Act 2004.

Doncaster Safeguarding Children Partnership reviews procedures on a regular basis – All procedures are available on-line. Section 3.2 (on-line procedures) refers to the procedure for responding to allegations against staff, carers and volunteers, provides guidance on how to deal with allegations against staff
https://dscp.org.uk/professionals/allegations-against-people-who-work-children
The objective of the LADO role and function is to ensure that there is a coordinated and timely response to concerns that an adult has:
· Behaved in a way that has harmed a child(ren) in a way that indicates he/she would pose a risk of harm to children;
· Where he/she possibly has committed a criminal offence against or related to a child(ren) or;
· Behaved towards a child (ren) in a way that indicates he/she would pose a risk of harm to children. 
· These are the criteria for a direct referral to the LADO.	

The LADO role is also established to provide advice and guidance to schools, colleges and academies to help them decide whether a referral is necessary in accordance with the criteria above, or whether other action is more appropriate given initial findings. 
Where referral criteria are met, the LADO role facilitates a monitoring and tracking process, arranges strategy meetings and liaises with the police and other agencies in accordance with individual circumstances. 

The focus of activity is on the adults who are the subjects of concerns and ensuring that investigation processes are applied in continuous and consistent ways.  Where concerns exist that a child or young person is suffering or likely to suffer significant harm the matter must be referred immediately and as a matter of priority, to the Children’s Services Trust Multi Agency Safeguarding Hub (MASH) and not the LADO.


LADO arrangements in Doncaster

The local authority has commissioned the Children’s Trust to provide the LADO service in accordance with the criteria for referral set out above. 

Direct referrals to the LADO must be made by the Head Teacher usually in consultation with the designated safeguarding lead, where there is reasonable cause to believe that one or more of the criteria set out above are met. It is important that referrals are made by the Head Teacher to ensure that accountability requirements are maintained in accordance with current statutory guidance. Referrals must be made without undue delay. 

The LADO referral form can be accessed from the on-line DSCP procedure manual
https://dscp.org.uk/professionals/allegations-against-people-who-work-children

The Doncaster Council Children and Young People Safeguarding Inbox details are
EducationSafeguarding@doncaster.gov.uk (please note this will show up as “EduSafe@.......

All staff understand the new procedures outlined in the leaflet (Appendix A)
Head Teachers and Principals or other education staff should not investigate the matter by interviewing the person against whom an allegation has been made, the child or potential witnesses, but should only gather sufficient information to establish whether there is enough credible information to determine whether the criteria for referral have been met (this is known as a ‘fact find’).  Where there is a concern, a child may be at risk of harm, referrals must not be delayed in order to gather information:
· Obtain written details of the allegation, signed and dated by the person receiving the complaint, or allegation and any other relevant person at the point the allegation has been made;
· Countersign and date the written details;
· Record discussions about the child and/or member of staff, any decisions made, and the reasons for those decisions;
· Decide whether any immediate action needs to be taken to safeguard any child or whether an urgent referral needs to be made to either the Children’s Services Trust and/or the Police;
· The adult against whom an allegation has been made must not be informed of the allegations before joint consideration has been given to the implications this may have on any subsequent investigation by the police and/or LADO. 




SCHOOL REFERRALS

Where a concern is identified in a school regarding the conduct of an adult towards a child or children, it is for the Head Teacher to determine whether a referral to the LADO is required.  If one or more of the criteria set out above are met, a referral must be made within one working day using the referral form (Annex A).  

If advice is required at the initial stage the Doncaster Council Children and Young People Safeguarding service can be contacted at: 
EducationSafeguarding@doncaster.gov.uk 
or to speak to team staff directly:

Sarah Stokoe – Safeguarding Manager on 01302 736743. 

If the criteria set out above are met to make a direct LADO referral the LADO will also be able to provide advice on any further actions or steps that may need to be considered before a strategy meeting is convened.

It is the responsibility of the Head Teacher (or in their absence the Deputy Headteacher) to make the referral.  

Where the concern relates to the head teacher, it will be the responsibility of the chair of governors, board or committee to make the referral or to seek further advice from the LADO.  

The LADO will not be able to respond to referrals made by designated school staff as it will always be expected that referrals will be made either by the Head Teacher, Deputy Head or Chair of Governors, Board or Committee. This is in line with current statutory guidance and will ensure that accountabilities are maintained. Where schools have identified other issues, but there is doubt that the criteria set out above for direct referral to the LADO have not been met, further advice can also be obtained from the Doncaster Council Children and Young People Safeguarding Service.  It should be noted that this is not the LADO service (as this is commissioned by the council from the Trust in accordance with the arrangements set out above).  However, the Children and Young People Safeguarding service is available to provide advice and guidance on matters of concern where it is not felt they meet the criteria for direct LADO referral. This service is not established to provide immediate feedback to schools and this should be borne in mind when contacts are made.  Staff within the Doncaster Council: Children and Young People Safeguarding service will maintain a rota of availability in order to respond to contacts within a reasonable time.

Where contacts are made and it is felt that the information provided indicates that the criteria for LADO referral are met, the matter will be referred by the school / academy direct to LADO.

Where referrals to the LADO service are made, it is expected that agencies will act in accordance with the advice, guidance and direction provided by the LADO service. Referral and contact process

Contacts
LADO, Mary Woollett Centre, Danum Road, Doncaster, DN4 5HF
Tel: 01302 737748 or 01302 737332   Email:  LADO@dcstrust.co.uk 


RECORDING, MONITORING AND TRACKING 

The LADO service will maintain a confidential system to monitor and track the progress of referrals in line with Data Protection requirements. Referral information relating to schools, colleges and academies will be routinely shared with the Head of Service for LOCYP.
Schools, colleges and academies must ensure that the records they keep meet confidentiality standards that respect the confidentiality of the alleged victim(s) and/or the alleged adult perpetrator of harm to a child (ren). Records should only contain factual information about the alleged perpetrator and care must be taken not to incorporate information about the alleged victim(s) into this record (which should be kept separate).


PROCEDURES FOR MANAGING ALLEGATIONS AGAINST STAFF, CARERS AND VOLUNTEERS 

This procedure deals with allegations against staff, volunteers and foster carers, it is for employers and organisations responsible for providing services to children and young people, and to adults who are parents or carers.

The aim of the procedure is to:

· Ensure that allegations are dealt with expeditiously and in a fair manner;
· Ensure that where staff are not suitable to work with children that they are prevented from doing so by notification to relevant bodies.

Each local authority has to appoint a designated officer (Local Authority Designated Officer - LADO) to oversee the investigation of all allegations and to maintain detailed records of their conduct and the outcomes. The Local Authority Designated Officer (LADO) is responsible for this work and can be contacted to answer general enquiries about these procedures and their implementation.

Advice and guidance, in respect of individual cases, can be accessed by contacting the Local Authority Designated Officer (See Annex A)

· The school/setting will operate safe recruitment practices including appropriate Disclosure and Barring Service (DBS) and reference checks according to DBS and DfE procedures. The single central record meets Ofsted recommended practice contained within the KCSIE September 2021.
· The named person to manage all allegations is the Head teacher (unless the allegation is against the Head) the LADO advice is sought.
· The school/setting will ensure that staff adhere to a published code of conduct and other professional standards at all times, including after school activities.  Staff are aware of social media/on-line conduct.
· The school/setting will ensure any disciplinary proceedings against staff related to Child Protection matters are concluded in full in accordance with Government guidance “Working Together to Safeguard Children 2018” and “Keeping Children Safe in Education 2021”. We follow DSCP, LADO and HR Policy and Procedures. 
· The school/setting will ensure that all staff and other adults on site are aware of the need for maintaining appropriate and professional boundaries in their relationship with pupils and parents following the model LA Code of Conduct. Adequate risk assessments are in place for extended school, volunteer and holiday activities.  
· Staff are confident to report any misconduct.
· All staff are aware of their Duty of Care and know how to respond to medical/first aid needs. 
· In the event of allegations of abuse being made against the head teacher allegations should be reported directly to the local authority designated officer (LADO) immediately and within one working day. 


[bookmark: _bookmark29]SAFER RECRUITMENT, SELECTION AND PRE- EMPLOYMENT VETTING (COVID-19)

It remains essential that people who are unsuitable are not allowed to enter the children’s workforce or gain access to children. If schools and colleges are recruiting new staff, they should continue to follow the relevant safer recruitment processes for their setting, including, as appropriate, relevant sections in part 3 of KCSIE. In response to COVID-19, the Disclosure and Barring Service (DBS) has made changes to its guidance on standard and enhanced DBS ID checking to minimise the need for face-to-face contact.

When utilising volunteers at Marshland, we will continue to follow the checking and risk assessment process as set out in paragraphs 167 to 172 of KCSIE. Under no circumstances will a volunteer who has not been checked be left unsupervised or allowed to work in regulated activity.

Regarding members of the school workforce already engaging in regulated activity and who already have the appropriate DBS check, there is no expectation that a new DBS check should be obtained where that member of the workforce temporarily moves to another school or college to support the care of children. The type of setting on the DBS check, for example a specific category of school, is not a barrier. The same principle applies if childcare workers move to work temporarily in a school setting. The receiving institution should risk assess as they would for a volunteer (see above). Whilst the onus remains on schools and colleges to satisfy themselves that someone in their setting has had the required checks, including as required those set out in part 3 of KCSIE, in the above scenario this can be achieved, if the receiving institution chooses to, via seeking assurance from the current employer rather than requiring new checks.

Schools and colleges must continue to follow their legal duty to refer to the DBS anyone who has harmed or poses a risk of harm to a child or vulnerable adult. Full details can be found at paragraph 163 of KCSIE.

Schools and colleges should continue to consider and make referrals to the Teaching Regulation Agency (TRA) as per paragraph 166 of KCSIE and the TRA’s ‘Teacher misconduct advice for making a referral. During the COVID-19 period, all referrals should be made by emailing Misconduct.Teacher@education.gov.uk. All referrals received by the TRA will continue to be considered. Where referrals on serious safeguarding matters are received and it is deemed that there is a public interest in doing so consideration will be given as to whether an interim prohibition order (IPO) should be put in place. The TRA will continue to progress all cases but will not schedule any hearings at the current time.

Whilst acknowledging the challenge of the current environment, it is essential from a safeguarding perspective that any school or college is aware, on any given day, which staff/volunteers will be in the school or college, and that appropriate checks have been carried out, especially for anyone engaging in regulated activity. As such, schools and colleges must continue to keep the single central record (SCR) up to date as outlined in paragraphs 148 to 156 in KCSIE. The SCR can, if a school or college chooses, provide the means to log everyone that will be working or volunteering in a school or college on any given day, including any staff who may be on loan from other institutions. The SCR can also, if a school or college chooses, be used to log details of any risk assessments carried out on volunteers and staff on loan from elsewhere

·    The school pays full regard and commitment to following the safer recruitment, selection and pre-employment vetting procedures as outlined in part three of KCSIE (2021), including the recommendation of Section 128 checks for Governors and/or those responsible for the management of a school setting.

·    The school will maintain a single central record which demonstrates the relevant vetting checks required including: a barred list check, DBS check at the correct level, identity, qualifications, prohibition order and right to work in the UK. Governors check the SCR against personnel files on a regular basis.

·    All recruitment materials will include reference to the school’s commitment to safeguarding and promoting the wellbeing of pupils.

·    The school will ensure that all recruitment panels include at least one person that has undertaken safer recruitment training as recommended by the Local Authority

·    The school will ensure that a person who is prohibited from teaching will not be appointed to work as a teacher in the school.

·    The school will ensure that appropriate DBS risk assessments will be undertaken as required. Advice and support for carrying out risk assessments can be accessed through the schools HR Advisor/Provider/Contact.

· A change in the law means that Disqualification by Association will only apply on domestic premises. However, Disqualification under the Childcare Act 2006, still applies to staff themselves. Schools must no longer ask about the cautions or convictions of someone living or working in their household. Disqualification under the Child Care Act still applies to staff themselves who work in a childcare capacity, whether paid, volunteer or are on work placements. Relevant staff are those working in childcare or in a management role because they are working with reception age children at any time or working with children older than reception until age eight, outside school hours. Keeping Children Safe in Education (DfE, 2021) page 64 also refers to disqualification: “For staff who work in childcare provision or who are directly concerned with the management of such provision, the school needs to ensure that appropriate checks are carried out to ensure that individuals are not disqualified under the Childcare (Disqualification) Regulations 2018. 
		

SAFEGUARDING TRAINING & SUPPORT – for staff during COVID 19

All existing school and college staff will already have had safeguarding training and have read part 1 of KCSIE. The important thing for these staff will be awareness of any new local arrangements so they know what to do if they are worried about a child.

Where new staff are recruited or new volunteers enter the school or college, they should continue to be provided with a safeguarding induction. An up to date child protection policy (described above) will support this process as will part 1 of KCSIE.

The existing school and college workforce may move between schools and colleges on a temporary basis in response to COVID-19. The receiving school or college should judge, on a case-by-case basis, the level of safeguarding induction required. In most cases, the existing workforce will already have received appropriate safeguarding training and all they will require is a copy of the receiving setting’s child protection policy, confirmation of local processes and confirmation of DSL arrangements

Any safeguarding training requests can be emailed to cypssafeguardingsupport@doncaster,gov.uk 

All staff members should be aware of systems within our school that support safeguarding and these will be explained to them as part of our staff induction. This includes the school’s child protection policy; the school’s safer working practice document, the school’s whistleblowing procedures and the DSL and their cover or nominated deputy.

We recognise the stressful and traumatic nature of child protection work. Support is available for any member of staff from (names of designated safeguarding staff).  Staff may access union support and health and well-being advice. 

Annex B provides DSCP guidance “Guidance on Supporting Adults who disclose non recent (historical) child/young person sexual abuse support for staff”. 

Designated Safeguarding staff must have attended the mandatory DSCP modules and 8 hours learning over 2 years. They will attend DSL network meetings to ensure they meet the KCSIE `regular refresh` requirement. Buy Doncaster contains all training for schools. The DSL will undertake Prevent Awareness Training to enable them to provide advice and support to other members of staff on protecting children from the risk of radicalisation.

· The school will ensure all staff including temporary and volunteers receive induction and updated INSET appropriate to their roles and responsibilities, especially staff new to the school. All staff will access refresher training at least every three years and regular safeguarding and child protection updates (for example, via email, e-bulletins, staff meetings), as required, but at least annually, to provide them with relevant skills and knowledge to safeguard children effectively. Access to training can be via the DSCP Training page or Buy Doncaster.

· The Head teacher will attend appropriate safeguarding training on a regular basis (if designated) or termly attend the recommended training sessions/network meetings.

· Governors, including the nominated Governor will attend specific training for their role to maintain DSCP Level 3 Safeguarding status.  Designated Safeguarding Lead Network Meetings can be part of this training.

· A print out of the school’s training history can be obtained from the school. 

· Any training accessed through third party/independent providers must reflect the DSCP protocols and the DSCP minimum standards checklist. This training should be recorded by the school on a separate database and maybe cross referenced to the single central register SCR.

External Private Tutors:

The school supports the LA guidance and will ensure parents/carers are aware to seek safeguarding clarifications and arrangements when considering accessing additional educational support provided by private tutors outside a school capacity. This includes checking staff are suitably qualified and have enhanced DBS checks.


HEALTH & SAFETY 

Our Health & Safety Policy set out in a separate document, reflects the consideration we give to the protection of our children both physically within the school environment, and for example in relation to internet use, and when away from the school and when undertaking school trips and visits. There is an adequate first aid risk assessment in place. This includes how to access the Emergency Care Practitioner (ECP) Service or 999 and when to contact parents/carers.

The ECP Service contact number is 0300 123 1221 (minor injuries & minor-moderate illness & falls etc.)

In line with HSE & DfE guidance for schools on first aid provision and reporting and recording accidents including RIDDOR, staff understand the reporting mechanisms in place i.e. If they Buy Back Corporate Safety Services when to complete a record on the SHE ASSURE SYSTEM and will contact robin.dales@doncaster.gov.uk if in any doubt, or to report serious notifiable injuries (RIDDOR).


Managing medicines

· Managing Long Term Illness / Managing Medicines - The procedures are outlined in the Managing long-term medical conditions/administration of medicines policy. All children with an identified illness have a detailed healthcare plan in line with the DfE requirements. The School Nursing service is able to help schools and parents to complete these if needed


MONITORING AND EVALUATION

· Safeguarding ‘Keeping Children Safe in Education 2021
procedures will be monitored and evaluated by:
· S175/157 action plan 
· SEF/Governors toolkit linked to personal development, behaviour and safeguarding
· Prevent risk assessment
· Training and development (section 3 s175)
· Complaints linked to safeguarding concerns
· CP case file auditing
· Ofsted `quantifiable complaints` Ofsted parental complaints received via the LA
· Using the new Ofsted Inspection Handbook to review what constitutes `outstanding in safeguarding`
· Ofsted parental dashboard
· Governing Body visits to the school
· Safeguarding audit tools
· Anti-Bullying audit tools (ABA website)
· CPOMS data (if applicable)
· SLT ‘drop ins’ and discussions with children and staff:
· Pupil surveys and questionnaires
· Scrutiny of Attendance data
· Scrutiny of range of risk assessments
· Scrutiny of GB minutes
· Logs of bullying incidents for SLT and GB to monitor
· Review of parental concerns and parent questionnaires.
· Review of the use of nurture room and fun club at lunchtime.
· Reviewing risk assessments for holiday club activities run on school sites
· First aid procedures and health care plans
· Early years (where applicable)

A list of policies linked to this overarching policy specifically for early years include:
· Schools to add here the early year specific policies….
· Post 18yrs – adult transition policies (where applicable)
· Settings to adapt for learners 18+


This safeguarding policy also links to our policies on (schools to adjust):

· Complaints policy
· Sexual Harassment and Sexual Violence
· Staff Recruitment and retention – safer recruitment 
· Managing long term medical conditions/medical conditions
· Behaviour
· Staff Behaviour/Code of Conduct
· Social Media/Smart Media
· E-Safety Policy – on line protection
· Children Missing Education
· Whistleblowing
· Anti-bullying
· Health & Safety
· Allegations against staff
· Parental concerns/Complaints
· Attendance
· Safeguarding Curriculum
· PSHCE
· SMSC – Including Fundamental British Values
· Teaching and Learning
· Administration of medicines
· Drug/alcohol/substance misuse
· Hidden Harm
· Relationships and Sex Education
· Physical intervention
· Social Media Policy
· Risk Assessment
· Recruitment and Selection
· Child Criminal/Sexual Exploitation
· Children Missing Education
· Part time Timetables
· Inclusion
· Emergency Plans
· Bereavement Support
· Mental Health and Well-being
· Young Carers
· Suicide Prevention Policy (example PAPYRUS)




Policy ratified on ___________________________________________


To be reviewed on _________________________________________________________


Signed ___________________________________________________


Head Teacher______________________________________________
                                                                                       

Chair of Governors__________________________________________
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DONCASTER LOCAL AUTHORITY * school/setting can add name here. 
School/setting policies relevant to safeguarding children cross-referenced/linked to the school's Safeguarding Children and Young People Policy
	LEGALLY REQUIRED (DfE statutory/ recommended policies and procedures highlighted in RED)
	Notes - (suggested details)
	In place?
	Name of Policy (if different)
	Person(s) responsible
	Review Date

	Action Plan following OfSTED Inspection
	Address any issues relating to safeguarding

Speak with your lead governor and map Working Together and Keeping Children Safe in Education –RAG rate per section

Virtual College S175/157 annual safeguarding report – check actions from previous years and agree any development for safeguarding

Consider Full Health Check to review safeguarding via PiL or Sarah Stokoe

DSL uses Buy Doncaster resources and also attends relevant training - see CPD guide – additional training sought to ensure ` regular updates are provided to all the school community.
	
	
	
	

	Register of pupils’ attendance
Attendance Policy
Register of pupils admission to schools
	Include targets and links with safeguarding
CME
CiC / LAC
EHE
Managed Moves
Several contact numbers for each child (Sept 2018 requirement for improving attendance) 

Support for the inclusion charter mark

Patterns of absence explored in the context of safeguarding – DSL meets key professionals in school, e.g. SENCO
	
	
	
	

	GDPR

Freedom on Information
	Security of information. Named data controller.
Record keeping. Sharing of information.
Security of information
Safe storage of records
Encrypted emails
	
	
	
	

	Single Central Record of Recruitment and Vetting Checks
	Ensure all CRB references removed from current policies – now the DBS service. KCSIE and DBS checking requirements
Recruitment and retention policy – safer recruitment, gaps in employment. Risk assessment in place
 
Regular audit of staff personnel files conducted and SCR signed termly by Chair of Governors.

Safer recruitment training undertaken
	
	
	
	

	Child Protection Policy (safeguarding)and Procedures
	Detailed procedures familiar to all staff, Governors and volunteers, all of whom have a copy

All staff know how to access DSCP on line procedures

Model LA safeguarding policy adapted or adopted in the setting

Updates accessed via buy Doncaster DSL resource bank.

	
	
	
	

	Complaints Procedure Statement
	Head Teacher, Deputy Head Teacher, Chair and Vice-Chair of Governors to be thoroughly versed

Clear policy available on the schools website for all

Serious untoward incidents reported to the LA

Any EFA/Ofsted complaints notified via the LA and clear response in place.

	
	
	
	

	Equality Information and Objectives (Public Sector Equality Duty) statement of publication

	Includes all protected characteristics
Includes reporting and recording incidents (homophobic, race, SEN, disability etc.)
	
	
	
	

	School Behaviour Policy
Behaviour Principles written statement







	Include measures taken for safeguarding children; cross-reference to physical restraints policy/positive handling
Staff code of conduct
Rewards/Sanctions

Could link Anti-Bullying Policy here* however recommended to have separate policy by ABA lead.
	
	
	
	

	Health and Safety
	Include measures taken for safeguarding children
First Aid. Administration of medicines. RIDDOR and reporting incidents. Access to ECPs or 999 for injuries.
First Aid Risk Assessment in place
Risk Assessments	include measures taken for safeguarding children; evidence of a clear procedure and record keeping systems
	
	
	
	

	Home-School Agreements
	Include measures taken for safeguarding children
	
	
	
	

	Minutes of and papers considered at meetings of the Governing Body and its Committees
	Includes reviewing and monitoring of safeguarding procedures as a regular item.
	
	
	
	

	Premises management documents

	Visitor protocols
Uncollected children protocol
Volunteers and contractors in school
	
	
	
	

	Prospectus
	Include information on school's duties and procedures regarding safeguarding children; include name of Designated Officer(s)
	
	
	
	

	School/setting Information published on website
	Latest safeguarding policy is up to date (no more than 1 year old)
	
	
	
	

	The Safeguarding Curriculum

This could link to:

Relationship and Sex Education (RSE)
SMSC Curriculum
	Include how curriculum contributes to safeguarding children. In addition, a school flow chart for staff to prevent, recognise and respond to:
Domestic Abuse
Young Carers
Child Sexual Exploitation
Forced Marriage
FGM
Domestic Violence 
Lesbian/Gay/Bi/Questioning-challenging Homophobic, Transphobic or bi-phobic language
Drug/Alcohol/Substance misuse
Risky Behaviours
Teenage Pregnancy
Obesity 
Mental health
Self-harm/eating disorders etc.
Link to healthy schools / PSHE curriculum
Primary school safeguarding training for young people via the NSPCC

On line safety included

CEOP Think u Know resources or training accessed
	
	
	
	

	Special Educational Needs
	Include reference to safeguarding children, particularly regarding identifying safeguarding needs of individuals 
	
	
	
	

	Young Carers
	Include how young carers are identified supported and referred to the young carers support service
	
	
	
	

	Statement of procedures for dealing with allegations of abuse against staff
Managing Allegations of abuse against staff
 
Staff Discipline, Conduct and Grievance 

Procedures)
	Include details of procedures that must be followed if allegations of abuse are made and information for staff involved.

Clear LADO procedures in place and Headteacher is the main contact under KCSIE for all allegations against staff (unless against the Head)

DSCP on line procedures accessed and clear immediate referral to LADO if thresholds are met.


	
	
	
	

	Code of Conduct 
	In line with the recommended LA Code of Conduct

All staff receive a copy 

Safer working practice guidelines in place to 
	
	
	
	

	Managing Long Term Illness
Managing Medical Conditions	.				
	DfE templates used
Specialist training in place
Triangulation with named school nurses / parents to implement health care plan.
	
	
	
	

	Suicide Prevention Policy
	Papyrus (Prevention of Young Suicide) Safer Schools Guidance is implemented.
	
	
	
	

	PREVENT
	Self-assessment in place
Filtering system in place on all ICT equipment
Staff have received WRAP training
Trained trainers in place (if applicable)
School curriculum reflects fundamental British Values
	
	
	
	

	Emergency Planning
	The school has a robust Emergency Plan in place
	
	
	
	

	Serious Untoward Incident (SUI)
	The school is aware of how to investigate any near misses and completes the LA SUI where appropriate
	
	
	
	





	DONCASTER RECOMMENDED CROSS REFERENCING OF SAFEGUARDING POLICY TO THE FOLLOWING:
	
	
	
	
	

	Anti-Bullying Policy
	Agreed school definition in line with DSCP/LA definition
Doncaster anti-bullying charter mark
Peer mentoring policy
Policy makes reference to homophobic bullying 
Reporting and recording procedures in place
Common staff approach in tackling homophobic language and any incidents of bullying
	
	
	
	

	Safe working practices for the protection of children and staff in education settings - boundaries to professional behaviour
LA Code of conduct
	*include in department handbooks guidance about which behaviours constitute safe practice and which behaviours should be avoided.

Conduct and what constitutes a referral to LADO
	
	
	
	

	Internet access and use
e-safety

E-SAFETY POLICY
	Include clear rules regarding what is permissible for staff and pupils and pupil supervision requirements

Social media policy communicated with parents

Staff clear on how to stay safe on line

DSL aware of legal support where needed
	
	
	
	

	Loss/Divorce/Separation Bereavement Policy
	
	
	
	
	

	Suicide Prevention Policy
	
	
	
	
	

	Support for Mental Health and Wellbeing Policy
	
	
	
	
	

	Out of school visits





After school clubs
	Include explicit references to safeguarding children
Care Taken within risk assessments to rooms, transport arrangements etc


Clear registers and communication between class and club in place and parents provide emergency contact number

	
	
	
	

	Use of photography and video recording
	Include protocols for displaying photographs, publication in prospectuses, newspapers and guidelines for parents at school events.  Parental consent to the use of photographs should be obtained
(See DSCP policies and procedures)
Clear to protect LAC/CiC
Safe entry/exit at key times of the year to ensure children always leave with the appropriate adult
	
	
	
	

	Recruitment Procedures
	Have rigorous procedure, as detailed in DfE Safer Recruitment and Safeguarding Children in Education. On-going observations/staff supervision. Holiday clubs/extended school activities also considered.
CPD training record.

	
	
	
	

	Staff and departmental handbooks
	Induction guide – specific for safeguarding children available (safeguarding policy front sheet). Example lanyard/poster in reception.
Include measures school takes for safeguarding children
	
	
	
	

	Positive Handling
	Clear procedures based on Team-Teach principles or similar should be referenced for more extreme behaviours.  Clear recording systems should be in place
	
	
	
	

	Whistleblowing 
	Clear information for staff on steps to take if they have concerns about persons working in school.
Ofsted whistleblowing procedures
	
	
	
	



Please note this table only contains a checklist for safeguarding against National and Local (DfE and DSCP) guidance.

When reviewing all your school policies schools/settings need to refer to the latest DfE guidance on policies schools/settings require by Law – see DfE website for full list of requirements and details.

Governing bodies and proprietors of independent schools are required to hold each of these policies and other documents, as outlined, however: 

•	The drafting of school policies can be delegated to any member of school staff;
•	There is no requirement for all policies to be reviewed annually; and
•	Not all policies need to be signed off by the full governing body. 

The full DfE document also covers how often each policy must be reviewed and shows the level of approval required, where this is prescribed in regulations. There are instances where statutory guidance states that policies and procedures should be in place.  Although this is not the same as a legal requirement, the full DfE document makes clear the policies referenced in statutory guidance.

Revised 06/09/2021    
Author: Sarah Stokoe – LA/DMBC
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Review Date: September 2022 (Or when changes occur)
OPTIONAL FRONT SHEET FOR SAFEGUARDING CHILDREN AND YOUNG PEOPLE POLICY

(DONCASTER SCHOOL/SETTING NAME) * ADD SCHOOL NAME HERE
SAFEGUARDING CHILDREN AND YOUNG PEOPLE POLICY FRONT SHEET
Safeguarding Children Policy Front Sheet





Name of Setting:
Academic year: 2021/22





We all have a statutory duty to “safeguard and promote the welfare of children”.
If you have any concerns about the health and safety of a child at this educational setting or feel that something may be troubling them, you should share this information with an appropriate member of staff straight away. 
Some issues e.g. a child’s appearance, hygiene, general behaviour, can be shared with any teacher or member of support staff in this setting. Do not worry that you may be reporting small matters – we would rather that you tell us things which turn out to be small than miss a worrying situation.
However, if you think the matter is very serious and may be related to a child protection concern, e.g. physical, sexual, emotional abuse or neglect, you must talk to one of the people below immediately. If you are unable to contact them, you can ask the school office staff to find them and ask them to speak to you straight away about a confidential and urgent matter.
The people you should talk to at this setting are:

       













Put photo here
The Designated Safeguarding Lead / Child Protection Lead is 
Name:

Their office is located next to… CONSIDER IF OFF SITE AND ON LINE FACILITY?
Their tel no:/mobile is…




Their office is located next to …                           

Their tel no / mobile no is…






Put photo here
The Deputy Designated Safeguarding Lead (s)is (are) 
Name:

Their office is located next to…
Their tel no:/mobile no is ….



Their tel no / mobile no is…








				Your named School Nurse is…..Put photo here


				Your named CAMHS worker is…. Your named EPS worker etc…..



Any allegation or disclosure involving someone who works with children in a paid or voluntary capacity must be reported directly to the Head Teacher or Senior Manager, unless it involves them and then it should be reported directly to the Chair of the Governing Body or Management Committee.
If it involves them, it should go direct to the Local Authority Designated Officer.  If in any doubt, refer to the DSCP Policies and Procedures and contact the LADO.






Enable them to share information easily 
The Safeguarding Children Team in your setting includes:
Head Teacher/Senior Manager: responsible for implementing policies and procedures, allocating resources to the safeguarding team and addressing staff safeguarding concerns.
Name:								Tel no:					
Designated Safeguarding Lead / Child Protection Liaison Teacher or Officer (DSL/CPO): a senior member of the leadership team, responsible for dealing with safeguarding issues, providing advice and support to other staff, liaising with the local authority, and working with other agencies. 
Name:								Tel no:			
Deputy Child Protection Lead / Teacher or Officer(s): a member of the teaching, support or pastoral staff, in a post which requires assessment of children, with sufficient status and authority to effectively deputise for the CPLT/O role above. Cannot be an administrative or finance worker.
Name:								Tel no:			
Special Educational Needs Coordinator (SENCo): staff member who provides advice, liaison and support for school staff and other agencies working with pupils with special educational needs and their parents or carers. 
Name:								Tel no:			
Learning Mentor (or equivalent): addresses difficulties preventing a child from reaching their full potential e.g. behaviour, attendance, achievement, timekeeping, homework, safeguarding issues, and develops strategies to overcome these barriers.
Name:								Tel no:
Looked After Children (LAC) Designated Teacher: promotes the educational achievement of ‘looked after’ children who are on the school roll, and helps staff understand issues that affect how they learn and achieve.
Name:								Tel no:
E-safety Coordinator: to develop and maintain an e-safe culture within a school.
Name:								Tel no:
Your Safeguarding Children Team also links in with the:
Safeguarding/Child Protection Governor: ensures there are appropriate safeguarding children policies and procedures in place, monitors whether they are followed and, together with the rest of the governing body, remedies deficiencies and weaknesses that are identified.
Name:								Tel no:
Chair of Governors: takes the lead in dealing with allegations of abuse made against the Head Teacher (and other members of staff when the Head Teacher is not available), in liaison with the Local Authority; and on safe recruitment practices with the Head Teacher.
Name:								Tel no:


BEST PRACTICE RECORD KEEPING – DOCUMENT EXAMPLES

(Some schools may complement using CPOMS)


INFORMATION / FRONT SHEET EXAMPLE



	Name:
	DOB:
	Class/Form:
	Ethnicity:


	Home Address:


	Telephone:
e mail:

	Status of file and dates:


	OPEN
	
	
	
	
	

	CLOSED
	
	
	
	
	

	TRANSFER
	
	
	
	
	

	Any other child protection records held in school relating to this child/child closely connected to him/her?
YES/NO   WHO?

	Members of household

	Name
	Age/DOB
	Relationship to child
	Home work
	Contact No

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Significant Others (relatives, carers, friends, child minders, etc.)


	Name
	Relationship to child
	Address
	Tel No

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Other Agency Involvement


	Name of officer/person
	Role and Agency
	Status of Child i.e. EHAF/CPP/LAC/CiN
	Tel No
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Example Chronology								CONFIDENTIAL

Sheet Number:

Complete for all incidents of concern including where a ‘logging the concern’ sheet has not been completed.  If one has been completed, then add a note to this chronology to cross reference (significant information may also be added).

	Name:


	DOB:
	Form:

	Date
	Information/Details of concerns or contact
	Print Name and Signature 

	
	
	








Body Map Guidance for Schools

Body Maps should be used to document and illustrate visible signs of harm and physical injuries.  

Always use a black pen (never a pencil) and do not use correction fluid or any other eraser.  

Do not remove clothing for the purpose of the examination unless the injury site is freely available because of treatment.

*At no time should an individual teacher/member of staff or school be asked to or consider taking photographic evidence of any injuries or marks to a child’s person, this type of behaviour could lead to the staff member being taken into managing allegations procedures, the body map below should be used in accordance with recording guidance.  Any concerns should be reported and recorded immediately to the appropriate safeguarding services, e.g. MASH or the child’s social worker if already an open case to social care.


When you notice an injury to a child, try to record the following information in respect of each mark identified e.g. red areas, swelling, bruising, cuts, lacerations and wounds, scalds and burns:

· Exact site of injury on the body e.g. upper outer arm/left cheek.
· Size of injury - in appropriate centimetres or inches.
· Approximate shape of injury e.g. round/square or straight line.
· Colour of injury - if more than one colour, say so.
· Is the skin broken?
· Is there any swelling at the site of the injury, or elsewhere?
· Is there a scab/any blistering/any bleeding?
· Is the injury clean or is there grit/fluff etc.?
· Is mobility restricted as a result of the injury?
· Does the site of the injury feel hot? 
· Does the child feel hot?
· Does the child feel pain?
· Has the child’s body shape changed/are they holding themselves differently?

Importantly the date and time of the recording must be stated as well as the name and designation of the person making the record.  Add any further comments as required.

Ensure First Aid is provided where required and record

A copy of the body map should be kept on the child’s concern/confidential file.


	BODYMAP


(This must be completed at time of observation)

	Names for Child:
	
	Date of Birth:
	

	Name of Worker:
	
	Agency:
	

	Date and time of observation:
	



	[image: BODY-1]
	[image: BODY-2]






	
Name of Child:
	
	Date of observation:
	

	[image: HEAD-1]
	[image: HEAD-2]

	FRONT
	BACK

	[image: HEAD-3]
	[image: HEAD-4]

	RIGHT
	LEFT



	
Name of Child:
	
	Date of observation:
	

	[image: HAND-1]
	[image: HAND-2]

	R
	L

	BACK

	[image: HAND-3]
	[image: HAND-4]

	R
	L

	PALM



	Name of Child:
	
	Date of observation:
	

	[image: FOOT-1]

	[image: FOOT-2]

	R
	TOP
	L
	R
	BOTTOM
	L

	

	[image: FOOT-3]
	[image: FOOT-4]

	R
	L

	INNER

	[image: FOOT-5]
	[image: FOOT-6]

	R
	L

	OUTER

	Printed Name and Signature of worker:

	
	Date:

Time:
	

	Role of Worker
	

	Other information:




Part- Time Timetable Guidance for Schools and Academies

Academic Year 2021- 2022

1. Purpose of the guidance

This guidance is to assist schools in ensuring they comply with statutory obligations and that they do not inadvertently exclude a pupil through the imposition of a reduced timetable.

The guidance ensures that there is a clear understanding of the law within all Doncaster schools and that every child’s right to a full-time education is robustly supported. 


2. Definition of a part-time timetable

The Department for Education statutory guidance on the use of part-time timetables and exclusions is very clear:
 
All pupils of compulsory school age are entitled to a full-time education. In very exceptional circumstances, there may be a need for a temporary part-time timetable to meet a pupil’s individual need. For example, where a medical condition prevents a pupil from attending full-time education and a part time package is considered as part of a reintegration package. A part-time timetable must not be treated as a long-term solution. Any pastoral support programme or other agreement must have a time-limit by which point the pupil is expected to attend full-time or be provided with alternative provision. (Pg19, School Attendance, Department for Education, August 2020)


3. Full-time education 

All pupils of compulsory schools age are entitled to a full-time education. 

Legally, full-time education is defined in statute as: 

· 21 hours at Key Stage 1
· 23.5 hours at Key Stage 2
· 24 hours at Key Stage 3
· 24 hours at Key Stage 4 (Year 10)
· 25 hours at Key Stage 4 (Year 11)

Any pupil accessing fewer hours than the defined minimum for their key stage should be reported as accessing a part-time timetable or their hours should be increased to bring them in line with the required hours. 
Schools are not required to report a part-time timetable for pupils that are accessing fewer hours than their peers if they are accessing at least the minimum hours stated above.  

4. Illegal/informal exclusions

The Office of the Children’s Commissioner has investigated illegal exclusions and its report found that: 

· There is a profound and troubling lack of awareness of the law. This can lead to illegal exclusions taking place by accident. 
· Head teachers and governing bodies have a shared statutory duty to ensure their schools act within the law at all times. (p38, Always Someone Else’s Problem)
 
In addition, the Statutory Guidance on School Exclusion from the DfE states that: 
 “Informal” or “unofficial” exclusions, such as sending a pupil home to “cool off”, are unlawful. ALL exclusions of a pupil must be formally recorded.
(Paragraph 13, Exclusion from maintained school, Academies and pupil referral units in England, DfE).

If it is necessary for a pupil to attend for fewer hours than their peers, this agreement must be formalised in a part-time timetable agreement and must follow the guidelines in regard to consent and timescales. 


5. Legitimate and Lawful Part-Time Timetables

Part-time timetables should only be used in very limited circumstances.
For example:

· Where a pupil has a short-term medical condition that prevents full-time attendance for a time limited period.
· As part of a staged reintegration following an extended period of absence. 
· When there are behavioural difficulties and the school is trying a part-time timetable as an intervention to avoid permanent exclusion.  
· Where the reduced timetable is introduced as an intervention for a behavioural difficulty, it will only very rarely be appropriate to repeat the intervention. Different interventions need to be utilised if the reduced timetable failed.
· Advice about alternative interventions can be sought by contacting bits@doncaster.gov.uk 

6. Principles of a Part-Time Timetable

The following principles should underpin requests for part-time timetables.

A reduced timetable should be:
· A response to an assessment of need. 
· Should be for limited period (suggested maximum length 8 weeks).
· Reviewed regularly and amendments agreed.
· Clearly understood by all parties including support agencies as appropriate.
· Risk assessed to evaluate the impact on the pupil.
· One that allows work to be completed at home and school, which equates to their full-time school hours (providing they are medically fit).
· Recorded with the local authority using the correct reporting form.

Parents/carer and child must:
· Consent and agree to participate in part-time timetable agreement by signing the reporting form.
· Indicate within the agreed plan how they will guarantee the pupil’s safety off site and undertake supervision of schoolwork.

When a family disagree with the school’s request to implement a part-time timetable, discuss:
· The benefits for the child.
· The support their child and they will receive from school.
· That use of a part-time timetable is a time-bound and regularly reviewed intervention. 

7. Pupils with a Statement of Special Education Needs or an Education, Health & Care Plan

A reduced timetable should only be used for a pupil with a Statement of Special Education Needs or an Education, Health & Care (EHCP) in very limited circumstances. 
A pupil should not be put on a reduced timetable because of their special educational need, as this may constitute discrimination. 
In some cases, a special educational need may also be a disability and therefore constitute a protected characteristic under the Equity Act 2010. 

Procedure for implementing the part-time timetable
· When a reduced timetable is being considered for a child with an EHCP or Statement, the school must first convene an interim annual review to secure the agreement of both parents/carers and the SEND caseworker and to ensure that all elements of the provision are met through the reduced timetable arrangement. 
· Under the SEND Code of Practice, all parties, including parents and the young person, must be given at least two weeks’ notice of the date of the Annual Review meeting (SEND Code of Practice, para 9, 176) and updated records must be shared with participants prior to the review. 
· This means that no reduced timetable can be implemented with immediate effect. If it is required as an emergency measure, however, the annual review must be convened within two weeks of the start date.


8.  Looked After Children
 
Looked after children are some of our most vulnerable pupils and therefore a reduced timetable should only ever be implemented in exceptional circumstances, and when all other interventions have been tried. 

Procedure for implementing the part-time timetable
· A reduced timetable for a Looked after Child should never be implemented without the written agreement of the Virtual School. 
· Best practice states that an interim PEP meeting should be called if a reduced timetable is being considered as an intervention. 
· Use of the part-time timetable should be agreed at the appropriate multi agency meeting prior to the timetable commencing and should be recorded in the minutes of the meeting as appropriate.


9.  Children accessing support from Early Help or Social Care

When the child is subject to a Child in Need / Child Protection or Early Help plan, a reduced timetable should only be used in the most exceptional circumstances

Procedure for implementing the part-time timetable
· A reduced timetable for a child subject to a child protection or child in need plan should never be implemented without the written agreement of the child’s social worker. 
· Use of the part-time timetable should be agreed at the appropriate Team around the Child meeting prior to the timetable commencing and should be recorded in the minutes of the meeting as appropriate.

10.  Marking the attendance register 

C code: Leave of absence authorised by the school

Schools can approve educational activities that take place away from the school providing they meet the requirements set out in regulations and guidance. See DfE School Attendance guidance 2020.
In respect of part-time timetables, the guidance states:
In agreeing to a part-time timetable, a school has agreed to a pupil being absent from school for a part of the week or day and therefore must record it as authorised absence. (Pg19, School Attendance, Department for Education, August 2020). 

11.  Reporting Part-Time Timetables to the Local Authority

· DMBC requires all schools to report any pupils who are accessing a part-time timetable to the LA without delay. 
· Current guidance from OFSTED states that all schools should notify the Local Authority of any part-time arrangements and this is likely to be monitored through inspections.
· Schools should complete the Doncaster Council part-time timetable reporting form for each pupil that is accessing a reduced timetable. 
· Section one should be fully completed when the part-time timetable is implemented. The report form should be sent to bits@doncaster.gov.uk
· Schools do not need to wait for authorisation from the LA before commencing the part-time timetable.  
· Section 2 should be completed every time the part-time timetable is reviewed/ adjusted. The updated reporting form should be sent to bits@doncaster.gov.uk 
· Section 3 should be completed when the part-time timetable is terminated.  The updated reporting form should be sent to bits@doncaster.gov.uk

13- Further Advice

· If you require further advice on the use of reduced timetables please contact the Engagement & Behaviour Team at bits@doncaster.gov.uk or on 01302 734210.
· Alternatively, you can contact Behaviour Outreach Support Service on 01302 736295.
· Please consult the checklist below for guidance before implementing a part-time timetable.












Part-Time Timetable – Checklist for school
DMBC advise all schools to complete the checklist below before implementing any part-time timetable. 

	
	
Appropriate assessment has been undertaken and confirms the need for a reduced timetable to secure improved outcomes. 


	
	
A risk assessment has been undertaken to ensure pupil safety whilst off-site. 


	
	
The objectives of the part-time timetable and the arrangements associated with its creation and review are recorded within a plan. 


	
	
The parent/guardian have consented in writing. 


	
	
If the pupil has an EHCP or Statement, the part-time timetable and plan has been agreed through an interim Annual Review, exceptional circumstances have been considered and relevant Officers informed (see guidance page 5). 


	
	
If the pupil is accessing support from Early Help or Social Care, a multi-agency meeting of professionals involved has been convened to agree the plan. 


	
	
Arrangements have been made to review the plan by the mainstream school within 8 weeks. 


	
	
The plan ensures that the pupil has sufficient (amounting to full time) education and appropriately differentiated work to complete for the hours out of school. Arrangements for marking, assessment and feedback are in place.  


	
	
Complete the part-time timetable reporting form and return to the LA at bits@doncaster.gov.uk 





Part-Time Timetable Reporting Form 2021-2022

	Section One - Initiating the Part-time timetable



	Pupil Details

	Pupil First Name  
	

	Surname
	
   

	Date of Birth
	Click here to enter a date.
 

	UPN
	

	Gender
	

	Ethnicity
	

	Year Group
	Choose an item.
	Is the Pupil CIN?
Is the Pupil CP?
	☐Yes     ☐No     
☐Yes     ☐No         
	Does the Pupil have SEN Support?
	☐Yes     ☐No       

	Is the Pupil a looked after child?
	☐Yes     ☐No       
	Does the Pupil have an EHCP?
	☐Yes    ☐No       




	School Details
	

	School Name
	

	Main contact (email address) 
	




	Part-Time Timetable Details


	Start date of part-time timetable
	Click or tap to enter a date.
	Initial weekly hours
	

	Which days will the pupil attend school?

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	Yes☐ No ☐
	Yes☐ No ☐
	Yes☐     No ☐
	Yes☐  No ☐ 
	Yes☐ No ☐

	Reason for part-time timetable  
(Check all that apply)
	Medical-Physical Health ☐
	Medical- Mental Health ☐
	Behavioural
☐
	Emotional
☐

	Planned end date of part-time timetable        
(within 8 weeks of start date)
	Click or tap to enter a date.



	Consent for Part-Time Timetable


	School signature:
	

	Date:

	Parent signature:
	

	Date:

	Pupil signature:
	

	Date:



Please complete all sections above and send to bits@doncaster.gov.uk when initiating any part-time timetables.

Please retain a copy of this document so that you can go on to complete sections 2 and 3 when necessary. 

	Section Two- Reviewing and Amending the part-time timetable



	Part-time timetable reviews / adjustments


	Review date
	Weekly Hours
	Days attending

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Yes☐ No ☐
	Yes☐ No ☐
	Yes☐     No ☐
	Yes☐  No ☐ 
	Yes☐ No ☐

	Review date
	Weekly Hours 
	Days attending

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Yes☐ No ☐
	Yes☐ No ☐
	Yes☐     No ☐
	Yes☐  No ☐ 
	Yes☐ No ☐

	Review date
	Weekly Hours
	Days attending

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Yes☐ No ☐
	Yes☐ No ☐
	Yes☐     No ☐
	Yes☐  No ☐ 
	Yes☐ No ☐

	Review date
	Weekly Hours
	Days attending

	
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	Yes☐ No ☐
	Yes☐ No ☐
	Yes☐     No ☐
	Yes☐  No ☐ 
	Yes☐ No ☐



	Extension of Part-Time Timetable


	If the part-time timetable will remain in place past the 8-week deadline, please provide a reason below. 

	Reason for extension
	


	Amended planned end date
	Click or tap to enter a date.




Please send an updated copy of this report to bits@doncaster.gov.uk when any reviews are held, any adjustments are made and/or when any extensions past 8 weeks are agreed.

	Section Three- Terminating the Part-Time Timetable



	Termination of Part-Time Timetable


	End date of part-time timetable
	Click or tap to enter a date.
	Reason for termination
(please tick as appropriate)
	Returned to full time timetable
	

	
	Moved school
	

	
	Accessing specialist provision
	


Please send a copy of this report to bits@doncaster.gov.uk when the part-time timetable is terminated. 
Auditing of Pupil Records

The Named Governor for child protection and safeguarding, on behalf of the governing body, has confirmed that the school’s record keeping in relation to children of concern is appropriate, by conducting an audit of a sample of pupil files every year.  
Guidelines for conducting such an audit are contained below and referred to in the Clerks briefing paper as Question 17.

Governor Compliance

Auditing your school’s record keeping.

Good record keeping is not bureaucracy - it is safeguarding!

Background: Recent serious case reviews and domestic homicide reviews in Nottinghamshire have repeatedly identified poor record keeping by schools as a problem.  Governors need to be confident that schools keep careful records in relation to children of concern.  One way to do this is for school to conduct an audit of a sample of pupil files each year.  The audit could be undertaken by the Head Teacher, Deputy Head Teacher, Senior Designated Person, Deputy Designated Person, lead governor for safeguarding or any combination of these people.

Purpose: The aim of such an audit is to learn how effective school record keeping is in relation to children of concern – potentially the most vulnerable pupils in the school.  Lessons from the audit can then be fed back to all staff to improve future practice.

Sample: Clearly the more files that you examine, the fuller the picture you will have of processes in your school.  However, this needs to be balanced against the time demands of an audit.  In smaller primary schools, looking at one file from each year group might give sufficient information, while in larger primary schools two from each year group might seem more appropriate.  In a secondary school, the audit may need to look at as many as three or four files from each year group.  It is also reasonable to take a proportionate approach; if audits regularly show widespread good practice then fewer files may need to be examined in future.  If, however, the audit reveals poor practice this will indicate the need not only for training and guidance but also more careful monitoring of this issue.

Confidentiality: Material in pupil files is often of a very sensitive nature and the highest standards of confidentiality are required by anyone reading these files.








Checklist:

To guide an audit of ‘concern files’ this checklist will help to identify key issues.

	
	Yes/No
	Follow up action/further information

	Does the child’s main pupil record have a clear marker on it to indicate that a concern file is also held?  (We recommend that a clear red C is written on the top right hand corner of the main file.  This alerts any member of staff to the existence of a separate concern file.)
	
	

	Was all confidential information transferred from the main pupil file to the concern file when it was opened?  (Check there are no confidential documents still sitting in the main file.)
	
	

	Does the concern file have an up-to-date and accurate ‘Front Sheet’ giving basic factual information about the child and family?
	
	

	Does the file have a brief running chronology of events/concerns? This chronology would normally be begun in the child’s main pupil file and then transferred when the threshold for concern is reached and a ‘concern file’ is opened.
	
	

	Is every entry in the file timed, dated and have the name and signature of the person who wrote the entry? 
	
	

	Have staff made use of the ‘logging a concern’ template or a similar school template to help them record issues?
	
	

	Where applicable, have any original contemporaneous notes been kept, in addition to later more formal records.
	
	

	Have telephone calls and discussions with other agencies (police, health, social care) been recorded and is it clear from these notes what action is to be taken and by whom?
	
	

	Is there evidence that the school’s Senior Designated Person has reviewed the file and discussed the child with relevant staff?
	
	

	Is there evidence that school staff have weighed up the information they have about a child of concern, discussed it appropriately with others and then taken appropriate action such as sharing information with another agency, completing an ECAF or referral to another agency.  Have these actions been followed through?
	
	

	If meetings relating to the child and their family have been called did school:

i)  send a report if requested
ii) send a representative
iii) receive minutes of the meeting
iv) complete any actions they were assigned by the meeting
v) ensure that other key people in school were aware of any important issues.
	
	

	If injuries to the child have been noted by school, did staff use the body map recording form and were the records clear?
	
	

	Moving between schools can be a time of risk as children may be leaving a school where they and their family are known well, to attend one where they may not be known.  It would be wise to include in the audit a consideration of a child who has ‘moved in’ recently and one who has ‘moved out’.

i) If the pupil concerned has transferred in from another school is there evidence that the Senior Designated Person from this school and previous school discussed the pupil at transfer and that a note was made of that discussion.

ii) For a pupil of concern who moved out recently did the Senior Designated Person make contact with the new Senior Designated Person at the new school?  Is there a note to that effect?  Was the pupil’s concern file delivered to the new school?  Is there evidence that the file was received?
	
	



Learning from the audit

An audit such as this is not intended to be a ‘box ticking exercise’.  The purpose is to understand how well staff fulfil their duties in relation to safeguarding in terms of how well records are maintained.  Following the audit there should be a discussion about any strengths and weaknesses identified.  The intention is not to criticise any individual member of staff but to see what lessons the school community, as a whole, needs to learn.  The lessons from the audit can be fed back to all staff using the school’s normal staff training or briefing routes.
DRAFT
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Allegations Against Staff, Carers and Volunteers

All organisations providing services to children (anyone under 18years old) must ensure that those who work with or on behalf of children and young people are competent, confident and safe to do so. Likewise, anyone who comes into contact with children and young people in their work has a duty of care to safeguard and promote their welfare.

The vast majority of adults who work with children act professionally and aim to provide a safe and supportive environment which secures the well-being and very best outcomes for children and young people in their care. However, it is recognised that in this area of work tensions and misunderstandings can occur. It is here that the behaviour of adults can give rise to allegations of abuse being made against them. Allegations may be misplaced or malicious. They may arise from differing perceptions of the same event, but when they occur, they are inevitably distressing and difficult for all concerned. 

Equally, it must be recognised that some allegations will be genuine and there are adults who will deliberately seek out, create or exploit opportunities to abuse children. It is therefore essential that a clear process exists for the investigation and resolution of allegations made for the benefit of all concerned.


Who is covered by the allegations against staff process? 
This process covers all persons working within the children’s workforce in either a paid or unpaid capacity and includes volunteers and foster carers. This includes anyone working in a health, education, social care, faith groups or voluntary sector service setting as well as any other service provided to children. An adult may have more than one role working with children and their suitability must be considered in whatever capacity they are working with children.

Who is responsible for the allegations against staff process in Doncaster? 
The process is managed by Doncaster’s LADO (Local Authority Designated Officer). All local authorities must have a LADO who is responsible for

· managing individual cases 
· providing advice and guidance 
· liaising with police and other agencies 
· Monitoring progress of cases for 	timeliness, thoroughness and fairness. 

The LADO can be contacted as follows:

 LADO
Mary Woollett Centre
Danum Road
Doncaster
DN4 5HF

LADO Tel: 01302 737748
LADO Administrator Tel: 01302 737332
email: LADO@dcstrust.co.uk

Education related enquiries may be emailed to educationsafeguarding@doncaster.gov.uk or contact Sarah Stokoe  


ANNEX A

When is it necessary to contact the LADO? 
All allegations that meet the following criteria must be reported to the LADO within one working day, where it is alleged that someone has:

• behaved in a way that has harmed a child, or may have harmed a child;

• possibly committed a criminal offence against or related to a child;

• behaved towards a child or children in a way that indicates he or she would pose a risk of harm if they work regularly or closely with children. 

The LADO can also be contacted for advice regarding concerns or suspicions about behaviour towards children by staff within Doncaster’s children’s workforce. 

What happens when I contact the LADO?
Most referrers will be asked to complete a referral form and where necessary provide other supporting information. The LADO will then complete an initial evaluation and provide advice regarding the pathway to be followed to resolve the allegation.

The LADO will advise the employer whether or not informing the parents of the child(ren) involved will impede the disciplinary or investigative processes. Acting on this advice, if it is agreed that the information can be fully or partially shared, the employer should inform the parent/s. In some circumstances, however, the parent/s may need to be told straight away (e.g. if a child is injured and requires medical treatment).

The parent/s and the child, if sufficiently mature, should be helped to understand the processes involved and be kept informed about the progress of the case and of the outcome where there is no criminal prosecution. This will include the outcome of any disciplinary process, but not the deliberations of, or the information used in, a hearing.

The employer should seek advice from the LADO, the police and / or LA children's social care about how much information should be disclosed to the accused person.

Subject to restrictions on the information that can be shared, the employer should, as soon as possible, inform the accused person about the nature of the allegation, how enquiries will be conducted and the possible outcome

The LADO may also need to hold a LADO strategy meeting and will need to ensure that the relevant people are invited to it and any follow up meetings to ensure that the full scope of the enquiry can be effectively addressed. This will include an invitation to the employers Senior Manager unless there is good reason not to do so.

A LADO strategy discussion or initial evaluation can be conducted by way of a series of video/telephone calls with a dedicated minute taker wherever practicable.

The LADO will normally chair the LADO strategy/evaluation meeting and the participants should be sufficiently senior to contribute all relevant available information about the allegation, child and accused person and make decisions on behalf of their agencies.



The LADO should regularly monitor the progress of cases either by:
• Holding review LADO strategy discussions/meetings; or

• By liaising with the police and/or children’s social care, employers and any other relevant parties.

A final LADO strategy or evaluation discussion/meeting should be held at the end of enquiries to ensure that all tasks have been completed and where appropriate to agree an action plan for learning lessons in order to inform future practice.

There should be an identified outcome for all allegation investigations:
Substantiated: there is sufficient identifiable evidence to prove the allegation;
False: there is sufficient evidence to disprove the allegation;
Malicious: there is clear evidence to prove there has been a deliberate act to deceive and the allegation is entirely false;
Unsubstantiated: this is not the same as a false allegation. It means that there is insufficient evidence to prove or disprove the allegation; the term therefore does not imply guilt or innocence.

Will suspension be necessary?
Decisions about suspension are made on a case by case basis and depend on the nature and seriousness of the allegation. Whilst the LADO can offer advice only an employer may make a decision to suspend a staff member. Many people subject to allegations are not suspended although their working arrangements may be adjusted whilst the matter is followed up.

The possible risk of harm to children posed by an accused person needs to be evaluated and managed effectively - in respect of the children involved in the allegations, and any other children in the individual’s home, work or community life. In some cases, this requires the employer to consider suspending the person. Suspension should be considered in any case where; 

• There is cause to suspect a child has suffered, or is likely to suffer significant harm; or
 
• The allegation warrants investigation by the police; or

• The allegation is so serious that it might be grounds for dismissal.

People must not be suspended automatically or without careful thought and it should not be considered as a default option. Employers must consider carefully whether the circumstances of a case warrant a person being suspended from contact with children until the allegation is resolved.

How long will an allegation take to investigate?
It is important that allegations are investigated as quickly as possible for all concerned. Initial evaluations by the LADO begin immediately and initial advice is given within a few days and usually concluded within a month. More complex investigations or those involving the police can take longer but the LADO is expected to monitor these for timeliness and assist in resolving delays where possible.
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http://www.doncasterchildrenstrust.co.uk/
If you are worried about a child in an emergency

Contact 01302 734100 between 8:30am and 5pm, Monday to Friday

Outside of these hours call 
01302 796000
or
Children’s Services 
Multi Agency Access Point
01302 737777

· Regardless of the nature of allegations and who receives the allegation, it must be reported to the LADO. This must include situations where the worker resigns. Compromise agreements are not acceptable in such circumstances and may put others at risk in the future.
· Complaints procedures are separate to the allegations process and just because someone does not wish to make a complaint, this does not mean the allegation should not be considered and investigated.
· Any allegation is likely to cause anxiety and distress to all those involved. Early contact with the LADO for advice and guidance will assist with the process and ensure that support is considered at the earliest opportunity.
· It is extremely important that when an allegation is made, the organisation makes every effort to maintain confidentiality. This is important for both the adult who has been accused and for the child(ren) concerned.
· There is a legal requirement for organisations to make a referral to the DBS (Disclosure and Barring Service) where they think that an individual has engaged in conduct that harmed (or is likely to harm) a child; or if a person otherwise poses a risk of harm to a child. This applies even if that person has subsequently resigned or the organisation no longer uses their services.

LADO
01302 737748

LADO details Milovan Orlandich and Caroline Tanner

[image: dscb]
Doncaster Safeguarding Children Partnership Procedures can be found at:
http://doncasterscb.proceduresonline.com/

Doncaster Safeguarding Children Partnership website can be found at:
http://www.dscp.org.uk 
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1) Acknowledgements
We would like to thank C who has bravely shared her experiences and supported the development of this guidance.


2) Rationale
This guidance has been developed as a result of a brave individual who shared her experience of sexual abuse as a young adult. Nationally there is a growing recognition of child sexual abuse and that it is not uncommon for individuals not to disclose until their adult years. The National Inquiry into Child Sexual Abuse is underway and a number of high profile cases have reinforced the extent and long term impact of abuse in childhood/ adulthood.
It is very difficult for individuals to speak out about the abuse they have suffered and it takes courage to come forward and share their experiences. The response and support individuals receive is crucial and it is incumbent on agencies to ensure that staff are trained and demonstrate compassion and competence in knowing where to report and how to support an individual who makes a disclosure.
There is a large amount of literature on the negative consequences of untreated trauma of abuse. The impact of sexual abuse on mental health can be long term and profound particularly if people do not get a helpful response when they disclose.


3) Principles applying to disclosures of non-recent (historical) sexual abuse

· Historical allegations of abuse should be responded to in the same way as contemporary allegations
· Abuse can be reported regardless of how long ago it happened
· Abuse is never the fault of the victim
· Individuals who make allegations of non-recent abuse will be believed and supported to seek the help they wish
· It is important to consider whether the alleged offender could still pose a possible risk to children or vulnerable adults, if so safeguarding procedures should be followed
· The individual who made a disclosure should always be fully informed regarding the process
· The individual who made a disclosure should have one consistent staff member to support them



· Consideration should be given to whether the individual who made the disclosure wants a male or female supporter allocated and this should be facilitated wherever possible
· Support for individuals should be coordinated and independent support outside of the organization where a concern is raised about a professional within it, should be incorporated into the package
· In all cases, there should multi agency consideration of the issues which will involve joint discussion and liaison between agencies.
· The Local Authority Designated Officer (LADO)/ People in Positions of Trust (PiPOT) Lead has a specific response to historical allegations against people who work or worked with children, young people/ vulnerable adults
· The individual who made the disclosure should have regular contact with the same person at intervals agreed with the individual
4) Definition of non-recent (Historical abuse) sexual abuse
An allegation of sexual abuse made by or on behalf of someone who is now 18 years or older, relating to an incident which took place in their childhood or early adult years.
Abuse will often involve the corruption of a trusting relationship through a process commonly termed as ‘grooming’.
People may perpetrate abuse for many years and they can abuse the same victim or a number of victims over a period of time.
It is common for offenders to seek a position of trust either in their personal lives or through employment which allows them to gain access to children and young people.
5) Reasons why individuals may be reluctant to disclose their experiences of abuse

· Fear of not being believed
· Fear of being blamed by others for what has happened
· Feeling shame about what has happened to them
· Fear caused by threats
· Love or attachment to the person who abuse them
· Being in denial about what has happened or experiencing dissociation triggered by memories of abuse
· Feeling that they are the only person this has happened to
· Feeling scared that the family will break up as a result of disclosure
· Fear of racism
· Gender stereotyping

· Fear of exclusion from the community
· Fear they may lose their job, damage their career
· Fear of re victimisation
· Fear of court

6) Responses to a disclosure of non-recent sexual abuse

When an adult makes a disclosure to a professional that he/she has suffered abuse as a child/young person the professional to whom the disclosure is made should:
· Clarify whether there are any children/ young people or adults who may currently be at risk from the alleged perpetrator
· Ascertain whether the adult is aware of the alleged perpetrators recent or current whereabouts and any contact the alleged perpetrator may have with children/ young people/ adults
· Advise the adult to make a formal complaint to the police and offer the individual support in making the formal complaint to the police
· A referral can be made to children or adult social care and where it is believed that the alleged perpetrator has contact with children/ young people a referral to children’s social care should be made. Equally, if it is believed that the alleged perpetrator has contact with vulnerable adults then a referral to adult social care should be made.
· It is recognised that disclosure can be anxiety provoking for individuals, however feedback given by victims of abuse identify the reason for their disclosure is that they do not want others to suffer the same experiences as they did and are prepared to pass on information to protect others.
· In the circumstance where the adult does not wish to report to the police, but it is believed other children/ young people or vulnerable adults could be at risk, it should be explained to the individual the professional’s duty to refer to social care to safeguard other individuals.
· The professional should record the discussion in detail
· If the individual wishes to remain anonymous, where possible this will be respected.
· The professional receiving the disclosure should liaise with the named safeguarding professional in their organisation for advice and guidance and to ensure a comprehensive package of support can be put into place
The two main referral points for receiving non recent allegations of abuse are the police and adult or children’s social care services.
Upon receipt of an allegation of non-recent abuse it is important that agencies come together to consider the parameters of multi-agency support for the

individual alongside the criminal investigation. In order to facilitate this, a historical abuse strategy/planning meeting will be called by either the police/ social care/ LADO/ PIPOT Lead.
Relevant agencies will be invited to participate in the historical abuse strategy/planning meeting through:
· Sharing all the relevant information
· Ensuring that all safeguarding checks and any resulting actions have been completed or are in the process of
· Ensure all appropriate support is in place for the victim
· Consider advocacy for the individual ensuring that it is informed through discussion with them
· Decide on how best to progress the case
· Consider if the there are several unrelated children/ young people/vulnerable adults and/or more than one perpetrator and the Investigating Complex (organised or multiple) Abuse procedure should be followed
· Agree a plan for any further work
· Agree when the alleged perpetrator should be made aware of the allegation
· Consider if a referral needs to be made to a regulatory body
· Consider if a further meeting is required
· Arrange independent support for the individual e.g. DRASACS

7) Conflicts of Interest

It is recognised that there may be occasions where an individual receives or is made aware of a disclosure and there could be a conflict of interest due to a personal connection to the person whom is alleged to have perpetrated abuse. It is important that this is disclosed to a manager/ member of the safeguarding team immediately. Action can then be taken to remove the individual affected by the conflict of interest from further enquiries/ investigation/ support regarding the disclosure made.
8) Timescales
Disclosures of non-recent abuse where there are concerns about other potential victims should be reported to either the police or social care services within 1 working day.
Timescales for action will follow the statutory guidance being applied e.g. Working Together to Safeguard Children 2018, the Care Act 2014
Annex E 

New 2021 LOCAL SOLUTIONS

Four Local Solutions groups have been established across the borough to support families who may need additional support.

The Local Solution groups are made up of a range of practitioners (further details below), who come together regularly to meet the needs of children, young people and their families. The groups are based in each of Doncaster’s locality areas, Central, North, South and East so that practitioners can be on the ‘ground’, and work with communities, building on the many strengths and assets already in place. 

How to make referrals into Local Solutions
If you feel a family you are working with would benefit from the support of the local solutions group, you can make a referral into the Local Solutions Group. You can do this by contacting your local group: 
Central: LocalSolutionCentral@doncaster.gov.uk
North: LocalSolutionNorth@doncaster.gov.uk
East: LocalSolutionEast@doncaster.gov.uk
South: LocalSolutionSouth@doncaster.gov.uk
When you make contact with your Local Solution Group, it is important to send the information needed to progress the referral:
Family Details: The names, dates of births of family members, address and contact phone number
What you are worried about:  A summary or bullet points of the situation or needs
What is working well: A summary of the strengths and positive factors already in place
What would help: Idea’s from the family or yourself as to what would help improve things

The LSG initial conversation form FAQs and additional information can be viewed In Annex E.
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PREVENT REFERRAL FORM



		REFERRAL PROCESS



		By sending this form you consent for it to arrive with both your dedicated Local Authority safeguarding team & Prevent policing team for a joint assessment. Wherever possible we aim to give you feedback on your referral, please be aware, however, that this is not always possible due to data-protection & other case sensitivities.

Once you have completed this form, please email it to: Prevent_Inbox@southyorks.pnn.police.uk

If you have any questions whilst filling in the form, please call: 0114 2523217



		INDIVIDUAL’S BIOGRAPHICAL & CONTACT DETAILS



		Forename(s):

		First Name(s)

		Surname:

		Last Name

		Date of Birth (DD/MM/YYYY):

		D.O.B.

		Approx. Age (if DoB unknown):

		Please Enter

		Gender:

		Please Describe

		Known Address(es):

		Identify which address is the Individual’s current residence

		Nationality / Citizenship:

		Stated nationality / citizenship documentation (if any)

		Immigration / Asylum Status:

		Immigration status? Refugee status? Asylum claimant? Please describe.

		Primary Language:

		Does the Individual speak / understand English? What is the Individual’s first language?

		Contact Number(s):

		Telephone Number(s)

		Email Address(es):

		Email Address(es)

		Any Other Family Details:

		Family makeup? Who lives with the Individual? Anything relevant.

		



		
DESCRIBE CONCERNS

		

In as much detail as possible, please describe the specific concern(s) relevant to Prevent. 





		Please Describe

		

FOR EXAMPLE: 



· How / why did the Individual come to your organisation’s notice in this instance? 

· Does it involve a specific event? What happened? Is it a combination of factors? Describe them. 

· Has the Individual discussed personal travel plans to a warzone or countries with similar concerns? Where? When? How?

· Does the Individual have contact with groups or individuals that cause you concern? Who? Why are they concerning? How frequent is this contact?

· Is there something about the Individual’s mobile phone, internet or social media use that is worrying to you? What exactly? How do you have access to this information?

· Has the Individual expressed a desire to cause physical harm, or threatened anyone with violence? Who? When? Can you remember what was said / expressed exactly?

· Has the Individual shown a concerning interest in hate crimes, or extremists, or terrorism? Consider any extremist ideology, group or cause, as well as support for “school-shooters” or public-massacres, or murders of public figures.

· Please describe any other concerns you may have that are not mentioned here.





		COMPLEX NEEDS

		Is there anything in the Individual’s life that you think might be affecting their wellbeing or that might be making them vulnerable in any sense? 



		Please Describe

		

FOR EXAMPLE: 



· Victim of crime, abuse or bullying.

· Work, financial or housing problems.

· Citizenship, asylum or immigration issues. 

· Personal problems, emotional difficulties, relationship problems, family issues, ongoing court proceedings.

· On probation; any erratic, violent, self-destructive or risky behaviours, or alcohol / drug misuse or dependency.

· Expressed feelings of injustice or grievance involving any racial, religious or political issue, or even conspiracy theories.

· Educational issues, developmental or behavioural difficulties, mental ill health (see Safeguarding Considerations below). 

· Please describe any other need or potential vulnerability you think may be present but which is not mentioned here.





		OTHER INFORMATION

		Please provide any further information you think may be relevant, e.g. social media details, military service number, other agencies or professionals working with the Individual, etc..



		Please Describe





		PERSON WHO FIRST IDENTIFIED THE CONCERNS



		Do they wish to remain anonymous?

		Yes / No

		Forename:

		Referrers First  Name(s)

		Surname:

		Referrers Last Name

		Professional Role & Organisation:

		Referrers Role / Organisation

		Relationship to Individual:

		Referrers Relationship To The Individual

		Contact Telephone Number:

		Referrers Telephone Number

		Email Address:

		Referrers Email Address

		PERSON MAKING THIS REFERRAL (if different from above)



		Forename:

		Contact First Name(s)

		Surname:

		Contact Last Name

		Professional Role & Organisation:

		Contact Role & Organisation

		Relationship to Individual:

		Contact Relationship to the Individual

		Contact Telephone Number:

		Contact Telephone Number

		Email Address:

		Contact Email Address



		REFERRER’S ORGANISATIONAL PREVENT CONTACT (if different from above)



		Forename:

		Referrers First  Name(s)

		Surname:

		Referrers Last Name

		Professional Role & Organisation:

		Referrers Role / Organisation

		Relationship to Individual:

		Referrers Relationship To The Individual

		Contact Telephone Number:

		Referrers Telephone Number

		Email Address:

		Referrers Email Address



		



		RELEVANT DATES



		Date the concern first came to light:

		When were the concerns first identified?

		Date referral made to Prevent:

		Date this form was completed & sent off?





		SAFEGUARDING CONSIDERATIONS



		Does the Individual have any stated or diagnosed disabilities, disorders or mental health issues?

		Yes / No

		Please describe, stating whether the concern has been diagnosed.

		Have you discussed this Individual with your organisations Safeguarding / Prevent lead?

		Yes / No

		What was the result of the discussion?

		Have you informed the Individual that you are making this referral?

		Yes / No

		What was the response?

		Have you taken any direct action with the Individual since receiving this information?

		Yes / No

		What was the action & the result?

		Have you discussed your concerns around the Individual with any other agencies?

		Yes / No

		What was the result of the discussion?

		



		INDIVIDUAL’S EMPLOYMENT / EDUCATION DETAILS



		Current Occupation & Employer:

		Current Occupation(s) & Employer(s)

		Previous Occupation(s) & Employer(s):

		Previous Occupation(s) & Employer(s)

		Current School / College / University:

		Current Educational Establishment(s)

		Previous School / College / University:

		Previous Educational Establishment(s)







		
THANK YOU



		Thank you for taking the time to make this referral. Information you provide is valuable and will always be assessed.



If there is no Prevent concern but other safeguarding issues are present, this information will be sent to the relevant team or agency to provide the correct support for the individual(s) concerned.
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Introduction and Background



The threat from violent extremism in this country is real and severe.  It can involve the exploitation of vulnerable people, with the aim of drawing them into committing criminal acts of violence and terrorism.  This protocol is designed to provide a clear framework with which to respond to safeguarding concerns for those vulnerable individuals who may be at risk of radicalisation.  It seeks to provide an early intervention / prevention strategy for professionals who work with those who may be vulnerable to the messages of violent extremism.



The London bombings on 7th July 2005 precipitated the introduction of the Government’s strategy to counter terrorism, which was presented to Parliament in July 2006.[footnoteRef:1]. The strategy, known as ‘Contest’ provided four main work-streams: [1:  Countering International Terrorism: The United Kingdom’s Strategy, Cm 6888, July 2006] 






· Pursue terrorists and their operations at home and abroad

· Prepare for the consequences and improve resilience

· Protect – reduce vulnerability of the public and UK interests

· Prevent to stop people becoming terrorists or supporting terrorism by tackling radicalisation and its underlying cause





In June 2008 the Government published, “The Prevent Strategy: A Guide for Local Partners in England” which explained the background to, and content of, the Prevent strategy, developed from the fourth work-stream of ‘Contest’. It also provided guidance on the local delivery of the strategy.



With the aim of improving local delivery of the Prevent initiative, an updated version of the original document was published in June 2009, in which lessons learned and emerging best practice had been taken into consideration. In turn, this document “Delivering the Prevent Strategy: An Updated Guide for Local Partners” was further reviewed and largely replaced with the new, “Prevent Strategy” in June 2011.





The new Prevent strategy aims to:



· “respond to the ideological challenge of terrorism and the threat we face from those who promote it;



· prevent people from being drawn into terrorism and ensure that they are given appropriate advice and support; and



· work with sectors and institutions where there are risks of radicalisation which we need to address.”[footnoteRef:2] [2:  Prevent Strategy, Cm 8092, June 2011, page 7] 



Definitions



“Extremism is vocal or active opposition to fundamental British values, including democracy, the rule of law, individual liberty and mutual respect and tolerance of different faiths and beliefs.  …. also includes …. calls for the death of members of our armed forces, whether in this country or overseas.”[footnoteRef:3] [3:  Prevent Strategy, Cm 8092, June 2011, page 107] 




The Crown Prosecution Service defines “violent extremism” as:



“The demonstration of unacceptable behaviour by using any means or medium to express views which:



· foment, justify or glorify terrorist violence in furtherance of particular beliefs;



· seek to provoke others to terrorist acts;



· foment other serious criminal activity or seek to provoke others to serious criminal acts; or



· foster hatred which might lead to inter-community violence in the UK” [footnoteRef:4] [4:  Crown Prosecution Service (CPS), 2011 at http://www.cps.gov.uk/publications/prosecution/violent_extremism.html
] 








The Local Dimension



South Yorkshire was not included in the Government’s list of 25 priority areas to receive funding for activities to address specific local risks.[footnoteRef:5]  Despite this, application of this protocol is necessary in order that the real threat of individuals being drawn into acts of terrorism is addressed locally.  Experience has shown that terrorists, like other criminals, do not operate within geographical boundaries and no community can be considered immune. [5:  Prevent Strategy, Cm 8092, June 2011, page 97] 




Guidance set down in the original Prevent Strategy (June 2008) remains valid, stating that multi-agency working is crucial to the effectiveness of a locally-delivered Prevent programme.  A programme of action was to be developed which:



· “meets the specific objectives of the Prevent Strategy;



· is jointly agreed and managed by the police, local authority and other partners;



· is proportionate to the level of threat in their area;



· reflects local needs; and



· sets out clear and tangible milestones in tracking progress.”[footnoteRef:6] [6:  leading the preventing violent extremism agenda, Local Government Association (LGA), Nov 2008, page 7] 


Such a programme (WRAP 3) has been developed and implemented.  Training for multi-agency partners has been, and continues to be provided, increasing awareness of the issues relating to violent extremism and the recognition of vulnerable groups.  This protocol serves to supplement this work and provide a procedure for alerting and reporting concerns about an individual, when radicalisation and potential for future violent extremist behaviour is suspected.





Scope of the Protocol



This protocol applies to the prevention of all forms of terrorist or violent extremist activity and the radicalisation of vulnerable individuals.  This protocol applies to all partner agencies and organisations with responsibilities for the provision of social care services and seeks to address the second aim of the Prevent strategy outlined above.



However, the protocol is not restricted to partner agencies alone. In the interests of the promotion of community cohesion and the ideology and application of the Prevent strategy for the prevention of violent extremism, non-partner agencies are also encouraged to apply this protocol and to alert the appropriate safeguarding services as necessary to share any concerns.



Although initial concerns may be focused on an increased susceptibility to terrorism / violent extremism, further enquiries may lead to a different type of vulnerability and risk being identified.  It should be emphasised that the overarching principal of this approach is around safeguarding – signposting and information sharing should take place to prevent other types of risk.    





Thresholds for Violent Extremism



It is not possible to define a ‘typical extremist’ since those involved in terrorism/extremism come from a diverse range of backgrounds and have an equally wide range of experiences.



Research has shown that indicators of vulnerability towards radicalisation may include a range of personal and external factors:



· Identity – that the individual feels ‘distance’ from their cultural and religious heritage and radicalisation occurs as people search for identity, meaning and a sense of community.



· Personal Crisis – individuals often feel tension within the family, experience a sense of isolation or have a low self-esteem. They disassociate from existing friendship groups and are therefore susceptible to becoming involved with new, possibly extremist groups.



· Personal Circumstances – local community tensions and events affecting their country or region of origin. They feel alienation from UK values and may feel a sense of grievance, potentially triggered by personal experiences of racism or discrimination or aspects of Government policy.

· Criminality – experiences of imprisonment and poor reintegration into society. Individuals may have previous involvement with criminal groups which they find difficult to disassociate from.





Whilst individuals who display these indicators might be vulnerable to radicalisation, such display does not automatically imply that they will follow this route. Other indicators, taken in isolation, or in conjunction with those set out above, can further help to clarify risk. 





These are:



· being in contact with extremist groups

· openly supporting violent extremist causes or leaders of extremist groups

· accessing websites with a violent extremist nature

· possessing violent extremist literature

· justifying the use of violence to resolve societal issues and using extremist narratives

· joining extremist organisations[footnoteRef:7] [7:  Pan Greater Manchester Procedure for Working with Adults who are Vulnerable to the Messages of Violent Extremism – A Targeted Safeguarding Approach, January 2010
] 






Vulnerability Indicators



The Channel process assesses vulnerability using a consistently applied assessment framework, built around three dimensions. The three dimensions are:



· Engagement with a group, cause or ideology;

· Intent to cause harm; 

· Capability to cause harm.



The dimensions are considered separately as experience has shown that it is possible to be engaged without intending to cause harm and that it is possible to intend to cause harm without being particularly engaged.   Experience has also shown that it is possible to desist (stop intending to cause harm) without fully disengaging (remaining sympathetic to the cause); though losing sympathy with the cause (disengaging) will invariably result in desistance (loss of intent).



The three dimensions are assessed by considering 22 factors that can contribute to vulnerability (13 associated with engagement, 6 that relate to intent and 3 for capability). These factors taken together form a rounded view of the vulnerability of an individual that will inform decisions on whether they need support and what kind of support package may be appropriate. These factors can also be added to and are not considered an exhaustive list.  By undertaking regular vulnerability assessments, the progress that is being made in supporting an individual can be tracked through changes in the assessment.



The Channel Project



In October 2012 the Government published “Channel: Protecting vulnerable people from being drawn into terrorism – a guide for local partnerships” which set out advice for local partnerships on how to deliver Channel projects.   The role of this multi-agency panel is to develop appropriate support packages to safeguard those at risk of being drawn into terrorism based upon an assessment of their vulnerability.  The panel should be chaired by the Local Authority and include the Channel Police practitioner and other relevant statutory partners.



Channel is a government supported initiative which aims to stop people becoming terrorists or supporting terrorism through an integrated multi agency approach. It is a process that relies on close collaboration between police, partners and other key stakeholders, providing a mechanism for evaluating referred individuals who are perceived to be at risk of being drawn in to terrorism.  Channel operates in the pre-criminal space and aims to support vulnerable individuals, through targeted intervention relevant to the individual’s vulnerability and risk, to prevent them from committing criminal acts.



Channel began as a Home Office pilot back in 2007 in two police forces; prior to the Prevent strategy being fully developed. It expanded in 2008 and again in 2009 and now operates in 12 police force areas. Since the inception of Channel, policy and strategy has developed and evolved, resulting in the publication of the National Channel guidance for local partnerships in March 2010.


The Reporting Process



1. If a volunteer, member of staff or professional from a partner or non-partner agency has concerns that an individual may be vulnerable to the messages of violent extremism, that person should discuss those concerns with the Police Prevent Team in the first instance.  All contact details for this Team are attached within the Key Contacts section below.  



2. Upon receipt of the information, the South Yorkshire Police designated Prevent officer will:



· Liaise with designated Senior Prevent Officers, Police Channel Practitioners and Prevent Officers from other relevant agencies, as required.

· Provide advice and support for team managers and agency staff.

· Ensure the processes detailed in HM Government document: ‘Channel: Protecting vulnerable people from being drawn into terrorism – a guide for local partnerships’ is followed and adhered to.



3. Following the preliminary assessment and confirmation that the case is appropriate to continue through Channel, the referral should pass to the multi-agency panel, which is Chaired by the Local Authority.  



4. The multi-agency panel, using their professional expertise, will develop a support package. This will be based on a review of the vulnerability assessment completed by the Channel police practitioner at the preliminary assessment stage.



5. Multi-agency panel members should consider sharing any further information with each other for the purposes of Channel, subject to a case-by-case assessment of necessity, proportionality and lawfulness. Wherever possible, the informed consent of the individual should be obtained.



6. The panel may conclude that the individual is better suited to alternative support mechanisms or that further assessment indicates that the individual is not vulnerable to being drawn into terrorism. In such cases the Chair of the panel is responsible for confirming the recommendation and ensuring that the decision is properly recorded.



7. All cases dealt with by the multi-agency panel should be reviewed at 6 months and 12 months, from the point at which they exit the process, by senior managers. 





Key Contacts



South Yorkshire Police Prevent Team:

Business Hours:

Out of Hours - Emergency 999 

Out of Hours - Non-emergency 101

Prevent Staff operate via the 101 service 24 hours a day, 7 days a week, 365 days a year



Prevent internal email: Prevent_Inbox@southyorks.pnn.police.uk



Prevent Inspector and Channel Lead:

Inspector Brendan Pakenham

Ext 711374 / 0114 2961374 / 07769 131474



Prevent Sergeants

PS 3712 Joanne Batty

Ext 714275 / 0114 2964275 / 07770 823772 



PS 3942 John Morris

Ext 714801 / 0114 2964801 / 07584 617167 



Prevent Officers

PC 2025 Dave Roberts

Ext 714346 / 0114 2964346 / 07775 007410



PC Michael Clifton

Ext 714346 / 0114 2964346 / 07768 818317



PC Sarinder Dev 

01142 523210



PC 2708 Lindsey Howard

Ext 714346 / 0114 2964346 / 07584 113601



Rachael Clarke

Ext 718893 / 0114 2523893





Additional Resources / References:



Prevent Tragedies: www.preventtragedies.co.uk



Report Extremist Material: https://www.gov.uk/report-terrorism 



Preventing Terrorism:  www.ltai.info



Stay Safe Advice: www.npcc.police.uk/staysafe



North East Counter Terrorism Unit: www.northeastctu.police.uk



UK Anti-Terrorist Hotline Number: 0800 789 321 



NaCTSO website is www.nactso.gov.uk  (lockdown & protected space guidance)









Prevent Contacts for training / guidance:





· Doncaster MBC – Rachael Long, Crime and Community Safety Theme Manager, 01302 737469



· Doncaster MBC – Bill Hotchkiss, Head of Service, Community Safety 01302 737831



· Doncaster MBC – Karen Johnson, Prevent Lead, 01302 862507



· Education – Sarah Stokoe, Lead Advisory Officer, Safeguarding Education 01302 736743



· Doncaster Children’s Services Trust – Richard Fawcett, Head of Service Safeguarding and Standards, 01302 734523



· St Leger Homes of Doncaster – Julie Jablonski, Housing Safeguarding Partnership Manager, 01302 736381



· RDASH – Karen Whitby, Safeguarding Adults Lead, 01302 796769



· Clinical Commissioning Group – Ian Boldy, Designated Nurse, Safeguarding Adults, 01302 566300



· Home Office - 020 7035 4848 (Monday – Friday)





 


The diagram below shows the different stages within the Channel process, for information:



		

Identification







		



Exit

Or referral to alternative support









		

Screen Referrals

· Screen referral to ensure there is a specific vulnerability around radicalisation and the referral is not malicious or misinformed

· Maintain proper record











Appropriate

		

Preliminary Assessment



· Determine suitability (alternative support mechanisms)

· Collective assessment of vulnerability and risk











Seek endorsement

		

Multi-Agency Panel

· Review of vulnerability assessment and risk

· Collective assessment of support needs

· Develop support plan

· Identify and procure appropriate support packs

· Review progress











Review 

		


Delivery of Support Package

· Review panel decisions at 6 and 12 months
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Think Private Fostering









· ASK when checking basic details	Who lives there with you?

Who looks after you?

Do you live with your parents?













 Are they with a blood relative?

Paternal, Maternal, Aunt or Uncle, Grandparents or Siblings are not Private Foster Carers.



· THINK		



 



Are they with a Legal Guardian?

Step parents, under Local Authority Care

This is NOT Private Fostering



A















· CLARITYIs your ‘Aunty’ your Mum’s sister or Dad’s sister?

How are they related to you?

















· THINK		Is this Private Fostering?

Are they under 16/under 18 if disabled?

Are they staying for more than 28 days?

Is the carer not a close/blood relative, but a great aunt/uncle, great grand mother, neighbour etc?

Then you need to notify.

















NOTIFY REFERRAL & RESPONSE TEAM Tel: 01302 737033



[bookmark: _GoBack]For further information see: http://www.doncasterchildrenstrust.co.uk/private-fostering
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   


 


Strategic Priority 3 


ABILITY TO RESPOND TO CURRENT AND 


EMERGING ISSUES 


 


Strategic Priority 4 


COLLABORATE, TRUST AND BUILD 


PARTNERSHIPS 


 


1. Ensure the voice of the Child / Adult 


informs all that we do  


“Nothing about me without me” 


 
2. Listen to the voice of the front line 


practitioner 


 


 


3. Ensure learning from critical 


incidents and serious cases is 


embedded in practice  


 
 


4. Receive assurance through multi-


agency practice audits across the 


partnership 


5. Ensure that everyone working with 


Children and Adults is adequately 


trained and competent in 


safeguarding. 


6.     Ensure there is an effective multi- 


agency assurance process in place  


 


7. Have Performance Frameworks 


that enable the Adults Board and 


Children’s Partnership to see what 


is happening 


8. Promote the use of person centred 


models based on asset / strengths 


based practice. 


9. Promote and be assured of whole 


family approaches to; 


 Prevention and early intervention 


 Exploitation 


 Mental Health and wellbeing 


 Domestic Abuse 


 Neglect / Self-neglect 


 Contextual / Organisational issues 
 


10. Explore the benefits of an all-age 


Multi-agency Safeguarding Hub 


 


11. Develop a clear escalation process 


for resolving professional 


differences across the partnership 


“Keeping Children and Adults Safe in Doncaster” 


12. Engage the Voluntary, Community 


and Faith sector ensuring that 


“Safeguarding is everyone’s 


responsibility”. 


13. Ensure safeguarding is core to all 


strategic and partnership work in 


Doncaster. 


14. Work across Children and Adult 


partnerships identifying further 


opportunities to work more closely 


together 


 


15. Have an effective Communication 


and Engagement Strategy in place  


 


Strategic Priority 1 


ASSURE EFFECTIVENESS AND IMPACT OF 


SAFEGUARDING ARRANGEMENTS 


DSCB DSAB Safeguarding Strategic Plan 2019-21 


Strategic Priority 2 


LEAD AND SHAPE SAFEGUARDING 


PRACTICE 


 Always put the wellbeing of the child, young person or adult first 


 Ensure services address the impact of adverse childhood experiences across the life stages   


  


  


 Promote a culture of creativity and curiosity 


Principles: 


We will seek to; 


 Promote whole family working 
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Safeguarding Adults 


Safeguarding Principles and the approach for 


South Yorkshire 


 


This document contains the key overarching principles to which the 4 local authority areas 


will work.  This document is further underpinned by Local Guidance and Procedures for 


operational teams.  Each Local Authority will develop their own policy and procedures 


which sit under the principles. 


 


 


 


 
Document Version Control 
This document replaces all 
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This document replaces all previous versions of the South Yorkshire Procedures. 


 
Document Version Control 
 


Author Stuart James 


Date of Production See Document History  


Review Date 21/01/19 


Responsibility for Review Simon Richards 


 
 
 
Document History 
 


Date Version Comments 


8
th
 June 2018 Version 1 Draft 


Sent to South Yorkshire Heads of Service 
for distribution and comments. 


26
th
 July 2018 Version 2 Draft 


Sent to Heads of Service for final 
comments. 


12
th
 July 2018  Version 2.1 Draft  


Amendments received from Rotherham 
and incorporated  


26
th
 November 2018 Version 3.0 Draft  


Doncaster and SY Police Comments 
incorporated  


7
th
 January 2019 Version 4.0 Draft  


Revised draft to Chairs and Directors 
ahead of meeting on 21/01/19 


25
th
 February 2019 Version 5.0 Draft 


Amendments as agreed at the meeting on 
21/01/19, incorporated into this version. 


20
th
 March 2019 Version 6.0 Draft 


Suggested changes from Barnsley 
highlighted in yellow 


25
th
 March 2019 Version 7.0 Draft 


Minor changes to new wording – revised 
draft to Chairs and Directors. 


29
th
 March 2019 Version 8.0 Final Accepted Changes and final document 
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1. Scope of the Document 


 


This document focuses on safeguarding adults in relation to The Care Act 2014. The Care 
Act is the most significant change in social care law for 60 years. It applies to England and 
replaces a host of out-of-date and often confusing care laws and for the first time places 
safeguarding adults on a legal footing. 


This high level adult safeguarding document outlines the principles, themes and approach 
to be taken when working with adults (age 18 and over) who may be or are at risk from 
abuse and neglect. It focuses on people whose situation meets The Care Act 
safeguarding enquiry duties (section 42) which apply to an adult who: 


 has needs for care and support (whether or not the local authority is meeting any of 


those needs) and; 


 


 is experiencing, or at risk of, abuse and neglect and; 


 


 as a result of those care and support needs is unable to protect themselves from either 


the risk of, or the experience of abuse or neglect. 


 


However, it is also important to state that where safeguarding concerns are raised and do 
not meet the above criteria there may be other avenues of advice, information, guidance 
and support that may be available through Section 1 of the Care Act ‘Promoting Wellbeing’ 
and or Section 14.44 which states… 


 ‘Local authorities may choose to undertake safeguarding enquiries for people where there is not a 


section 42 enquiry duty, if the local authority believes it is proportionate to do so, and will enable the local 


authority to promote the person’s wellbeing and support a preventative agenda’. 


Each Local Authority will set out how these other avenues of enquiry, support and 


protection operate in their area.  


Other key sections of The Care Act specifically relating to safeguarding duties include: 
section 43 Safeguarding Adult Boards; section 44 Safeguarding Adult Reviews and section 
45 Supply of information to support the function of safeguarding Adult Boards. 


Further reading can be found at: http://www.legislation.gov.uk/ukpga/2014/23/section/42 


This document should be read in conjunction with each individual local authority’s adult 
safeguarding procedures and practice guidance which provide the detail around local multi-
agency arrangements for safeguarding adults. It does not seek to prescribe processes but 
instead provides a positive and rounded view of how to approach working with adults who 
may be or are experiencing abuse and neglect. 


The Care Act Statutory guidance goes into considerable further detail and can be found by 
following the link: 



http://www.legislation.gov.uk/ukpga/2014/23/section/42
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https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-


statutory-guidance 


Who is the document intended for? 


This document is intended for people working in Safeguarding Partner agencies and 
organisations across South Yorkshire, specifically, Barnsley, Doncaster, Rotherham and 
Sheffield. It is a public document and is publically available through each local 
Safeguarding Adults Partnership.   


Why is Safeguarding Important? 


 


Adult safeguarding means protecting people’s right to live in safety, free from abuse and 
neglect. It applies to adults with care and support needs who may not be able to protect 
themselves. Action to safeguard adults should include: 


 promoting well-being and prevent abuse and neglect from happening  in the first 


place; 


 ensuring the safety and wellbeing of anyone who has been subject to abuse or 


neglect; 


 taking action against those responsible for abuse or neglect taking place;  


 learning lessons and making changes that could prevent similar abuse or neglect 


happening to other people. 


 


2. Introduction 


 
Adult safeguarding within each local authority should seek to respond to concerns about 
abuse in a way that is sensitive to individual circumstances, is person centred and outcome 
focused. There may be pathways and processes to follow but these should not deter people 
from adopting common sense and proportionate approaches that put the individual at the 
heart of their work. 


Although the responsibility for the coordination of adult safeguarding arrangements lies with 
local authorities, the implementation of these high level principles and approach, as well as 
adhering to local safeguarding procedures, is a collaborative responsibility and in most 
cases effective work should be based on a multi-agency approach. 


It should not be forgotten that abuse and neglect can have a dramatic effect on an 
individual’s wellbeing, in particular on:  


 personal dignity; 


 physical and mental health and emotional wellbeing; 


 control by the individual over their day to day life; 


 participation in work, education, training; 


 suitability of the persons living accommodation; 


 participation and contribution to society.  
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It is therefore vital that everyone plays a key role in identifying, reporting, tackling and 
preventing abuse and neglect. 


 


3. Safeguarding Principles  


 


During this decade there has been a greater emphasis on ensuring that any work in relation 
to safeguarding adopts a more personalised approach to working with children and adults. 
There has been a particular focus on listening to and hearing the voice of adults and taking 
into consideration their views and wishes.  


Within adult safeguarding there have been some significant drivers to promote personalised 
ways of working: For example, six key principles that underpin safeguarding adults work, 
as previously set out in the ‘Statement of Government Policy on Adult Safeguarding’ 
(Department of Health (DoH), May 2013). The principles are enshrined in an approach 
called Making Safeguarding Personal (MSP), a sector led initiative sponsored by the Local 
Government Association which aims to support people to improve or resolve their 
circumstances with a focus on personalised outcomes rather than just ‘investigation’ and 
‘conclusion’. 


Making safeguarding personal means Safeguarding adults should be person-led and 
outcome-focused (what the adult would like us to help them with to reduce the risk and 
make them feel safer). It engages the adult in a conversation about how best to respond to 
their safeguarding situation in a way that enhances involvement, choice and control as well 
as improving quality of life, wellbeing and safety. 


The six principles apply to all sectors and settings including care and support services, the 
principles should inform the ways in which professionals and other staff work with adults. 
The principles can also help SABs, and organisations more widely, by using them to 
examine and improve their local arrangements. 


The Six Key Principles of Adult Safeguarding 


Empowerment  People being supported 
and encouraged to make 
their own decisions and 
informed consent 


“I am asked what I want as 
the outcomes from the 
safeguarding process and 
these directly informs what 
happens” 
 


Prevention  It is better to take action 
before harm occurs 


“I receive clear and simple 
information about what 
abuse is, how to recognise 
the signs and what I can do 
to seek help” 


Proportionality  The least intrusive 
response appropriate to 
the risk presented 


“I am sure that the 
professionals will work in my 
interest, as I see them and 
they will only get involved as 
much as needed” 
 


Protection  Support and “I get help and support to 
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The emphasis is on developing and sustaining a safeguarding culture which 


moves away from ‘processes supported by conversations’ to a ‘series of 


conversations supported by a process’.  


Making Safeguarding Personal Guide 2014 (Local Government Association). 


https://www.local.gov.uk/topics/social-care-health-and-integration/adult-social-care/making-


safeguarding-personal 


representation for those in 
greatest need 


report abuse and neglect.  I 
get help so that I am able to 
take part in the safeguarding 
process to the extent to 
which I want” 
 


Partnership Local solutions through 
services working with their 
communities.  
Communities have a part 
to play in preventing, 
detecting and reporting 
neglect and abuse 


“I know that staff treat any 
personal and sensitive 
information in confidence, 
only sharing what is helpful 
and necessary.  I am 
confident that professionals 
will work together and with 
me to get the best result for 
me” 
 


Accountability  Accountability and 
transparency in delivering 
safeguarding 


“I understand the role of 
everyone involved in my life 
and so do they” 


 


In addition to these principles, it is also important that all safeguarding partners take a 
broad community approach to establishing safeguarding arrangements. It is vital that all 
organisations recognise that adult safeguarding arrangements need to ensure that due 
regard is made to people’s capacity to make decisions in regard to their safety and that if 
people are assessed as not having capacity decisions will need to be made in their best 
interests. Where people are viewed as having capacity organisations need to further 
recognise that in making a decision they may be being coerced by others and this needs to 
be taken into account when supporting them to make choices. As adults we all have 
different preferences, histories, circumstances and life-styles, so it is unhelpful to prescribe 
a process that must be followed whenever a concern is raised. 


Adult safeguarding is a dynamic interaction that must be undertaken with people and not 
done to people. The six principles should be adopted throughout when working with 
individuals and be considered as part of a natural approach.  


 


 


 


 


4.  Abuse and Neglect 


 


The Care Act 2014 identifies a number of different types and patterns of abuse and neglect 
and the circumstances in which they may take place. 



https://www.local.gov.uk/topics/social-care-health-and-integration/adult-social-care/making-safeguarding-personal

https://www.local.gov.uk/topics/social-care-health-and-integration/adult-social-care/making-safeguarding-personal
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It is important to note that professionals should not limit their view on what constitutes 
abuse or neglect, as they can take many forms and the circumstances and wishes of the 
individual must always be considered. 


Incidents of abuse may be one-off or multiple, and affect one person or more. 


Types of abuse highlighted in The Care Act include: 


 Physical Abuse 


 Domestic violence or abuse 


 Sexual abuse 


 Psychological abuse  


 Financial or material abuse 


 Modern slavery  


 Discriminatory abuse 


 Organisational or institutional abuse 


 Neglect and acts of omission 


 Self-neglect - This only applies to adults who have the capacity to make the choices that 


result in the self-neglect and/or hoarding.  


 


This document contains guidance on working with adults who self-neglect or hoard. Self-


Neglect Multi-Agency Approach (Yorkshire & Humber) 


 


self-neglect 
principles


 
This document contains some indicators of abuse or neglect when considering 
Safeguarding Adults  


Possible Indicators of 
Abuse.docx


 


For a fuller account of the types and indicators of abuse and neglect refer to your local 
safeguarding procedures and /or follow the link below: 


https://www.scie.org.uk/publications/ataglance/69-adults-safeguarding-types-and-


indicators-of-abuse.asp 


Other specific areas to be considered which may relate to some of the types of abuse listed 
above where people have care and support needs and may be targeted include: female 
genital mutilation, hate and mate crime, honour based violence and crimes including forced 
marriage, Exploitation by Radicalisers who Promote Violence (Prevent), exploitation by 
gangs (county lines- which may include involvement in criminal activity, sexual exploitation, 
trafficking, links to modern slavery).  


It is also worth highlighting the Deprivation of Liberty Safeguards (amendments made to the 
Mental Capacity Act 2005 via the Mental Health Act 2007) and although not specifically part 



https://www.scie.org.uk/publications/ataglance/69-adults-safeguarding-types-and-indicators-of-abuse.asp

https://www.scie.org.uk/publications/ataglance/69-adults-safeguarding-types-and-indicators-of-abuse.asp
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of The Care Act, represents a key part of overall practice. Deprivation of Liberty Safeguards 
focus on ensuring that adults who are deemed to lack capacity in specific areas and are 
deprived of their liberty (e.g. deciding where to live and around care and support 
arrangements) are able to continue to live safe and fulfilling lives, that enables least 
restrictive care and support options to be realised which are in line with personal dignity and 
human rights and deemed to be in their best interests. 
 


Patterns of Abuse 


Patterns of abuse vary and reflect very different dynamics. These include: 
Serial abuse in which the source of harm seeks out and ‘grooms’ individuals. Sexual 
exploitation sometimes falls into this pattern as do some forms of financial abuse; 


Long-term abuse in the context of an on-going family relationship such as domestic 
violence between spouses or generations or persistent psychological abuse; or 


Opportunistic abuse such as theft. 


Who abuses and neglects adults? 


Anyone can abuse or neglect adults including: 


 Spouses/partners. 


 Other family members. 


 Neighbours. 


 Friends. 


 Acquaintances. 


 Local residents. 


 People who deliberately exploit adults they perceive as vulnerable to abuse. 


 Paid staff or professionals and Volunteers and strangers. 


 


Organisational abuse 


 


Is the mistreatment, abuse or neglect of an adult(s) by a regime or individuals in a setting or 
service where the adult(s) lives or that they use. Such abuse violates the person’s dignity 
and represents a lack of respect for their human rights. It is often identified by repeated 
incidents of poor practice and is often linked to lack of appropriate management oversight, 
supervision, policies and training. These concerns may be identified by commissioners who 
need to have very clear processes to share relevant information with safeguarding 
colleagues to support joint action, if appropriate, to safeguard the adults and to improve the 
quality and safety of the service 
 
Organisational safeguarding enquiries will not prevent individual safeguarding enquiries for 
the adults affected by the abuse and local guidance should be used to establish how these 
parallel enquiries will be managed. 
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People causing harm who are employed in Positions of Trust (PiPoT) 


Adults are likely at some point in their life to be supported by people who may provide a 
range of personal care, advice, guidance, enablement, transport etc. Whilst the majority of 
these interactions are going to be positive and bring about good outcomes there will 
unfortunately be occasions when people are abused or neglected by the people who are 
supposed to be supporting or working with them. Each safeguarding partnership should 
have procedures / protocols and mechanisms in place to respond to issues relating to 
people in positons of trust. 


Where does abuse take place? 


Abuse can happen anywhere: for example, in someone’s own home, in a public place, in 
hospital, in a care home or in college. It can take place when an adult lives alone or lives 
with others. 


While a lot of attention is paid, for example to targeted fraud or internet scams perpetrated 
by complete strangers, it is far more likely that the person responsible for abuse is known to 
the adult and is in a position of trust and power. 
 


5.  The Approach 
 
After identifying that abuse or neglect may have occurred the process will usually include 
the individual raising a concern to the Local Authority (see key contacts at the end of this 
document), the Local Authority making a decision about the concern raised, undertaking a 
safeguarding enquiry where appropriate and implementing any necessary safeguarding 
plans to reduce risk and support the adult to be as safe as possible. Preventing and tackling 
abuse and neglect should be a dynamic process which is flexible to include the needs and 
wishes of the adult(s) concerned. 


The approach required to be taken on safeguarding is governed by the Care Act, the 
supporting Care and Support Statutory Guidance and principles and themes outlined 
previously in this document which are underpinned by Making Safeguarding Personal. 


It is important to involve the person as soon as safeguarding adults concerns are 
established to ensure their views, wishes and desired outcomes are included throughout 
the process to embrace the spirit of Making Safeguarding Personal. These views should 
directly inform what happens next.  Safeguarding is an approach to establish the outcomes 
a person wants at the point the concern is raised by working with the adult to establish how 
those outcomes can best be achieved. 


Organisations should have policies and procedures in place that are in line with a Making 
Safeguarding Personal approach and develop person-centred approaches to working with 
risk.  


Organisations should always promote the adult’s wellbeing in their safeguarding 
arrangements. People have complex lives and being safe is only one of the things they 
want for themselves. Professionals should work with the adult to establish what being safe 
means to them and how that can be best achieved. Professionals and other staff should not 
be advocating ‘safety’ measures that do not take account of individual well-being.  
Professionals and other staff may want to consider the role they can play in embedding the 
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‘Making Safeguarding Personal’ approach and what skills and support they need to enable 
this shift in culture.   


The national programme Making Safeguarding Personal has aimed to promote a shift in 
culture and practice in response to what we know about what makes safeguarding more or 
less effective from the perspective of the person being safeguarded.  
 
Taking a more creative approach to responding to safeguarding situations may help to 
resolve situations more satisfactorily and possibly more cost effectively. The objective of the 
Making Safeguarding Personal toolkit (see link below) is to provide a resource that 
encourages councils and their partners to develop a portfolio of responses they can offer to 
people who have experienced harm and abuse so that they are empowered and their 
outcomes are improved. 
 
making-safeguarding-personal_a-toolkit-for-responses     
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.adass.org.uk/media/5142/making-safeguarding-personal_a-toolkit-for-responses_4th-edition-2015.pdf
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5.1 Identifying and Raising a Safeguarding Concern - Some of the issues to be 


considered: 
 


Safeguarding Concern 
 


What Individuals Should Expect 


The safeguarding enquiry duties (section 
42) apply to an adult who: 
 


 Has needs for care and support 
(whether or not the local authority is 
meeting any of those needs) and 


 


 is experiencing, or at risk of, abuse 
and neglect and 


 


 as a result of those care and support 
needs is unable to protect themselves 
from either the risk of, or the 
experience of abuse or neglect 


 
Identification of abuse or 
neglect.(including self-neglect and/or 
hoarding) 
 
Immediate safety needs are met. 
 
Gain the views, consent and desired 
outcomes. 
 
Concern is referred into the local 
safeguarding arrangements. 
 
Checks made and additional information 
gathered. 
 
Provision of information and advice and 
signposting. 
 
Decision made whether The Care Act 
S42 Duty of Enquiry is triggered. 


I get clear and simple information about 
what abuse is, how to recognise the signs 
and what I can do to seek help. 
 
I get help and support to report abuse or 
neglect. 
 
I have access to the right information when 
I need it. 
 
I am asked my opinion if people around me 
think that I am at risk. 
 
Wherever it is safe to do so, I am spoken 
to and I am able to discuss what 
information is shared, who with and why. 
 
 
 
 
 


 
Note: local safeguarding procedures may go into more detail and include additional actions and expectations. 


Good Practice when raising a concern: 


Where a concern needs to be raised it should be done by the person who believes that 
abuse may be occurring and the raising of the concern should not be delegated to another 
person, body or agency. 
 


People raising a concern may become aware of possible abuse when they: 
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 witness an abusive act; 


 are told about abuse by someone else; 


 are told about abuse by the service user; 


 find evidence of abuse; 


 recognise several of the risk indicators and become concerned that there 


 is a high risk of abuse 


 


The primary responsibility for agencies and/or professionals who becomes aware of any 
abuse is to seek to make the situation as safe as possible for the adult and to take steps to 
prevent any imminent abuse. Where appropriate, it may be necessary to call 999 for 
emergency services if there is a medical emergency, other risk to life or risk of imminent 
injury, or if a crime is in progress. 
 


It is important that consideration be given to whether the concern being raised is done so in 
line with the Care Act Criteria as identified in the table on page 12.  


Safeguarding concerns and processes should not be used as a substitute for: 


 Providers’ responsibilities to provide safe and high quality care and support; 


 Commissioners regularly assuring themselves of the safety and 


effectiveness of commissioned services; 


 The Care Quality Commission (CQC) ensuring that regulated providers 


comply with the fundamental standards of care or by taking enforcement 


action; 


All CQC regulated services should also note their support of use of the local decision 
support guidance 


CQC support the use of local decision support guidance by regulated services, if available, 
to inform their decision to submit an adult safeguarding concern.  At the time of referral 
regulated services must also fulfil their responsibility to submit a Statutory Notification 18 (e) 
to the CQC.  Records must be retained of the decision making and be made available to 
CQC or commissioning bodies visiting the service. 


Wherever possible, the adult should be consulted about the next steps and especially if this 
relates to referring a safeguarding concern to the Local Authority. The individual or 
professional, however, may still be able to raise a concern where consent has not been 
gained in certain situations such as: 


 It is in the public interest e.g. there is a risk to other ‘adults at risk’; or the concern is 


about organisational or systemic abuse; or the concern or allegation of abuse relates to 


the conduct of an employee or volunteer providing services to adults at risk or children; 


or the abuse or neglect has occurred on property owned or managed by an organisation 


with a responsibility to provide care. 


 The adult lacks mental capacity to consent and a decision is made to raise a 


safeguarding concern in the adult’s best interests (Mental Capacity Act 2005);  


 An adult is subject to coercion or undue influence, to the extent that they are unable to 
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give consent; 


 In serious situations in order to prevent serious harm occurring. In cases of self-neglect 


where the adult is at serious risk of harm we may need to make a referral without 


consent to inform a multi-agency risk assessment to address the risks. Ideally this 


should be communicated to the adult 


 
In the interests of transparency, in such situations it would still be good practice to ensure 
that person or representative are made aware that the concerns identified have been 
referred to the local authority and the reasons for doing this. Further information for 
referrers of Adult Safeguarding is available at Appendix 3. 


As previously mentioned, it should be recognised that every individual’s situation is unique. 
Whilst The Care Act Section 42 criteria for safeguarding is the core focus, there will be 
occasions where people are deemed not to have care and support needs (e.g. do not meet 
The Care Act criteria for care and support needs) but these people with lower level needs 
may be vulnerable to exploitation, abuse and neglect. It is therefore down to each local 
partnership to work together to best support some of those people through other avenues of 
preventative support at their discretion. 


5.2   Undertaking Enquiries 
 


The purpose of the enquiry is to decide whether or not the local authority or another 
organisation, or person, should do something to help and protect the adult. 


The local authority retains the responsibility for ensuring that the enquiry is referred to the 
right place and is acted upon. The local authority may require / cause others to undertake 
an enquiry depending on the specific circumstances and local partnership arrangements 
e.g. a local care and support provider, delegating safeguarding functions to a mental health 
trust. However, the local authority should receive assurance that the enquiry has been 
undertaken in line with section 42 duties and any actions undertaken (if any) helped protect 
the adult.  


Where a crime is suspected and referred to the Police, the Police must lead the criminal 
investigation with relevant support from the Local Authority and any appropriate partners. 


Other processes may also be undertaken alongside an enquiry, these include:  
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‘One Size Fits All?’ 


As peoples individual circumstances differ and situations can change it is important that any 
safeguarding work enables innovation and does not constrain workers from doing what they 
feel is the right course of action to take with and alongside the individual and other partners 
(where appropriate). This includes exiting safeguarding earlier than expected, making 
common sense and proportionate decisions with individuals, reducing bureaucracy and 
increasing timeliness. 


In some cases providing additional support to people is required to ensure safety and 
reduce risks. Additional support may be in the form of increased visits from family and 
friends, care support agencies, the use of assistive technology etc. 


Section 
42 


Enquiry 


MCA/DoLS 


Fraud 


Contract and 
Compliance 


Health and 
Safety 


Professional 
Registration 


Serious 
Incidents 


Regulatary 
Inspection 


and 
Enforcement 


Criminal 
Investigation 


and 
Prosecution 


Assessment 
of care and 


support 
needs 


Assessment 
of mental 
capacity 


Coroners 


LPA 


Complex 
case 


management 







SY Principles and Approach Final Version 8                                                                                                Page | 16   
 


In some complex high risk situations, seeking legal direction and intervention may be 
required e.g. via The Court of Protection or The High Court, particularly in relation to 
protecting people who may be intimidated, coerced or otherwise unable to act on a decision 
to protect themselves against harm e.g. Inherent Jurisdiction (The High Court can make 
orders to protect people who may be intimidated, coerced or otherwise unable to act on a 
decision to protect themselves against harm). 
 


Safeguarding Response (Section 42 Enquiry). 


Safeguarding Enquiry 
 


What Individuals Should Expect 


Gain the views, consent and desired 
outcomes 
 
Duty to refer to an advocate if required 
(Care Act s68) 
 
Gather and share information / establish 
the facts. 
 
Risk assess and plan risk management 
with the individual. 
 
Agree what enquiries are needed and who 
will do this. 
 
Undertake enquiries or cause others to 
make enquiries. 
 
The enquiries made and actions taken are 
lawful (least restrictive) and proportionate. 
 
Any safeguarding plans are outcome 
focused and person centred. 
 
People and agencies are clear about their 
role and responsibilities and have a voice 
in the safeguarding response. 
 
Make decisions as to what follow-up 
action should be taken with regard to the 
person or organisation responsible for the 
abuse or neglect. 
 
There is a focus on resolution and 
recovery e.g. counselling, peer support, 
community support, restorative justice. 
 


I am asked what I want to happen and 
things move at a pace that I am happy with. 
 
The people that I want to support me are 
involved. 
 
People understand me, they recognise my 
skills and attributes and respect what I am 
able to do for myself and what I need help 
with. 
 
I am asked what I want as the outcomes 
from the safeguarding enquiry and these 
influence what happens in my life. 
 
People listen to me and explain things to 
me in a way that I can understand. 
 
I am given the support I need to help me 
make my own decisions where I can. 
 
I am kept up to date with what is happening. 
 
I get the help and support I need by those 
best placed to give it. 
 
I understand the reasons when decisions 
are made that I don’t agree with. 
 
I can live the life I want and I am supported 
to manage the risks I choose to take. 
 
The help I receive makes my situation 
better. 
 
I feel safe or safer and in control. 
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Providers of Health and Social Care 


Care Homes and Support Providers safeguarding responsibilities are underpinned by the 
Care Act and Health and Social Care Act 2008 (Regulated Activities) Regulations 2014: 
(Regulation 13) 


The intention of this regulation is to safeguard people who use services from suffering any 
form of abuse or improper treatment while receiving care and treatment. Improper treatment 
includes discrimination or unlawful restraint, which includes inappropriate deprivation of 
liberty under the terms of the Mental Capacity Act 2005 


To meet the requirements of this regulation, providers must have a zero tolerance approach 
to abuse, unlawful discrimination and restraint. This includes: 


 neglect 


 subjecting people to degrading treatment 


 unnecessary or disproportionate restraint 


 deprivation of liberty. 


Providers must have robust procedures and processes to prevent people using the service 
from being abused by staff or other people they may have contact with when using the 
service, including visitors. Abuse and improper treatment includes care or treatment that is 
degrading for people and care or treatment that significantly disregards their needs or that 
involves inappropriate recourse to restraint. For these purposes, 'restraint' includes the use 
or threat of force, and physical, chemical or mechanical methods of restricting liberty to 
overcome a person's resistance to the treatment in question. 


Where any form of abuse is suspected, occurs, is discovered, or reported by a third party, 
the provider must take appropriate action without delay. The action they must take includes 
investigation and/or referral to the appropriate body. This applies whether the third party 
reporting an occurrence is internal or external to the provider. 


Providers of domiciliary, residential and nursing home care, including hospitals are 
regulated by the Care Quality Commission (CQC) and therefore they have a duty to report 
any allegations of abuse or neglect to the CQC, see page 13. Providers, Safeguarding 
responsibilities are underpinned by the Care Act 2014 and the Health and Social Care Act 
2008 (Regulated Activities) The intention of these regulations (See Regulation 13) are to 
safeguard people who use services from suffering any form of abuse or improper treatment. 
 


Where any form of abuse or neglect is suspected, occurs, is discovered, or if it is reported 
by a third party, the provider must take appropriate action to Safeguard the adult or others 
without delay. A referral must be made to the Local Authority; this applies whether the third 
party reporting an occurrence is internal or external to the provider. 
 


Providers of health and social care have a duty to protect adults from abuse or neglect in 
their organisation and to protect the adult from any further harm as soon as possible. 
Therefore it is entirely appropriate to ask organisations to carry out S.42 enquiries into 
abuse or neglect when this occurs in their organisation. This should happen unless there is 
a compelling reason not to. An organisation’s actions may include implementing its own 
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internal governance, monitoring and compliance, quality improvement, safety mechanisms, 
root cause analysis, and service improvement processes.  
 


Handoffs  


All service providers should have clear operational policies and procedures that provide 
information and that keep Adults safe. They should reflect the framework set out by the 
SAB, this should include:  
 


 A balancing of choice, control and safety – helping to Make Safeguarding Personal. 


 Up-to-date, functional policies and procedures. 


 The ability and scope to engage with, or lead, section 42 enquiries.  


 Integrated, cooperative working.  


 Information of how and when to report concerns and who to report to. 


 A trained workforce – in the MCA. 


 A trained workforce – in Safeguarding 


 Information Sharing – in relation to Safeguarding 


 


Making Safeguarding Personal and research based best practice to address self-neglect 
shows the benefits of reducing the number of handoffs to support the development of 
effective relationships. 
 
Many Local Authorities use a range of training including ‘Human Factors’ training to reduce 
the potential for safety related error resulting from poor communication.  This should include 
considering adopting a single briefing tool, such as SBAR, across all care and healthcare 
organisations, both provider and commissioner.  SBAR is an acronym for Situation, 
Background, Assessment, Recommendation; a technique that can be used to facilitate 
prompt and appropriate communication. 
 
For more information contact your local Safeguarding Adults Board or local training 
department. 


 


Employers 


 


Employers who are also providers of health or care and support not only have a duty to the 
adult, but also a responsibility to take action in relation to their employee when allegations 
of abuse are made against them. Therefore employers should undertake enquiries and 
must have knowledge of employment legislation and HR action, training capability or 
disciplinary procedures. Employer’s actions may include dismissal and a referral to 
Disclosure and Barring Service (DBS) fitness to practice and other bodies responsible for 
professional regulation. It is not the responsibility of the Local Authority or its staff to advise 
organisations of their employment responsibilities. The employers must be clear where 
responsibility lies when abuse or neglect is perpetrated by employees - they should 
investigate any concern unless there is compelling reason why it is inappropriate or unsafe 
(e.g. serious conflict of interest on the part of the employer). However if the employer 
considers a criminal offence may have occurred then they must urgently report it to the 
police. 
 







SY Principles and Approach Final Version 8                                                                                                Page | 19   
 


Commissioning  
 
Commissioning governance  
 
Commissioners of services should set out clear expectations of the contracted organisation 
and monitor compliance. Commissioners have a responsibility to:  
 


 ensure that their contracted organisations know about and adhere to relevant 


registration requirements and guidance  


 ensure that all documents such as service specifications, invitations to tender, 


service contracts and service-level agreements adhere to the multi-agency 


safeguarding adults policy and procedure  


 ensure safeguarding adults issues are always included in the monitoring 


arrangements for contracts and service-level agreements  


 ensure that contracted organisation managers are clear about their leadership role in 


safeguarding adults  


 liaise with safeguarding adult leads and regulatory bodies and make regular 


assessments of the ability of service providers to effectively safeguard service users  


 commission a service with staff that have the right skills to understand and 


implement safeguarding adults principles and practice  


 ensure that services routinely provide service users with information in an accessible 


form about how to make a complaint and how complaints will be dealt with  


 ensure that contracted organisations give information to service users about abuse, 


how to recognise it and how and to whom they can Raise a Concern  


 ensure that contracted organisations regularly review incidents and take actions to 


address any issues identified  


 ensure that contracted services have the necessary policies and procedures in place 


to support staff to deliver safe services. A whistle blowing policy should be in place to 


allow staff to share concerns externally if internal communication fails to resolve the 


issues 


 work with contracted and other services to deliver continuous improvements in the 


quality and safety of services that deliver person centred care 


 


In addition, sector specific guidance was produced by Department of Health Safeguarding 
Adults: Role of NHS Commissioners (March 2011).  
 


5.3 Escalation 
 
Working together effectively to safeguard and promote the welfare and well-being of 
vulnerable adults is essential to achieving good outcomes.  


On occasion, there will inevitably be some areas of disagreement or concern between 
professionals or organisations in relation to responsibilities, opinions, decisions, responses 
and actions and how these are impacting on progress and positive outcomes for individual 
adult. In order to promote and maintain effective multi agency working, it is vital that these 
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concerns and disagreements are discussed in a timely, open and transparent manner and 
that appropriate challenges are made.  


Providing or receiving challenge from another professional can sometimes be difficult for 
those parties involved but if it is undertaken appropriately and is always in the best interest 
of the adult, it will provide positive opportunities to reflect, review and revise opinions, 
approaches and decisions; as well as supporting the development of professional 
confidence and competence.  


Resolving professional differences about practice should be seen as an opportunity to learn 
and develop both from each other as individuals and as organisations; it is about improving 
outcomes and providing accountability.  


Wherever possible, all efforts should be made to resolve these issues at the lowest possible 
level within and between organisations or agencies, as it is at this level that the adult’s 
circumstances and needs are known.  


At no time must professional disagreement detract from ensuring the adult is appropriately 
safeguarded. The adult’s wellbeing, wishes and safety must remain paramount throughout. 
Any new concerns presenting about the adult(s) subject to escalation should be referred in 
to the Safeguarding Adult’s Team at the Local Authority in the usual manner.  


5.4 Outcomes 
 
The views of the adult at risk about their desired outcomes around the safeguarding 
concern must be sought as early as possible and preferably at the time the safeguarding 
concern is raised. The adult at risk should be involved at all stages of the process. The 
outcomes the adult would like must be realistic, achievable and measurable. The outcomes 
must be agreed by the adult at risk or advocate.  Professionals should also agree 
timescales with the adult to keep them informed of progress and where any changes to 
timescales/progress are needed this should be communicated to the adult. 


Developing a safeguarding culture that focuses on the personalised outcomes desired by 
people with care and support needs who may have been abused is a key operational and 
strategic goal for SABs.  


Working directly with individuals in a person centred way (i.e. having honest and open 
conversations about their situation, developing a relationship) and working together to 
protect them from abuse and neglect, is far more likely to be more successful in relation to 
achieving good outcomes than an approach based on the professional knows best. Any 
decisions made should be made with the individual where this is possible and where there 
is doubt about an individual’s mental capacity the Mental Capacity Act code of practice 
should be followed i.e. where people are deemed to lack capacity in making certain 
decisions, specific decisions are made in their best interest and are least restrictive. 
 
The involvement of key people (partner, relatives, friend, neighbour, professional advocate 
etc.) throughout a safeguarding enquiry can offer additional support and may enable 
resolution and additional protection as an immediate and long term solution. A key part of 
empowerment and ongoing safety should involve the exploration and utilisation of a 
person’s network and community where this is appropriate. 
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‘emphasis must be on sensible risk appraisal, …seeking a proper balance and being 


willing to tolerate manageable or acceptable risks as the price appropriately to be paid in 


order to achieve some other good …What good is it making someone safer if it merely 


makes them miserable?’  


Lord Justice Munby, 2007 LA Xv MM & Anor                      


Whilst the intention of safeguarding is to help protect people from abuse and neglect, any 
work with individuals should also consider the effects of certain actions which may be taken 
during an enquiry, particularly where key relationships are involved. This is highlighted in 
the following quote from Lord Justice Munby… 
 


 
It is therefore important that the person’s outcomes (feelings and wishes) are captured at 
the beginning and considered at appropriate points during the enquiry as they may change 
depending on the situation.  
 
The outcomes at the end of an enquiry should be checked directly with the individual or 
representative in whichever way is most appropriate and recorded, in particular whether the 
outcomes have been fully, partly or not met.  
 
Capturing the views of peoples lived experienced of incidents of abuse and neglect is an 
important feature in trying to understand risks and prevalent trends within specific 
communities. Individual organisations and Safeguarding Boards should also use any 
feedback about safeguarding in their area to seek assurance and improvement on an 
individual level and community level and this should inform some of the work of the 
partnership. 


Much of this document aims to set a framework for response options that help people to 
work through what the desired outcome’s and purposes of safeguarding might be. 
Addressing this from the start of, and throughout, the process will ensure a greater focus on 
the needs and requirements of the person at the centre, and make it easier to ascertain and 
measure the difference that has been made.  
 
The three main questions to ask at the outset are: 
 


 What difference is wanted or desired? 


 How will you work with someone to enable that to happen? 


 How will you know that a difference has been made? 


 
Because many people in safeguarding situations have very difficult decisions to make about 
their lives, these questions may take some time to answer and decision making should be 
enabled. The actual outcomes identified and agreed with the person who is at the centre of 
the safeguarding process should be evaluated with the person at the end of the process to 
find out what difference was made. 
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6. Role and Duties of Safeguarding Adult Boards 


 


Each local authority area is required to set up a Safeguarding Adult Board. 
 
The overarching purpose of a Safeguarding Adult Board is to help and safeguard adults 
with care and support needs. It does this by:  
 


 assuring itself that local safeguarding arrangements are in place as defined by the Care 


Act 2014 and statutory guidance; 


 assuring itself that safeguarding practice is person-centered and outcome-focused; 


 working collaboratively to prevent abuse and neglect where possible; 


 ensuring agencies and individuals give timely and proportionate responses when abuse 


or neglect have occurred;  


 assuring itself that safeguarding practice is continuously improving and enhancing the 


quality of life of adults in its area. 


Safeguarding Adult Boards have three core duties. They must:  


1. develop and publish a strategic plan setting out how they will meet their objectives and 
how their member and partner agencies will contribute; 


2. publish an annual report detailing how effective their work has been, individual partner 
contributions, projects that have made an impact as well as any improvement initiatives 
and developments planned for the next year;  


3. commission safeguarding adults reviews (SARs) for any cases which meet the criteria for 
these. This will involve a review of the practices of agencies with an aim of highlighting 
any lessons learnt and subsequently improving practice. 


Safeguarding Partnerships are fundamental in driving through improvements, as a result of 
monitoring performance, challenging current practice and listening to the voice of the 
people in their area about what matters to them. 


6.1 Roles and Responsibilities of Safeguarding Board Partners 


All Board Members have their own accountability and governance arrangements and 
specific responsibility for ensuring their services and functions are discharged with regard to 
the need to safeguard and promote the independence, health and well-being of adults at 
risk. 


Members of the Board are jointly responsible for the work of the Board, and should ensure 
active engagement in the development and ownership of the policies, procedures and 
actions of the Board.  


Whilst the Board has a role in co-ordinating and ensuring the effectiveness of organisations’ 
work to safeguard and promote the welfare of adults at risk of abuse or neglect, it is not 
accountable for their operational work. Each Board member retains their own existing lines 
of accountability for safeguarding and promoting the welfare of adults by their services. The 
Board does not have the power to direct other organisations.  



https://www.scie.org.uk/care-act-2014/safeguarding-adults/safeguarding-adults-boards-checklist-and-resources/strategic-plans/index.asp

https://www.scie.org.uk/care-act-2014/safeguarding-adults/safeguarding-adults-boards-checklist-and-resources/annual-reports.asp
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Board members are committed to working in partnership to ensure effective safeguarding of 


adults at risk of abuse or neglect in South Yorkshire. Each Board member understands the 


benefits of holding each other to account and agrees to be: 


 Mutually accountable for the effectiveness of the Board and of Safeguarding practice 


in the borough 


 Open to scrutiny and challenge from other partners in their organisation’s work of 


Safeguarding Adults.  


Each Board member agrees to ensure effective representation on the Board and its sub-


groups by nominating representatives that they consider of appropriate seniority and 


nominating deputies to attend in the event of the former not being available for any reason. 


All Board members will be key delivery partners able and determined to work within and 


deliver the outcomes intended to arise from the Board’s remit and will remain accountable 


to their organisation on all relevant matters impacting on outcomes for adults at risk of 


abuse and neglect.  


Each year, Board Members will contribute, in line with local requirements, to the Board’s 


Annual Report and assist with the creation of its strategic plan. It is a legal requirement to 


make these available to the public. 


See Appendix 1 for more detail. 


6.2 Specialist Services  


Alongside this Multi-Agency Safeguarding Adults Policy and Procedure are a range of 
related specialist support services and linked agendas that serve to protect the safety and 
welfare of individuals. Each of these may need to be involved in, as part of, or alongside the 
safeguarding adults procedure, so as to minimise the risk to either an adult at risk or 
another person. 


6.2.1 Court of Protection 


The Court of Protection deals with decisions and orders affecting people who lack mental 
capacity. The court can make major decisions about health and welfare, as well as property 
and financial affairs, that the person lacks the mental capacity to make. The court has 
powers to: 


 Decide whether a person has capacity to make a particular decision for themselves. 


 Make declarations, decisions or orders on financial and welfare matters affecting people 


who lack mental capacity to make such decisions. 


 Appoint deputies to make decisions for people lacking mental capacity to make those 


decisions. 


 Decide whether a lasting power of attorney or an enduring power of attorney is valid. 


 Remove deputies or attorneys who fail to carry out their duties. 


 


In most cases decisions about personal welfare can be made legally without making an 
application to the court, as long as there is agreement reached about the decisions and 
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they are made in accordance with the core principles set out in the Mental Capacity Act 
2005 and the Code of Practice. 


However, it may be necessary to make an application to the court in a safeguarding 
situation where there are: 


 Particularly difficult decisions to be made. 


 Disagreements that cannot be resolved by any other means. 


 Ongoing decisions needed about the personal welfare of a person who lacks mental 


capacity to make such decisions for themselves. 


 Matters relating to property and/or financial issues to be resolved. 


 Serious healthcare and treatment decisions, for example, withdrawal of artificial nutrition 


or hydration. 


 Concerns that a person should be moved from a place where they are believed to be at 


risk. 


 Concerns or a desire to place restrictions on contact with named individuals because of 


risk or where proposed safeguarding adults actions may amount to a deprivation of 


liberty outside of a care home or hospital. 


 When there is an un-resolvable dispute with the family regarding whether the adult 


should be in a particular placement. 


 


The Court of Protection and the Office of the Public Guardian (OPG) complement each 
other. The Court of Protection provides the decision making functions and the OPG 
provides regulation and supervision. 


6.2.2 Office of the Public Guardian (OPG) 


The OPG was established under the Mental Capacity Act to support the Public Guardian 
and to protect people lacking mental capacity by: 


 Setting up and managing separate registers of lasting powers of attorney, of enduring 


powers of attorney and of court-appointed deputies. 


 Supervising deputies. 


 Sending Court of Protection visitors to visit people who lack mental capacity and also 


those for whom it has formal powers to act on their behalf. 


 Receiving reports from attorneys acting under lasting powers of attorney and deputies. 


 Providing reports to the Court of Protection 


 Dealing with complaints about the way in which attorneys or deputies carry out their 


duties. 


 


The OPG undertakes to notify local authorities, the police and other appropriate agencies 
where abuse is identified. 


The OPG can carry out an investigation into the actions of a deputy, of a registered attorney 
(lasting powers of attorney or enduring powers of attorney) or someone authorised by the 
Court of Protection to carry out a transaction for someone who lacks mental capacity, and 
report to the Public Guardian or the court. 
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The OPG may be involved in safeguarding adults at risk in a number of ways, including: 


 Promoting and raising awareness of legal safeguards and remedies, for example, 


lasting powers of attorney and the services of the OPG and the Court of Protection. 


 Receiving reports of abuse relating to adults at risk. 


 Responding to requests to search the register of deputies and attorneys (provided free 


of charge to local authorities and registered health bodies) 


 Investigating reported concerns, on behalf of the Public Guardian, about the actions of a 


deputy or registered attorney, or someone acting under a single order from the court 


 Working in partnership with other agencies, including adult social care services and the 


police 


 


6.2.3 Deprivation of Liberty Safeguards (DoLS) 


The Mental Capacity Act provides a framework to empower and protect people who may 
lack mental capacity to make certain decisions for themselves.  


The Act makes it clear who can make decisions in which situations, and how they should go 
about this. Anyone who works with or cares for an adult who lacks mental capacity must 
adhere to the Mental Capacity Act. 


The Mental Capacity Act allows for care and treatment arrangements to include restrictions 
on a person’s liberty, where it is necessary to prevent harm to a person who lacks capacity, 
providing that: 


 It is in their best interests, and 


 It is a proportionate response to the likelihood and seriousness of that harm 


 


However, the Mental Capacity Act does not allow for a person to be deprived of their liberty 
to receive care and treatment. Authorisation for a deprivation of liberty is by use of the 
Deprivation of Liberty Safeguards (DoLS) in hospitals and care homes, and the Court of 
Protection in ‘domestic settings’. 


On 19th March 2014, the Supreme Court established the ‘Acid Test, for when a person is 
deprived of their liberty for purposes of Article 5 of the European Convention on Human 
Rights: 


“The person is under continuous supervision and control and is not free to leave, and the 
person lacks capacity to consent to these arrangements”. 


In terms of a deprivation of liberty, ‘continuous supervision and control’ means complete 
and effective control of the person. Continuous does not necessarily mean every minute of 
the day, it is more about the overall impact on the person’s life. 


The following examples are likely to amount to continuous supervision and control: 


 The adult needs constant or frequent supervision for their safety, or 


 the adult would not be left on their own for more than a short period, even if they asked 


to be; or 
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 carers are effectively deciding all or many aspects of their daily life (e.g. when to get up 


and go to bed, where to sit, when to watch the television, when to eat, when and where 


to go out; or 


 the adult need support with all or many everyday tasks (e.g. cooking, shopping, bathing) 


and would be stopped from trying to do them if no carer was available to help or 


supervise them at the time; or 


 their care plan or carers impose significant restrictions on their contact with their family. 


The use of physical restraint and/or use of medication to control behaviour might also 
indicate ‘continuous supervision and control’. 


‘Not free to leave’ does not mean that a person without mental capacity to decide about 
their accommodation; is deprived of their liberty, if they are prevented from going out 
unsupervised due to risks for their safety. These kinds of restrictions can usually be decided 
upon in the person’s best interests under the Mental Capacity Act 2005. This may, 
however, indicate that the person is subject to ‘continuous supervision and control’. 


In terms of a deprivation of liberty, ‘not free to leave’ means that a person without mental 
capacity, to decide about their accommodation, is required to live there for a sustained 
period. 


For example; 


 The person would not be allowed to go back to live in their family home, even if the 


family was happy to have them; 


 The person would not be allowed to go back to live in their old home, even if it were still 


available for them. 


 


It is not important whether the person has said they want to live elsewhere, or tried to leave, 
the relevant point is that they would be prevented from doing so, if they did. 


Each individual’s circumstances are unique and consideration must be given to the overall 
impact on the person. Because of this, there can be no definitive description of situations 
that amount to a deprivation of liberty. This summary should be used only as a guide for 
when a deprivation of liberty may be occurring and when specialist advice may be required. 


In the event that a person experiences harm as a result of the appropriate DoLS 
authorisation process not being sought, consideration should be given to the need for 
implementing the safeguarding adults procedure. Local guidance may apply. 


6.2.4 Trading Standards Service 


The Trading Standards Service can help support and protect adults at risk from doorstep 
crime and other abusive sales practices that exploit adults at risk.  Doorstep crime 
describes situations where rogue traders, doorstep criminals and uninvited sales people 
persuade vulnerable people to let them into their homes, with the intention of carrying out a 
theft or to carry out unnecessarily or substandard work and then pressurise consumers to 
part with large sums of money. 


Trading Standards Services can take a range of actions, including the investigation of 
complaints against traders, provide people with information on their consumer rights and 
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work with partners to develop cold calling control zones. Trading standards staff will also 
identify situations where it is appropriate to raise a safeguarding concern and will work with 
partner organisations within the safeguarding adults procedure to safeguard adults at risk. 


6.2.5 Department of Work and Pensions (DWP) 


The Department for Work and Pensions is responsible for welfare and pension policy. 


People who are incapable of managing their own financial affairs may have an appointee. 
An appointee is fully responsible for acting on the customer’s behalf in all the customer’s 
dealings with the Department. This includes the claiming of benefits. Misuse of 
appointeeship will be investigated and potentially revoked by the Department of Work and 
Pensions. Strategy Discussions/Meetings will need to consider whether and how issues of 
suspected financial abuse should be reported to the Department of Work and Pensions. 


6.3 Linked Agendas 


Safeguarding themes can be cross cutting and may involve other agencies taking the lead 
during investigations. Working together and being aware of each other’s agendas is crucial 
to keeping boards and partners up to date and informed.  


 Domestic Violence and Abuse  


 Forced Marriage 


 Honour Based Violence 


 Modern Slavery 


 Prevent 


 Hate Crime 


 Anti-social Behaviour 


 Multi-Agency Public Protection Arrangements -  MAPPA  


 Health and Safety Executive 


 Safeguarding Children and Young People 


 Prisons and Approved Premises 


 


For a more details of each linked theme see appendix 2. 


7. Key Themes: 


 
The following key themes run throughout safeguarding and should be considered: 


Consent: At the beginning of any safeguarding the person should be asked what they 
would like to achieve, what they would like to happen and how they would like to be 
involved. It is good practice, wherever possible to gain consent in relation to progressing a 
safeguarding concern but also in relation to agreeing what happens next. 


As a result of support, advice or guidance, in most cases, the individual should be in a 
better situation than when abuse and neglect was recognised. An outcome may include that 
they feel safer, they are able to access their local community, they feel confident in 
recognising abuse in the future, that there is some justice which means future likelihood of 
abuse is reduced for themselves and others and they feel empowered to act to prevent it or 
know where and how to report abuse etc. 
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Safeguarding is everybody’s business: In raising safeguarding concerns this does not 
take away the responsibility of all to ensure that their actions should promote the safety and 
well-being of Adults at Risk. Safeguarding enquiries should be supported by all those 
involved in an Adults life and they don’t prevent other actions that can be taken to promote 
the safety and well-being of the Adult. In terms of outcomes these need to be owned by all 
and reviewed as part of the on-going care and support that is provided to Adults at Risk 
across the safeguarding partnership. 


Professional Judgement / Curiosity:  It is essential that key decisions by paid staff are 
made based on their knowledge and understanding of the situation and that they are 
enabled to apply their training and knowledge in partnership with the individual. This may 
involve bringing into play a range of legal, practice and ethical frameworks as well as the 
principles already outlined. This includes a level of professional curiosity, whereby people in 
all agencies make all reasonable efforts to enquire into potential instances of abuse. This is 
particularly important in relation to incidences of where there may be coercion and control 
by other influential people in the lives of individuals. 


Risk Assessment and Management:  Assessment of risk should be carried out with the 
individual during any safeguarding episode and adjustments should be made depending on 
any changes in relation to the situation. Risk to others should also be considered. 


Mental Capacity:  The Mental Capacity Act (MCA) 2005 requires an assumption that an 
adult (aged 16 or over) has full legal capacity to make decisions unless it can be shown that 
they lack the capacity to make a decision for themselves at the time of the decision needs 
to be made. Individuals must be given all the appropriate help and support to enable them 
to make their own decisions or to maximise their participation in any decision making 
process. Unwise decisions do not necessarily indicate a lack of capacity. Any decision 
made, or action taken, on behalf of someone who lacks the capacity to make the decision 
or act for themselves must be made in their best interests. It is therefore important that the 
individual’s capacity is considered throughout, particularly when there is doubt or when 
there is fluctuation. 


The Mental Capacity Act Code of Practice can be found at:  


https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice 


Advocacy:  Local authorities have a duty to involve the adult in a safeguarding enquiry. 
Involvement requires supporting the adult to understand how they can be involved, how 
they can contribute and take part, and lead or direct the process. As part of the planning 
process the lead agency must consider and decide if the adult has “substantial difficulty” in 
participating in the safeguarding enquiry. Where an adult has “substantial difficulty” in being 
involved the lead agency must decide whether there is an appropriate person to support 
them and in the absence of anyone suitable or available, arrange for an independent 
advocate. 


Safeguarding Planning:  In response to identified risks a safeguarding plan can be 
developed and implemented at any time. The safeguarding plan aims to: prevent abuse or 
neglect; keep the risk of abuse or neglect at a level that is acceptable to the person; support 
the individual to continue in the risky situation if that is their choice and they have the 
capacity to make that decision. 



https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
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Information Sharing:  This is the key to delivering better and more efficient services that 
are coordinated around the needs of the individual. It is a foundation of early intervention 
and preventative work, for safeguarding, for promoting welfare and for wider public 
protection. Information sharing is a vital element in improving outcomes for all. 
Nevertheless, it is important to understand that most people want to be confident that their 
personal information is kept safe and secure and that practitioners maintain individuals’ 
privacy, while sharing appropriate information to deliver better support. Each safeguarding 
adult partnership should have up to date Information sharing guidance in place. 


Recording:  Good record-keeping is an essential part of the accountability of organisations 
to those who use their services. Maintaining proper records is vital to the individuals’ care, 
support and safety. Where an allegation of abuse or neglect has been made all agencies 
have a responsibility to keep clear and accurate records. It is fundamental to ensure that 
evidence is protected and to show what action has been taken and what decisions have 
been made and why. 


Feedback:  It is important to provide regular updates to the adult, people raising the 
concern and relevant partners. People raising a safeguarding concern are entitled to be 
given appropriate information regarding the status of the referral they have made. The 
extent of this feedback will depend on various things (e.g. the relationship they have with 
the individual, confidentiality issues and the risk of compromising an enquiry). At the very 
least it should be possible to advise people raising the concern that their information has 
been acted upon and taken seriously.  


Recovery from Abuse and Neglect: Safeguarding planning also involves promoting 
wellbeing and supporting adults who have been the victim of abuse or neglect to recover 
from the experience e.g. counselling, peer support and part of this recovery may include 
restorative justice. 


Safeguarding and Human Rights: It is important that any safeguarding complies with the 
Human Rights Act (HRA) 1998 (in particular Articles 5 and 8). This means that both the 
process and the outcome must be proportionate, not unduly restrictive, and enables risk 
where appropriate. Additionally, any actions arising from the principles and approach 
should be consistent with current legislation. 


Safeguarding must respect the autonomy and independence of individuals as well as their 
right to family life. In the context of the Human Rights Act, Article 8, Lord Justice Munby, 
speaking about people who are vulnerable or incapacitated, stated: 


 


 


 


 


 


 


Conclusion Closing Statement 


 
‘The fundamental point is that public authority decision-making must engage appropriately 
and meaningfully both with P and with P’s partner, relatives and carers. The State’s 
obligations under Article 8 are not merely substantive; they are also procedural. Those 
affected must be allowed to participate effectively in the decision making process. It is simply 
unacceptable – and an actionable breach of Article 8 – for adult social care to decide, without 
reference to P and her carers, what is to be done and then merely to tell them – to “share” 
with them – the decision.’ 
 
What Price Dignity? Keynote address by Lord Justice Munby to the LGA Community Care Conference: 
Protecting Liberties (14 July 2010) in Making Safeguarding Personal Guide 2014 LGA. 
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Closing Statement 


The main purpose of any work in relation to safeguarding should be about supporting 
individuals to take control of their own life and be free from abuse and neglect wherever 
possible. Any interaction with individuals should be focused on making a difference, 
reducing risk and empowering people and communities to prevent and reduce abuse and 
neglect from happening in the future. 


Key Contacts for Raising a Safeguarding Concern in South Yorkshire: 


Key Contact Points to make an Adult 
Safeguarding Concern: 
 


Contact Details 
 
 


Barnsley Customer Access Team (Members of the 
Public) 
 
 


01226 773 300 
 
Barnsley Council 
Safeguarding Concern 
 


Doncaster Safeguarding Adults Contact Team 
 
 
 


01302 737 391 (Option 3 for 
Safeguarding)  
 
Doncaster Council 
Safeguarding Concern 
 


Rotherham Metropolitan Borough Council 
 
 


01709 822 330 
 
Rotherham Council 
Safeguarding Concern 
 


Sheffield City Council First Contact 
 
 
 


0114 273 4908 
 
Sheffield Council 
Safeguarding Concern 


 
Safeguarding Board Signatories 
 


Local Authority 
Safeguarding Board 


Name of Chair Signature of Chair 


Barnsley Safeguarding Adult 
Board 


 
 
 


 


Safeguarding Adults 
Doncaster 


 
 
 


 


Rotherham Safeguarding 
Adults 


 
 


 


Sheffield Adult Safeguarding 
Partnership 


  


 



https://www.barnsley.gov.uk/search?search=safeguarding+adults+concern+form

https://www.barnsley.gov.uk/search?search=safeguarding+adults+concern+form

http://www.doncaster.gov.uk/services/adult-social-care/safeguarding-adults-contents-page

http://www.doncaster.gov.uk/services/adult-social-care/safeguarding-adults-contents-page

https://www.rotherham.gov.uk/info/200593/social_care_and_support/408/get_help_for_someone_being_abused_or_neglected

https://www.rotherham.gov.uk/info/200593/social_care_and_support/408/get_help_for_someone_being_abused_or_neglected

https://www.sheffieldasp.org.uk/sasp/p/worried-about-an-adult

https://www.sheffieldasp.org.uk/sasp/p/worried-about-an-adult
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Appendix 1  


Safeguarding Principles and the approach for South Yorkshire 


Partners of the Safeguarding Adults Boards 


1.1 Local authorities 
 
Local authorities are statutory members of safeguarding adults boards. The Care Act 
2014, implemented April 2015 places upon them specific legal duties. 


 


Each local authority must: 
 


 consider the wellbeing of both unpaid carers and the person they are caring for 
during assessments of need. Wellbeing is defined as including the protection of 
abuse and neglect. During such assessments the local authority must consider 
whether it would be possible to provide information, or support that prevents abuse 
or neglect from occurring. Where this is necessary the local authority should make 
arrangements for providing it.


 set up the Safeguarding Adults Board (SAB) with core membership from the local 
authority, the police and clinical commissioning groups.


 make (or cause to be made) whatever enquiries it thinks necessary to enable it to 
decide what action should be taken in the adult’s case


 receive the findings of any enquiry and determine with the adult what, if any, further 
action is necessary


 arrange, where appropriate and proportionate, for an independent advocate to 
represent and support an adult who is the subject of a safeguarding enquiry or 
Safeguarding Adults Review (SAR) where the adult has ‘substantial difficulty’ in being 
involved in the process and where there is no other appropriate adult to help them.


 have a Designated Adults Safeguarding Manager(s) responsible for the 
management and oversight of individual complex cases and coordination where 
allegations are made or concerns raised about an employee, volunteer or student, 
paid or unpaid.


 Cooperate with its partners in achieving its objectives (each of whom has a duty to 
cooperate with the local authority)


 


1.2 Clinical commissioning groups (CCG) 
 
Clinical commissioning groups (CCGs) are NHS organisations set up by the Health 
and Social Care Act 2012 to organise the delivery of NHS services in England. They 
are statutory members of Safeguarding Adults Boards 


 


Clinical commissioning groups commission a range of health and care services including: 


 
 Planned hospital care


 Urgent and emergency care


 Rehabilitation care


 Community health services
 Mental health and learning disability services
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Clinical commissioning groups work with patients and health and social care partners 
(e.g. local hospitals, local authorities, local community groups etc.) to ensure services 
meet local needs. 


 
Clinical commissioning groups provide strategic leadership, ensuring the wider NHS 
network has established systems and processes to safeguard adults effectively. This 
includes promoting safeguarding adults as a core element of local clinical governance 
arrangements, establishing local standards, monitoring the effectiveness of local 
systems, promoting and embedding joint working, delivering key messages and 
supporting the NHS network to promote and deliver effective safeguarding systems, 
practices and resources. 


 


Clinical commissioning groups must have a Designated Adults Safeguarding 
Manager(s) responsible for the management and oversight of individual complex cases 
and coordination where allegations are made or concerns raised about an employee, 
volunteer or student, paid or unpaid. 


 


1.3 Police 
 
The police are statutory members of safeguarding adults boards. 


 


Many forms of abuse amount to criminal offences. Whilst the duty of care in respect of 
safeguarding rests with all services, the prevention, identification, investigation, risk 
management and detection of criminal offences against adults at risk is a fundamental 
role of the police service. 


 
Criminal investigations will take precedence over other forms of enquiry, but 
safeguarding planning will need to be undertaken in parallel. The police coordinate 
criminal investigations with wider safeguarding responses. This requires partnership, 
effective communication and cooperation, making the best use of each organisations 
skills and expertise in order to achieve safe, effective and timely outcomes for the adult at 
risk. 


 


The police service must have a Designated Adults Safeguarding Manager(s) responsible 
for the management and oversight of individual complex cases and coordination where 
allegations are made or concerns raised about an employee, volunteer or student, paid or 
unpaid. 


 


1.4 NHS England 
 
The general function of NHS England is to promote a comprehensive health service so 
as to improve the health outcomes for people in England. NHS England discharges its 
responsibilities by: 


 


 allocating funds to, guiding and supporting CCGs, and holding them to account, and;


 directly commissioning primary care, specialised health services, health services 
for those in secure and detained settings, and for serving personnel and their 
families, and some public health services.







SY Principles and Approach Final Version 8                                                                                                Page | 33   
 


 


The mandate from Government sets out a number of objectives which NHS England 
is legally obliged to pursue. The objectives relevant to safeguarding are: 


 


Objective 13 - NHS England’s objective is to ensure that Clinical Commissioning 
Groups (CCGs) work with local authorities to ensure that vulnerable people, 
particularly those with learning disabilities and autism, receive safe, appropriate, high 
quality care. 


 


Objective 23 - NHS England’s objective is to make partnership a success. (This 
includes, for example, demonstrating progress against the Government’s priority 
of continuing to improve safeguarding practice in the NHS) 


 


NHS England is required to: 
 


 ensure that the health commissioning system as a whole is working effectively to 
safeguard adults vulnerable to abuse or neglect, and children;


 act as the policy lead for NHS safeguarding, working across health and social 
care, including leading and defining improvement in safeguarding practice and 
outcomes;


 provide leadership support to safeguarding professionals – including working with 
Health Education England (HEE) on education and training of both the general and 
the specialist workforce;


 ensure the implementation of effective safeguarding assurance arrangements and 
peer review processes across the health system from which assurance is provided to 
the Board;


 provide specialist safeguarding advice to the NHS;


 lead a system where there is a culture that supports staff in raising concerns 
regarding safeguarding issues;


 ensure that robust processes are in place to learn lessons from cases where 
children or adults die or are seriously harmed and abuse or neglect is suspected;


 appropriately engage in the local safeguarding boards and any local arrangements for 
safeguarding both adults and children, including effective mechanisms for LSCBs, 
SABs and health and wellbeing boards to raise concerns about the engagement and 
leadership of the local NHS.


 
As a commissioner of health services, NHS England also needs to assure itself that 
the organisations from which it commissions have effective safeguarding 
arrangements in place. 


 


In addition, in relation to primary care NHS England is responsible for ensuring, in 
conjunction with local CCG clinical leaders, that there are effective arrangements for 
the employment and development of named GP/named professional capacity for 
supporting primary care within the local area. 


 


1.5 Crown Prosecution Service (CPS) 
 
The CPS is the principle public prosecuting authority for England and Wales and is 
headed by the Director of Public Prosecutions. The CPS has produced a policy on 
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prosecuting crimes against older people which is equally applicable to adults at risk, who 
may also be vulnerable witnesses. 


 


Support is available within the judicial system to support adults at risk to enable them to 
bring cases to court and to give best evidence. If a person has been the victim of abuse 
that is also a crime, their support needs will need to be identified by the police, the CPS 
and others who have contact with the adult at risk. Witness Care Units exist in all judicial 
areas and are run jointly by the CPS and the police. 


 
The CPS has a key role in making sure that special measures are put in place to 
support vulnerable or intimidated witnesses to give their best evidence. They are 
available both in the Crown and Magistrate Courts.  These include the use of trained 
intermediaries to help 


with communication, screens and arrangements for evidence and cross-examination to 
be given by video link. 


 
1.6 Fire and Rescue Service 


 
The Fire and Rescue Service visit adults at risk in various settings, including their 
own homes when responding to incidents or when carrying out a fire safety visit. 


 


Where personnel have a concern about an adult at risk they will need to inform their line 
manager who may need to consider Raising a Safeguarding Concern. 


 
Staff and volunteers from other agencies are not expected to be fire safety experts. 
However, they should be aware of the potential risk and advise the local fire station so 
that they may contact the occupier to arrange for a home fire safety visit with the 
consent of the occupier. 


 


1.7 Housing and Housing Related Support Organisations 


 
Housing organisation staff are in the position to identify tenants who are vulnerable and 
are at risk of abuse, neglect and exploitation. 


 


Housing related support organisations provide housing and support services for adults 
with a wide range of needs. The quality of their service is regulated through the Quality 
Assessment Framework, which includes standards that they must meet with regard to 
safeguarding adults from abuse. 


 


In addition to recognising the risks of abuse and raising safeguarding concerns, housing 
organisations will often have an important role within safeguarding planning 
arrangements. 


 


1.8 The Coroner 


 
Coroners are independent judicial officers who are responsible for investigating violent 
or unnatural or sudden deaths of unknown cause and deaths in custody, which must 
be reported to them. The Coroner may have specific questions arising from the death 
of an adult at risk. These are likely to fall within one of the following categories: 
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 where there is an obvious and serious failing by one or more organisations


 where there are no obvious failings, but the actions taken by organisations require 
further exploration/explanation


 where a death has occurred and there are concerns for others in the same 
household or other setting (such as a care home) or


 deaths that fall outside the requirement to hold an inquest but follow-up 
enquiries/actions are identified by the Coroner or his or her officers


 
In the above situations the local safeguarding adults board may also need to 
consider whether the criteria for a Safeguarding Adults Review has been met. 


 


1.9 The Probation Service 


 
The Probation Service protects the public by working with offenders to reduce re-
offending and harm. It works jointly with other public and voluntary services to identify, 
assess and manage the risk in the community of offenders who have the potential to 
cause harm. 


 


The Probation Service shares information and works in partnership with other agencies 
including local authorities and health services, and contributes to local Multi-Agency 
Public Protection Arrangements (MAPPA) to help reduce the re-offending behaviour of 
sexual and violent offenders in order to protect the public and previous victims from 
serious harm. 


 
Transforming rehabilitation (2014) is a reform programme that changed the way 
offenders are managed in the community. The reforms included the introduction of a 
new National Probation Service and local Community Rehabilitation Companies 
(CRCs) 


 
National Probation Service 


 


The National Probation Service provides staff in prisons, provides advice to courts 
and works with high risk offenders and those on the national sex offender register 


 
Community Rehabilitation Companies (CRC) 


 


Community Rehabilitation Companies are private companies commissioned to work in 
regional areas across the country. This includes West Yorkshire CRC and North Yorkshire 
(CRC). CRC’s work with medium and low risk offenders. 


 
The National Probation Service and Community Rehabilitation Companies work with 
each other and their partners to reduce reoffending. Although the focus of the Probation 
Service is on those who cause harm, they are also in a position to identify offenders who 
themselves are at risk from abuse and to take steps to reduce the risk to those offenders 
in accordance with this Multi-Agency Policy and Procedures. 


 


1.10 Care Quality Commission (CQC) 
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The Care Quality Commission (CQC) is the independent regulator of all health and 
adult social care in England, including those provided by the NHS, local authorities, 
private companies and voluntary organisations.  Specifically this includes: 


 


 medical and clinical treatment given to people of all ages, including treatment given 
in hospitals, ambulance services, mental health services and GP practices


 care provided in residential and nursing homes


 care provided in the community or in people’s own homes


 services for people whose rights are restricted under the Mental Health Act


 care provided either by the NHS or by independent organisations
 
All health and adult social care providers are required by law to be registered with CQC 
and must show that they are meeting the essential standards. Registration is combined 
with continuous monitoring of essential standards as part of a system of regulation. 


 


Regulations under the Care Act will place a ‘duty of candour’ on all service 
providers registered with the Care Quality Commission from April 1015. The duty: 


 


 aims to ensure transparency and honesty when things go wrong


 requires providers to tell the person when something has gone wrong as soon as 
possible and provide support to them


 includes giving an apology and keeping the person informed about any further 
enquiries.


 
The CQC publication ‘Our Safeguarding Protocol’ states that they will attend 
safeguarding Strategy Meetings where: 


 


 a person or people registered with CQC to provide services are directly implicated


 urgent or complex regulatory action is indicated


 any form of enforcement action has started, or is under consideration, in relation to 
the service or location involved and which relates to risks to people using the service 
or the quality of their care


 


However, regardless of attendance, the CQC should receive copies of any Strategy 
and Case Conference Meeting minutes in relation to services they regulate. 


 


CQC will provide relevant information to the chairs of all Strategy Meetings convened in 
relation to regulated services as requested. For example, information from CQC about the 
quality of service and regulatory track record of the provider may be useful to the chair of 
the meeting in determining the service provider’s level of involvement in the process. 


 


1.11 Healthwatch 
 
Healthwatch is the new independent consumer champion with statutory powers to ensure 
the voice of the consumer is strengthened and heard by those who commission, deliver 
and regulate health and care services. Healthwatch operates on a national level through 
Healthwatch England and at a local level with a Healthwatch in each area. 


 
Healthwatch has a statutory remit to collate evidence of service shortfalls and issues 
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to ensure the regulators, other arms-length bodies, and government departments, 
respond accordingly. 


 


Safeguarding Adults Boards have duty to consult Healthwatch in relation to its 
Strategic Plan each year, to help ensure that its plans reflect local needs, priorities 
and views. 


 
1.12 Community, voluntary and private sector providers 


Community, voluntary and private sector organisations will provide a diverse range of 
services to adults at risk. Each organisation will have an important role within this 
safeguarding adults procedure and provide services that will assist in both preventing 
and responding to abuse. 


 


Community, voluntary and private sector organisations will need to work closely with 
statutory agencies, such as the police, NHS and adult social care, in the interests of 
adults at risk and to achieve the objectives of this procedure. 


 


The role of community, voluntary and private sector organisations will depend on the 
nature of the service provided, however each of the responsibilities in Section 4.14 apply. 


 
1.13 Responsibilities of all organisations 


An organisation that provides care and support to adults at risk has responsibilities 
to safeguard adults at risk within this procedure. 


 


This involves: 


 actively developing service provision so as to minimise the risk of abuse occurring


 working with partner agencies to support adults at risk who have experienced abuse


 working with partner agencies to end any abuse that is occurring


All organisations that work with adults at risk must ensure that they respond to issues 
of abuse and neglect in accordance with this Multi-Agency Safeguarding Adults 
Policy and Procedure.  This includes the responsibility to ensure that: 


 organisations have their own internal policy and procedures, consistent with this 
Multi-Agency Policy and Procedure


 all staff and volunteers raise safeguarding concerns in-line with this Multi-Agency 
Policy and Procedure.


 appropriate senior representatives of the organisation attend and actively contribute 
to safeguarding Strategy Meetings (or Discussions)


 staff (and volunteers) actively contribute and participate within safeguarding Formal 
Enquiries carried out under this Multi-Agency Safeguarding Adults Policy and 
Procedure.


 Service providers need to provide details of enquiries undertaken and their findings 
to inform Case Conferences.


 appropriately senior representatives of the organisation attend and actively 
contribute to Case Conferences


 the organisation and its staff (and volunteers) work in partnership with other agencies 
to ensure the safeguarding planning needs of the adult at risk are met


 information is shared between agencies in accordance with information sharing 
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policies and protocols


 the organisation keeps its own records in relation to safeguarding concerns and how 
these are responded to.


 the organisation participates within Safeguarding Adults Reviews where requested 
by the safeguarding adults board


 the organisation supports and empowers adults at risk to make decisions about their 
own lives within this Multi-Agency Safeguarding Adults Policy and Procedure.


 the staff teams adhere to the Mental Capacity Act and Code of Practice where an 
adult at risk lacks mental capacity in relation to decisions within this procedure


 the organisation supports adults at risk to end abuse and to access support that 
enables them to cope with the impact of what has happened.
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Appendix 2 


Safeguarding Principles and the approach for South Yorkshire 


Linked Agendas 


2.1  Domestic violence and abuse 


Domestic violence and abuse is defined as: 


 
Any incident or pattern of incidents of controlling, coercive or threatening behaviour, 
violence or abuse between those aged 16 or over who are or have been intimate 
partners or family members regardless of gender or sexuality. This can encompass, but 
is not limited to, the following types of abuse: 
 


 psychological 
 physical 
 sexual 
 financial 


 emotional 
 ‘honour based violence’ 
 female genital mutilation 
 forced marriage 


The safeguarding adults procedure relate to people aged 18 years and over. If the 
person at risk is under 18 years of age, the safeguarding children procedure should be 
followed. 


 
Domestic violence is a defined type of abuse within the safeguarding adult’s procedure. 
The LGA/ADASS (2015) Adults safeguarding and domestic abuse: A guide to support 
practitioners and managers, provides useful guidance on responses to domestic violence 
within the safeguarding adult procedure. 


 
Responses should include specialist support from domestic violence services as 
required. Specialist domestic violence and abuse services provide support in relation to 
personal safety planning, housing options, legal options, and counselling. 


 


In relation to high risk domestic violence cases a Multi-Agency Risk Assessment 
Conference (MARAC) meeting may be held. MARAC meetings include representatives 
of local police, probation, health, children and safeguarding adults, housing 
practitioners, substance misuse services, Independent Domestic Violence Advisers 
(IDVAs) and other specialists from statutory and voluntary sectors. 


 


The aims of a MARAC are as follows: 
 


 to safeguard adult victims who are at high risk of future domestic violence and abuse 


 to make links with other public protection arrangements in relation to children, the 
perpetrator and people at risk 


 to safeguard agency staff, and 


 to work towards addressing and managing the behavior of the perpetrator 
 


Safeguarding adults services and domestic violence services need to work together 
to ensure the safety, protection, needs and wishes of the person at risk are met.  
Domestic violence can be reported to the police. If the person has needs for care and 
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support, and is unable to protect themselves as a result, a safeguarding concern should 
be should be raised. The police and safeguarding adults services will both work with 
domestic violence services for that area. 


 


2.2  Forced marriage 
 


Forced marriage is against the law and occurs when, one or both spouses do not 
consent to a marriage and some element of duress is involved. Duress might include 
both physical and/or emotional/psychological pressure. Forced marriage is recognised 
as an abuse against human rights and will also constitute abuse within the context of this 
Multi-Agency Safeguarding Adults Policy and Procedure if the person is also an adult at 
risk. 


 


The Forced Marriage Unit is a joint initiative between the Home Office and the Foreign 
and Commonwealth Office providing specialist advice and guidance. The Forced 
Marriage Unit provides comprehensive resources and information, including the 
following guidance: 


 


 Multi-Agency Practice Guidelines: Handling Cases of Forced Marriage (June 2009) 


 Forced Marriage and Learning Disabilities: Multi-Agency Practice Guidelines 
(Dec 2010) 


 
The guidance recommends forced marriage of an adult at risk, should be dealt with 
within the safeguarding adults procedure. The One Chance Rule is that sometimes there 
will only be one chance to help a person facing forced marriage, hence reference should 
be made with urgency to the Multi-Agency Practice Guidelines listed above. 


 


The police should always be contacted for advice in relation to suspicions or 
concerns about forced marriage. 


 
In addition, the Forced Marriage Unit provides a confidential advice and assistance for: 


 


 those who have been forced into marriage 


 those at risk of being forced into marriage 


 people worried about friends or relatives 


 professionals working with actual or potential victims of forced marriage 


 


Forced marriage should be reported to the police. If the person has needs for care 
and support, and is unable to protect themselves as a result, a safeguarding concern 
should also be raised. 


 


The Forced Marriage Unit website provides a wealth of information and 
guidance www.fco.gov.uk/forcedmarriage, together with a helpline: 020 7008 
0151 


 


2.3  Honour-based violence 


 
So-called 'honour-based violence’ is a crime or incident, which has or may have been, 
committed to protect or defend the perceived honour of the family and/or community. 


 



http://www.fco.gov.uk/forcedmarriage
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Honour-based violence can take many forms, it is used to control behaviour within 
families to protect perceived cultural and religious beliefs and/or honour. Examples may 
include murder, fear of or actual forced marriage, domestic violence, sexual abuse, 
false imprisonment, threats to kill, assault, harassment and forced abortion. This list is 
not exhaustive.  
 
Women are predominantly (but not exclusively) the victims and the violence is often 
committed with a degree of collusion from family members and/or the community. 
 
Honour-based violence is a crime and should be reported to the police. If the person 
has needs for care and support, and is unable to protect themselves as a result, a 
safeguarding concern should be raised. 
 


2.4 Modern slavery 
 


Modern Slavery can take many forms including the trafficking of people, forced labour, 
servitude and slavery. Any consent victims have given to their treatment will be 
irrelevant where they have been coerced, deceived or provided with payment or 
benefit to achieve that consent. 


The term ‘modern slavery’ captures a whole range of types of exploitation, many of 
which occur together. These include but are not limited to: 


 


 Sexual exploitation: This includes but is not limited to sexual exploitation and abuse, 
forced prostitution and the abuse of children for the production of child abuse 
images/videos. Whilst women and children make up the majority of victims, men can 
also be affected. Adults are coerced often under the threat of force, or other penalty. 


 Domestic servitude: This involves a victim being forced to work, usually in private 
households, performing domestic chores and child care duties. Their freedom may 
be restricted and they may work long hours often for little pay or not pay, often 
sleeping where they work. 


 Forced labour: Victims may be forced to work long hours for little or no pay in poor 
conditions under verbal or physical threats of violence to them or their families. It can 
happen in various industries, including construction, manufacturing, laying driveways, 
hospitality, food packaging, agriculture, maritime and beauty (nail bars). 


 Criminal exploitation: This is the exploitation of a person to commit a crime, such a 
pick pocketing, shop-lifting, cannabis cultivation, drug trafficking and other similar 
activities 


 Other forms of exploitation may include organ removal, forced begging, forced 
benefit fraud, forced marriage and illegal adoption. 


 


For information and advice about, refer to the Modern Slavery Helpline: 0800 0121 
700 www.modernslavery.co.uk/who.html 


 


Modern slavery should be reported to the police. If the person has needs for care and 
support, and is unable to protect themselves as a result, a safeguarding concern should 
be raised. 


 


2.5  Prevent agenda: exploitation by radicalisers who promote violence 



http://www.modernslavery.co.uk/who.html
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The Government’s counter-terrorism strategy as defined in the Counter Terrorism 
and Security Bill 2015 known as CONTEST. 
 


Prevent is an element of this strategy. Prevent focuses on working with vulnerable 
individuals who may be at risk of being exploited by radicalisers and subsequently 
drawn into terrorist-related activity. Violent extremists may target vulnerable people 
and use charisma and persuasive rationale to attract people to their cause. 
 


The Prevent strategy: 
 


 responds to ideological challenge faced from terrorism and aspects of extremism, 
and the threat faced from those who promote these views 


 provides practical help to prevent people from being drawn into terrorism and ensure 
they are given appropriate advice and support 


 works with a wide range of sectors (including education, criminal justice, faith, 
charities, online and health) where there are risks of radicalisation that need to be 
addressed. 


 


Channel is a key element of the Prevent strategy. It is a multi-agency approach to 
protect people at risk from radicalisation. Channel uses existing collaboration between 
local authorities, statutory partners (such as the education and health sectors, social 
services, children’s and youth services and offender management services, the police) 
and the local community to identify individuals at risk of being drawn into terrorism; to 
assess the nature and extent of that risk; and to develop the most appropriate support 
plan for the individuals concerned. 


 
Channel is about safeguarding children and adults from being drawn into committing 
terrorist-related activity. It is about early intervention to protect and divert people away 
from the risk they face before illegality occurs. 


 
Incidents of exploitation by radicalisers who promote extreme ideas that could lead to 
violence should be reported to the police. If the person has needs for care and support, 
and is unable to protect themselves as a result, a safeguarding adults concern should 
also be raised. 


 
2.6  Hate crime 


 
Hate crime is taken to mean any crime where the perpetrator’s prejudice against any 
identifiable group of people is a factor in determining who is victimised. Hate crime is 
a form of discriminatory abuse. 


 


Hate crimes happen because of hostility, prejudice or hatred of people due to: 


 disability 


 gender identity 


 race, ethnicity or nationality 


 religion or belief 


 sexual orientation 
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It should be noted that this definition is based on the perception of the victim or anyone 
else and is not reliant on evidence. Apart from individually charged offences under the 
Crime and Disorder Act 1998, local crime reduction partnerships can prioritise action 
where there is persistent anti-social behaviour that amounts to hate crime where 
appropriate. 


The police and other organisations work together to ensure a robust, coordinated 
and timely response to situations where adults at risk become a target for hate 
crime. 


Coordinated action will aim to ensure that victims are offered support and protection 
and action is taken to identify and prosecute those responsible. 


 
Hate crime should be reported to the local community safety initiative. If the person has 
needs for care and support, and is unable to protect themselves as a result, a 
safeguarding concern should also be raised. In the event that a person is at immediate 
risk, contact the police. 


 
2.7 Anti-social behaviour 
 


Anti-social behaviour is any aggressive, intimidating or destructive activity that damages 
or destroys another person's quality of life.  This might, for example, include: 


 


 persistent verbal abuse or threats 


 assault or physical harassment 


 racial or homophobic harassment 


 graffiti, vandalism or damage to property 
 


Anti-social behaviour teams bring together experienced staff from the local authority, 
police, housing and other organisations to prevent and resolve anti-social behaviour. 
Anti-social behaviour teams will manage incidents referred, working with the private or 
social housing agency concerned in addressing incidents of anti-social behaviour. 


 


Persistent anti-social behaviour can cause significant alarm, harassment and 
stress. The anti-social behaviour team may assist by a range of actions, including: 


 


 setting up mediation sessions 


 referring those committing anti-social behaviour to diversionary activities and support 


 using acceptable behaviour contracts to deter the person or group from persisting 
with their action 


 securing injunctions against individuals 


 use of housing legislation to address persistent incidents within a local 
neighbourhood 


 use of anti-social behaviour orders to prevent the person or group from persisting 
with their activities 


 
Anti-social behaviour should be reported to the local community safety initiative. If 
the person has needs for care and support, and is unable to protect themselves as a 
result, consideration should be given to Raising a Safeguarding Concern. In the 
event that a person is at immediate risk, contact the police. 
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2.8  Multi-Agency Public Protection Arrangements (MAPPA) 
 


The purpose of MAPPA is to help reduce the re-offending behaviour of sexual and 
violent offenders in order to protect the public, including previous victims, from serious 
harm. It aims to do this by ensuring that all relevant agencies work together effectively 
to: 
 


 identify all relevant offenders 


 complete comprehensive risk assessments that take advantage of coordinated 
information sharing across the agencies 


 devise, implement and review robust risk management plans; and 


 focus the available resources to best protect the public from serious harm 
 
The police, probation and prison service (MAPPA Responsible Authorities) are the 
responsible authorities required to ensure the effective management of offenders, 
however NHS, social services, education and housing all have a duty to cooperate under 
the Criminal Justice Act (2003). 


 


Where an offender is managed through the Multi-Agency Public Protection 
Arrangements, and they present a risk to an adult with care and support needs, 
consideration should be given to Raising a Safeguarding Concern with the local 
authority and involving the local authority in the multi-agency risk management plan. 


 
2.9 The Health and Safety Executive (HSE) 
 


The Health and Safety Executive (HSE) and Local Authorities are responsible, under 
Section 18 of the Health and Safety at Work Act 1974 for making adequate 
arrangements for the enforcement of health and safety legislation with a view to 
securing the health, safety and welfare of workers and protecting others, principally the 
public. 


 


In relation to safeguarding adults at risk from abuse, HSE is responsible for enforcing 
work- related health and safety legislation in hospitals, nursing homes and day care 
centres. 


 


Local authorities enforce the Health and Safety at Work Act in respect of certain non- 
domestic premises, including residential care homes (unless the care home is owned 
or substantially operated by the local authority, in which case enforcement is 
undertaken by HSE). 


 


In the event that a care home has dual registration for residential and nursing, a 
judgement is required by the local authority and HSE according to the main activity of the 
service. The allocation of enforcement responsibility under the Health and Safety 
(Enforcing Authority) Regulations 1998 is described within its ‘A-Z guide to allocation’. 


 


The supporting role of the HSE (and local authority Health and Safety Departments) 
should be considered in all investigations of abuse that occur within health and care 
service settings. Health and safety offences are usually prosecuted by HSE, the local 
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authority or other enforcing authority in accordance with current enforcement policy. The 
Crown Prosecution Service (CPS) may also prosecute health and safety offences, but 
usually does so only when prosecuting other serious criminal offences, such as 
manslaughter, arising out of the same circumstances. 


 


Health and safety concerns should be reported to the relevant organisation. However, 
consideration should be given as to whether abuse or neglect is indicated, and whether a 
safeguarding concern should also be raised. 


 
2.10 Safeguarding children and young people 


 
The Children Act 1989 provides the legislative framework for agencies to take decisions 
on behalf of children and to take action to protect them from abuse and neglect. 


 
It is essential that those working to safeguard adults at risk are also aware of their 
responsibilities to safeguard and promote the welfare of children and young people. 
There will be occasions when those working with adults at risk identify risks to children 
and young people, and occasions when safeguarding adults and safeguarding children 
procedure need to operate side-by-side. 


 


Reference should be made to the local safeguarding children procedure if there 
are concerns about abuse or neglect of children and young people under the age 
of 18. 


 
Sometimes allegations of abuse will occur with regard to a person who is approaching the 
age of 18. If an allegation of abuse is made before a young person turns 18, the process 
of safeguarding the young person would be managed under child protection procedures. 
The investigation, once started, should be completed under those procedures. 


 


Where a young person may remain at risk after the age of 18 and they would meet the 
criteria of an ‘adult at risk’ at that age, representatives from adult services may need to 
be invited to Strategy Meetings in order to contribute to the development of protective 
measures and plan for the young person’s future. Once a young person turns the age 
of 18, protection arrangements would then be reviewed by adult services. 


 


If an allegation of abuse is with regard to an adult at risk who has turned 18 years of age, 
a safeguarding concern should be raised as detailed in this Policy and Procedure. If 
children services have previously been involved in relation to related issues of support or 
concern, it may be appropriate to invite representatives from children services to attend 
Strategy Meetings in order to advise on relevant issues. 


 


2.11 Prisons and approved premises 
 


Local authority statutory adult safeguarding duties apply to those adults with care and 
support needs regardless of setting, other than prisons and approved premises where 
prison governors and National Offender Management Service (NOMS) have 
responsibility. Separate guidance for prisons and probation will be published by the 
National Offender Management Service. 


 


Where a local authority is made aware that an adult in a custodial setting may have care 
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and support needs, they must carry out a needs assessment as they would for someone 
in the community. If someone in a custodial setting refuses a needs assessment the 
local authority is not required to carry out the assessment, subject to the same 
conditions as in the community.  
 
This does not apply if: 


 the person lacks the capacity to refuse and the local authority believes that 
the assessment will be in their best interests; or 


 the person is experiencing, or is at risk of, abuse or neglect 
 


If, in the course of their assessment of a person living in a prison or approved premises, 
it becomes apparent to local authority staff (or those delegated to undertake needs 
assessments on behalf of the local authority) that the person is at risk of abuse or 
neglect, the assessor must report this to the management of the prison or approved 


premises who will lead on any enquiries required.10
 


 
Local authority staff (or those delegated to undertaken needs assessments on behalf of 
the local authority) must follow the safeguarding policies and procedures of custodial 
settings in their area. 


 
Local authority staff (or those delegated to undertake needs assessments on behalf of the 
local authority) should address any safeguarding issues in the care and support plan. This 
means they will have to liaise with the prison or probation staff about any required actions 
identified by their enquiries to ensure that all people in custodial settings are safeguarded. 


 
Prison and probation staff may approach the local authority for advice and assistance in 
individual cases although the local authority will not have the legal duty to lead enquiries 
in any custodial setting. 


 


Senior representatives of prisons and the National Probation Service, who have 
responsibility for approved premises may sit on the safeguarding adults board and play 
an important role in the strategic development of adult safeguarding locally. The 
Safeguarding Adults Board can act as a forum for members to exchange advice and 
expertise to assist prison and probation staff in ensuring that all people in custodial 
settings are safeguarded. 
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Appendix 3 


Safeguarding Principles and the approach for South Yorkshire 


Information for referrers of Adult Safeguarding 


Who is an adult at risk? 


An adult at risk is defined as someone who is 18 years or over, someone who has, or may 
have care and support needs and is experiencing, or is at risk of abuse and neglect. 


Any person (including the adult themselves) who has concerns that someone may be 
unable to protect themselves can raise their concerns with the local authority. There may 
be a professional duty to act or there may be a moral obligation to take action where adults 
are at risk.  


What are the aims of Safeguarding for adults at risk?  


 Raising public awareness so that professionals, other staff and communities as a 


whole play their part in preventing, identifying and responding to abuse and neglect. 


 Stop abuse or neglect wherever possible. 


 Preventing harm and reducing the risk of abuse and neglect for adults with care and 


support needs. 


 Safeguard adults in a way that supports them in making choices and have control in 


how they choose to live their life. 


 Promoting an outcomes approach in safeguarding that works for adults resulting in 


the best experience possible.  


 Outcomes are those changes that the adult at risk wants i.e. they may want to feel 


safe, have access to community facilities, have contact restricted or prevented from 


the people who have abused them or they may wish to pursue matters through the 


criminal justice system. 


 Support the recovery from the abuse or neglect. 


 


Who has a responsibility to safeguard adults at risk? 


“Safeguarding is everybody’s business”, there is a shared responsibility to keep adults at 
risk safe.  Everyone in our respective communities has a responsibility to report actual or 
suspected abuse or neglect of an adult at risk. Health and social care staff whether they are 
paid or unpaid have specific duties that require them to take action and report potential or 
actual adult abuse or neglect.  Organisations should have and refer to their own 
safeguarding policies and procedures detailing the responsibilities of all staff. Friends, 
families or members of the wider community have a responsibility to take action where they 
become aware of potential abuse or neglect and report their concerns to the local authority 
in their area.  


Deciding whether to Raise a Safeguarding Concern? 


If you are worried about: 
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 Something the adult at risk has disclosed to you. 


 Something you have been told by the adult themselves, or someone else. 


 Something you have witnessed for yourself, or you may have concerns how the adult 


at risk is being treated by someone else. 


 The ability of the adult to take action to protect themselves from future harm. 


 An adult who is putting themselves at risk of harm by their own actions regardless of 


the reasons for them. 


 


How do you know if the adult has care and support needs? 


Safeguarding duties apply regardless of whether an adults care and support needs are 
being met. Adults may need a mixture of practical, financial and emotional support. They 
may need extra help to manage their lives and be independent – including older people, 
people with a disability or long-term illness, people with mental health problems, and carers. 
Care and support includes assessment of people’s needs, provision of services and the 
allocation of funds to enable a person to purchase their own care and support. It could 
include care homes, home care, personal assistants, day services, or the provision of aids 
and adaptations.  


How do you know if the adult is experiencing, or at risk of, abuse and neglect? 


Abuse may be carried out by anyone who has power over another person, which may 
include family members, friends, unpaid carers and health or social care workers. It can 
take various forms, including physical harm or neglect, verbal, emotional or sexual abuse. 
Adults at risk can also be the victim of financial abuse from people they trust. Abuse may be 
carried out by individuals or by the organisation that employs them. Abuse may occur even 
if it is unintentional. 


An adult may be neglected by not being given the care and support they need, if they are 
unable to care for themselves. It may include not being given enough food, or the right kind 
of food, being left without help to wash or change clothes, or not being helped to see a 
doctor when there is a need to. However it must be considered that adults who are 
neglecting themselves may need help. 


Should you ask the adult’s consent before raising your concerns? 


The adult should experience the safeguarding process as empowering and supportive. 
Wherever practicable seek the consent of the adult before taking action. However, there 
may be circumstances when consent cannot be obtained because the adult lacks the 
capacity to give it, but it is in their best interests to raise a concern. Whether or not the adult 
has capacity to give consent, action may need to be taken if others are or will be put at risk 
if nothing is done or where it is in the public interest to take action i.e. because a criminal 
offence has occurred. 


 
You should not seek consent to share information if doing so would: 
 


 Place a child at increased risk of significant harm. 


 Place an adult at increased risk of serious harm.  


 Prejudice the prevention, detection or prosecution of a serious crime 
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 Lead to unjustified delay in making enquiries about significant harm or serious harm. 


 


Concerns should be reported immediately where the matter is serious or urgent. If you are 
not sure whether you should raise a safeguarding concern, you should seek advice within 
your organisation if you are a professional or with the local authority themselves. 


How will adults experience safeguarding and what difference will it make? 


 Safeguarding work, involves a range of responses to support adults to improve or 


resolve their circumstances. 


 Adults will be worked with and supported throughout the safeguarding process to 


achieve the outcomes they want to see. 


     It can help adults to feel safer. 


     It can make adults feel empowered and in control 


     It uses an approach that helps adults to identify their strengths and support networks. 


 
The actions taken to keep an adult safe should include respecting their wishes and 
protecting and respecting their rights, although assurances of confidentiality cannot be 
given. Wherever possible the adult should be involved in decisions about what they want to 
do at the outset of raising any Safeguarding concern about what they want to change and 
what support they need to achieve that.  


Key Messages 


 All concerns should be taken seriously, as should the responsibility to act. 


 It is the responsibility of all staff and members of the public to act on any suspicion or 


evidence of abuse or neglect and to pass on their concerns to an appropriate 


responsible person or authority. 


 Take immediate actions, wherever possible, to ensure the adult at risk is safe from 


imminent abuse or neglect. 


 If a crime needs to be reported? (dial 101 unless there is an immediate risk, in which 


case dial 999) Be aware of the possible need to preserve forensic evidence. 


 If urgent medical attention or an ambulance is required? (dial 999) 


 Professionals should consider their requirements to inform any professional 


regulators i.e. contractors or the Care Quality Commission where concerns are 


raised. 


 Employers should consider what immediate action they may need to take in order to 


keep adults safe, where the source of harm is alleged to be an employee in a 


position of trust that they are responsible for. 


 It is good practice to try to gain the adults consent to share information about them 


as long as it does not increase risk. Adults should be informed if their information 


needs to be shared without consent, where it is safe to do so.  


 Reassure the adult that they will be involved in decisions about them. 


 Sometimes it will be necessary to raise a concern even if this is contrary to the 


wishes of the adult at risk i.e. 
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o If other people appear to be at risk of harm (adults or children) 


o Where there is concern that an individual or organisation could harm others. 


o If there is a ‘legal restriction’ or an overriding public interest. 


o If the adult is exposed to life threatening risk and they are unreasonably 


withholding their consent. 


o If the adult has impaired capacity or decision making in relation to the 


safeguarding issues and the withholding of consent places them at undue risk. 


o Where there is undue influence or control over the person to prevent them from 


giving informed consent. 


 


What is the purpose of raising a concern? 


 To support the adult to keep them safe now and in the future and to lead the life of 


their choice. 


 To share information about risk so that the local authority or others can decide on the 


next actions that might be needed. 


 


What further information may be helpful when raising concerns?  


When raising concerns, where possible, provide the following information: 


1. Your details although anonymous referrals will be acted upon. 


2. Details of the adult(s) at risk 


3. Details of the person causing the harm (if known) 


4. Any immediate actions that have been taken to keep the adult safe i.e. emergency 


service, crime numbers.  


5. Further information about the abuse or neglect i.e. 


o How and when did the concern come to light?  


o When did the alleged abuse occur?  


o Where did the alleged abuse take place?  


o What are the details of the alleged abuse?  


o What impact is this having on the adult?  


o What is the adult saying about the abuse?  


o Details of any witnesses 


o Any potential risk to anyone visiting the adult to find out what is happening?  


o Details of others including children who may be at risk? 


 


What happens when a concern is raised? 


Anyone who raises a concern about an adult in South Yorkshire can expect that: 





 They will be taken seriously. 


 Any information given will be in confidence but this may be shared where it is 


necessary to keep others who are at risk safe. 
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 If they are a staff member or an employee of an organisation they have a right not to 


be subjected to any unfair treatment on the basis of having made a disclosure under 


these procedures. 


 As far as possible they will be informed of any action taken and the outcome. 


 


The local authority will determine whether or not the information shared engages the 
statutory duty to make a safeguarding enquiry and decide what action (if any) is required to 
resolve the concern that has been raised in the adult’s case. 


 


How to raise a Safeguarding Concern in South Yorkshire 


A safeguarding concern can be raised by anyone who has a concern about the adult at risk. 
The concerns should be reported to the safeguarding contact point in the local authority 
area where the abuse has occurred or is happening. You can find the contacts for 
raising concerns in South Yorkshire on page 30, of the main document.
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                                          Information record



Please note : This is not a referral form to use if you are worried or have concerns that a child is at risk of significant harm.

If the child is in immediate danger contact the police on 999 (in an emergency)



If the child is not in immediate danger but you believe a crime may have been committed then call the Police on101



Key questions should always be asked of the information source to ensure we can apply the correct grading.

		Your name:

		



		Date of birth: 

		



		Job Title:

		



		Address:

		



		Telephone number:

		







		Name of source:

		



		Date of birth:

		



		Address:

		



		Telephone number:

		







		Information: (Please include names, dates of birth, ages, descriptions, locations and vehicles if known)



		



























































		How does this person know this information?



		









		Did they see something first hand/hear something first hand?



		









		What were the circumstances?



		







		Is the information second hand ie has someone told them?



		









		Who has told them and how did this person know the information?



		









		When did they first know the information to be correct?/How old is the information?



		







		Who else knows the information?



		









		Was anyone else present when the information source saw/heard/was told the information?



		









		Do other people know the same information?



		









		Is the source willing to speak to Police?



		







Please email completed form to the following email addresses (The email address is only monitored 7am – 6pm)

Sheffield.intelligence@southyorks.pnn.police.uk

Rotherham.intelligence@southyorks.pnn.police.uk

Barnsley.intelligence@southyorks.pnn.police.uk

Doncaster.intelligence@southyorks.pnn.police.uk
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[bookmark: _GoBack]Child Criminal Exploitation Board

Referral Form

This form is to be completed whenever a referral is being made to the Child Criminal Exploitation Board.

All the information needs to be on one page so please ensure you are brief and to the point.

Please e-mail completed form to: CCEOperationalReferrals@doncaster.gcsx.gov.uk

		Name of young person of concern

		



		Date of Birth

		



		Address

		



		Status (LAC, CIN, CP, Care Leaver, None)

		



		Name of referring officer

		



		Job title and team / agency

		



		Name of line manager

		





Which other agencies do you think have knowledge / involvement with the young person?











Pen picture of young person:





How does your agency know this young person, how long have you been working with them and in what capacity?  What was the intervention?

















What makes you think he or she may be subject to child criminal exploitation?  (Please provide specific evidence of how the young person may have been exploited or coerced into criminal activity).





































What actions do you think the Partnership agencies could take to protect this young person?

What are the gaps to be covered to protect / support this young person?











Decision of CCE Panel.  (To be completed at the meeting)







Review date (If any).  (To be completed at the meeting)
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National Counter Terrorism Security Office Guidance Note





Advice to leaders of schools and other educational establishments; Responding to Bomb Threats



Following a series of malicious hoax communications to schools across the UK it is important that you are alert, but not alarmed. This is an opportunity for you to review your security plans to confirm that the arrangements you should already have in place are current and have been tested to ensure staff and students are prepared and confident.



Consider what steps you could take to:-

a) reassure your staff, students and parents

b) review and implement proportionate protect and prepare security planning.



1. Bomb threats: Procedures for handling bomb threats. Most bomb threats are made over the telephone and the overwhelming majority are hoaxes, made with the intent of causing disruption and alarm. Any hoax is a crime and, no matter how ridiculous or unconvincing, must be reported to the police. 

Dial 999 and police will respond. You should always consider their advice before a decision is taken to close or evacuate. 

Guidance on receipt of a bomb threat
https://www.gov.uk/government/publications/bomb-threats-guidance

Bomb threat checklist: The below link will take you to the NaCTSO Crowded Places Guidance. Click on education and scroll down to the index. Click on the link on the contents page “Bomb threat" at page 147.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/701910/170614_crowded-places-guidance_v1a.pdf



If this prompts you to review your emergency planning, consider the following:





















2. Search Planning: Do you have plans to search your site to deal effectively with either bomb threats or for secreted threat items; are your staff and students familiar with those plans and what to do if they find a suspicious item? 

Good housekeeping reduces the opportunity for suspicious items to be placed and assists effective search. 

Security guidance for educational establishments:   The below link will take you to the NaCTSO Crowded Places Guidance. Click on education and scroll down to the index. Click on the link on the contents page “Managing risk, business continuity” at page 32.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/701910/170614_crowded-places-guidance_v1a.pdf


Search planning guidance:
http://www.cpni.gov.uk/Security-Planning/Business-continuity-plan/Search-premises/             

3. Evacuation/Invacuation planning: It is vital that you are able to move your staff and students away from danger in a controlled way. Ensure that you have a number of options available, well sign-posted and notified to people on your site. Keep routes clear. 

Sometimes it may be safer to remain inside a building; identify the most suitable internal spaces that staff and students can move to.

Security guidance for educational establishments including Evacuation Planning: The below link will take you to the NaCTSO Crowded Places Guidance. Click on ‘Education’ and scroll down to the index. Click on the link on the contents page “Physical Security” at page 67.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/701910/170614_crowded-places-guidance_v1a.pdf.



4. Further advice can be found at:

https://www.gov.uk/government/collections/guidance-for-educational-professionals
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Interim arrangements on the Conference Service  


during the period affected by Covid-19 and office closures 


The current situation is unprecedented and places an even greater responsibility on us in regards to 


safeguarding our vulnerable children in these challenging times. This means that it is more important 


than ever that the profile of these children is raised via a Child Protection marker. This ensures that 


they are easily identifiable on systems and to professional agencies responsible for their safety, and 


ensures that the correct level of safeguards are put in place and responded to.  Initial and Review Child 


Protection Conferences will continue during this period. However, there may be some creativity in how 


these are conducted. This is to ensure that they continue to be inclusive for professionals and families, 


that they continue to be an information sharing and monitoring process and that above all elts they 


continue to be safety focused.  


General Arrangements 
 All the conference Chairs are working agile /working from home. They have a quiet space to work, 


and headsets for confidentiality. 


 The physical office is closed, however is open virtually. This means that the business support will 


still be operating the duty inbox. They will still be receiving reports, answering calls. Everything that 


professionals currently receive. Business support can still be contacted via VoIP system on 01302 


734739.   


 Conferences will not be taking place at the Mary Woollett centre. Anyone attending will not be 


permitted to enter. Family members are to be advised of this by social workers and the 


professionals. All Conferences will continue to be held albeit virtually. This means that the 


conferences are taking place via video link (Microsoft teams). Chairs have been issues with mobile 


phones to link in with any professional without access to Microsoft Teams (most have so far), to 


contact the family and child, and undertake any follow up activity. Chairs continue to be contactable 


vie email (first name.surname@DCStrust.co.uk), and through the office number 01302 734739. 


(Reports are not to be sent directly to the Chair, instead continue to be sent to the safeguarding in 


box safeguarding@dcstrust.co.uk).  


 Professionals are expected to continue to provide reports within the expected timeframe and 


under the same format. They need to agree with the parents how they will do this, either by 


encrypted email, or posted through the door (checking address with family first). 


 Reports form the police will be kept confidential in line with the current agreement with SYP. These 


reports will not be circulated and instead verbally discussed by the Chair, and reported as 


appropriate in the closed section. 


 Whilst it is the responsibility of professionals to ensure that their reports are shared with each other 


prior, to support these types of conferences that Chair will email the encrypted reports to 


professionals in advance of the conference, and family for those with email addresses. It will be 


assumed that reports will have been read ahead of the conference. The business support officer 


will put all reports in the confidential electronic file.  


 The conference times currently remain unchanged. Where possible the ICPC slots continue to be 


allocated to a Chair to allow for ownership of the quality assurance from the point of request, 


ensure seamless and efficient progress to the conference, and timeliness of the conference being 
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held.  Review conferences where possible will continue to be allocated to the same Chair. This 


ensures consistency in responsibility, knowledge of the case and familiarity for the family, the child 


and the professionals.  Attempts to keep the allocated Chair will be made. However, under the 


current situation this may change. These arrangements may be subject to change as the situation 


progresses. Should there be any changes professionals and family will be informed at the earliest 


opportunity y the safeguarding unit. 


 


The Conference  
 The process regarding section 47 investigations and strategy meetings remains the same as does 


the time frame and process for convening and Initial child protection Conference.   


 The strategy form will be provided to the allocated chair when the request for ICPC is made, with 
email and telephone contact details of the professionals involved. 


 Following a strategy meeting professionals and family members will be contacted in the usual way 
by the social worker and informed of the decision. For Reviews, the social worker will provide email 
details to the safeguarding unit business support.  


 Professionals will receive an electronic invitation to the conference with a link to join the meeting 
via Microsoft teams and a request for a report. Professionals are expected to continue to watch for 
email requests.  


 The social worker will informed the parents, and ask how they would like to be contacted by the 
chair, by phone and if they have email address and access to join the video conference. 


 The Chair will speak with the parent(s) prior to the conference (the day or morning prior) to advise 
them of the arrangements, and have a pre-conference discussion. They will also have a 
conversation with the young people via telephone contact (where age and understanding 
appropriate).  


 All professionals will click on the link in the invitation. This will take them to the virtual meeting on 
screen.  This works best when all other programs of your computer are turned off.  It is also 
advisable that you have a light source in front of you as you look at the screen/webcam. Turn off 
strong lights behind you as these distort the video. 


 Parents and young people who might attend will be less likely to have the video facility so this may 
cause an imbalance if ‘professionals’ are able to see each other but parents are only able to access 
audio. The Chair needs to be aware of this and make attempts to minimise any imbalances. 


 The Chair will then take the meeting, following the format they currently do under Signs of Safety. 
The focus will be on reviewing risk and safety, reducing lengthy discussion and reduce the length 
of conference to under 1 hour. This is in preparation for any potential staffing issues and our 
capacity to continue to hold ICPC and RCPC. Please be prepared to have a brief conversation only.   


 The format of the conference will be condensed. It is expected that all professionals will have read 


all the reports. For ICPC the Chair will with the social worker summarise the concerns from the s47 


and strategy meeting leading to the conference, or for RCPC the concerns detailed in the 


professionals reports and from the previous conference. Each professional will be asked if they 


have anything additional to add to their report, or a question to ask.  


 Scaling will take place along with a threshold discussion and agreement. Next steps safety planning 


will be agreed. Core group date and RCPC date set. 


When reviewing thresholds and plans (ICPC and RCPC) 
Particulate attention should be paid to:  


 Reviewing the current safety plan (CIN or CP) 
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 Is the plan affected by the current government guidance to stay home? Does this keep the child 


safer or increase risk? How? 


 Is the child attending school having been identified as a vulnerable child?  What are the implications 


of this for the child, and anyone they reside with? If not why not? 


 What is the current visiting pattern to the child? What is the focus of the visits? Visits must link to 


the identified risk. I.E neglect, person of concern, domestic abuse. How are the visits keeping the 


child safe? 


 Is there any other support required to keep the child safe or meet identified needs by any 


professional? If so what, by whom and when? Is this happening? If now how can this need be met? 


 Is there any other additional impact on the child and their family by the current situation – 


additional financial hardship perhaps or removal of a safe adult form their day-to-day life? 


 Review any contact arrangements and how this keeps the child safe or increases risk. What is the 


likely impact now and long term of staying home and isolating? Think Domestic abuse, family 


dynamics, substance missus, social isolation and mental health. 


Deplaning 


 In the event that there is a recommendation that the Child Protection Plan should end this 


must have been discussed by all professionals with their line manager. There must be 


evidence of each professionals contact with the family / child. Consideration must have 


been paid to all the above points and in particular in cases of domestic abuse, substance 


misuse and mental health. In such cases a deplan should be approached with caution!  


 There must be clear ongoing plan of support and monitoring. 
 


After the Meeting 
 The business support officer will minute the conference. She will complete the plan and mapping 


tool and this will be encryption emailed out at the end of the meeting to ensure that all 
professionals and the family have the most current plan. 


 Business support will update liquid logic to reflect the decision at the end of the meeting. They will 
upload the reports and plan.  


 The Chair will call the family after if they are not in the conference call to inform them of the 
outcome and the plan. Professionals are also expected to liaise with the family as soon as possible 
after the meeting.  


 Future conferences – the arrangements will be reviewed as we progress through this current 
situation and you will be kept updated.  However, you may want to also contact the safeguarding 
unit to check on arrangements when the current stay home ends.  
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COVID-19 CONTINGENCY PLANNING

‘VIRTUAL’ LOOKED AFTER CHILD REVIEWS 

Prior to the review

		What needs to happen?

		Who is responsible?



		1. Social worker to complete review invites form as per DCST timescale policy and guidance, social worker to ensure email addresses for professionals and where possible carers and parents are added with up to date phone numbers.  IRO to check the invites as per guidance.  Invites to be sent as per guidance inviting attendees to take part in either the meeting via telephone consult, or video call via Microsoft teams.  Children, professionals, parents and carers will be sent review consultation forms via the invite process.

		SW, IRO, Safeguarding BSO’s. 





		2. The independent reviewing officers are responsible for ensuring that the child’s review is robust, considers all relevant information informing plans and that this information , plans and recommendations are effectively shared with relevant parties. The virtual review can only take place if the reviewing officer has access to the children and families assessment for review and care plan prior to the review as per 3 day timescale.  Review consultations from children, professionals, parents or carers should be returned prior to the review wherever possible. 





		SW, IRO 



		3. In line with Government and public health guidance relating to Coronavirus and social distancing measures IROS will consider visits to the child/young person prior to review where appropriate. These visits will be co-ordinated with the social worker’s visits via the team manager, and where the visit was made by the IRO this will take the form of a wider social work visit to the child not just a visit to consult before a review. Where this is not possible telephone consultation will take place.  

		IRO



		4. Prior to the review discussions to take place between the IRO, SW and foster family/placement provider to ascertain if the household is self-isolating , if any member of the household is showing symptoms of coronavirus , or if the family or placement provider wish to receive visitors to their home or placement.  In the event it is possible to attend the home or placement, arrangements to be made for the  social worker to visit the placement at a designated time to allow the IRO to progress a Microsoft team video call to the social worker, carer and child to progress the review.  If the placement/ foster family are not receiving visitors, self-isolating or concerned a member of the household is displaying signs of coronavirus individual consultation telephone calls or video conferencing using Microsoft teams will progress. 

		IRO















The virtual review 

		What needs to happen?

		Who is responsible?



		1. The looked after child’s review will take place on the date already scheduled - all professionals should be available via Microsoft teams or phone communication.



· IRO to progress set timeslots for telephone calls as per review invites, and previously outlined arrangements ensuring government and public health guidance is adhered to in respect of self - isolation and/or social distancing measures. 



		IRO



		2. Discussion with the Social Worker, child, professionals, and carers,  will take place via conference call or Microsoft teams (if agencies are not available due to sickness, closure or self-isolation their report and contribution via other meetings and methods for example PEP meetings and Review Health Assessments will be considered) The following areas will be addressed with each party during consultation;

· Review previous recommendations.

· Reflect/ share the views of the child in respect of the plan and what they would like to happen.

· Ask each individual to share what they feel is going well, what they are worried about and what they would like to see happen moving forward. 

· Agree and arrange a further date for the next review.

· Confirm email address and establish if this is secure to forward the minutes. 



		IRO



		3. Discussion with parent/carer and the child

4. 

A key part of the role of the LACR is to support the parents, carers and child to participate in the reviewing process, our first consideration should be to ensure they continue to be offered an opportunity to contribute. 

· Confirm they have received and read the social workers updated assessment and care plan.

· Confirm the current proposed plan and any additional actions they would like to raise and discuss as part of the reviewing process. 



· Share the date of the next LACR



		IRO



		5. Decisions/ recommendations

· If the proposed care plan at review is endorsed subject to recommendations made, the care plan should be updated accordingly within ten days of the review and shared with relevant parties. 

· Review meeting minutes will be completed outlining all contributions made to the process within twenty working days.

· If the proposed plan at review is not endorsed a discussion will be held with the Team Manager in the first instance. 

		SW, IRO







Following the looked after child’s review  

		What needs to happen?

		Who is responsible?



		1. Care plan to be updated within ten working days of the LACR

		SW 



		2. Minutes to be completed by the IRO collating all consultations telephone calls and virtual discussions within twenty working days. 

· The minutes will start with the following; This looked after child review is being held virtually due to the current Government advice around Covid-19. The Independent Reviewing Officer has ensured that they have read all the relevant information, reports, assessments and held discussions with professionals and agencies involved with the child/young person to enable a safe, robust and timely plan is coordinated. The Independent Reviewing Officer has also endeavoured to communicate with the child, carer and parents where possible to give them the opportunity to share their views and plans moving forward. 



		IRO and BSO’s 



		3. [bookmark: _GoBack]Midway reviews to continue. 



		IRO









Covid-19 Contingency Plan 
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1.0 Overview


This document provides an outline of Doncaster Metropolitan Borough Council’s policy for identifying, registering and monitoring Children Missing from Education.  It also identifies the statutory responsibility of schools, academies, independent and free schools.


This policy has been produced to effectively support the implementation of the duty that local authorities have to identify children who are not registered pupils at a school and are not receiving a suitable education otherwise than at a school. This policy implements the revised statutory guidance for local authorities in England, issued in September 2016. 

The overall aim is for all children and young people in Doncaster Local Authority to have the opportunity to fulfil their potential through access to education. The purpose of the section 436A of the Education Act 1996 is to ensure that local authorities’ arrangements enable them to establish the identities of children in their area who are not registered pupils at a school, and are not receiving suitable education otherwise than at a school (e.g. privately or in alternative provision). Those children identified, as not receiving suitable education should be returned to full time education either at a school or in alternative provision. This duty only relates to children of compulsory school age.

Children not receiving a suitable education are at increased risk of a range of negative outcomes that could have long term damaging consequences for their life chances. For example they are at risk of not attaining the skills and qualifications they need to succeed in life, and are at significant risk of becoming NEET (not in education, employment or training) once they have reached the compulsory school leaving age.

They could also be more vulnerable, and may be from disadvantaged families (experiencing multiple risks such as poverty, substance misuse, mental ill-health and poor housing), travelling communities, subject to forced marriages, immigrant families, be unaccompanied asylum seeking or trafficked children, and any child may be at risk of neglect, abuse, child sexual exploitation or disengaged from education.  


Children at risk of harm and neglect, families of Armed Forces, children of Gypsy, Roma and Traveller (GRT) families, missing children and runaways, children at risk of child sexual exploitation, radicalisation and children supervised by the Youth Justice System are highlighted as particularly at risk of missing education. However, this list is not exhaustive. 


This policy supports;


· Section 175 of the Education Act 2002, which places a duty on local authorities to exercise their functions with a view to safeguarding and promoting the welfare of children.


· Section 10 of the Children Act 2004, which requires the local authority to make arrangements to promote co-operation between the local authority, each of their relevant partners and such other persons or bodies, working with children in the local authority’s area, as the authority consider appropriate. The arrangements are to be made with a view to improving the wellbeing of children in the authority’s area – which includes protection from harm or neglect alongside other outcomes.


· Section 11 of the Children Act 2004, which requires a range of organisations to make arrangements for ensuring that their functions, and services provided on their behalf, are discharged having regard to the need to safeguard and promote the welfare of children.


· Section 436A of the Education and Inspections Act 2006 requires all local authorities to make arrangements to enable them to establish (so far as it is possible to do so) the identities of children residing in their area who are not receiving a suitable education.


· The requirements of Statutory Instrument 2006 No 1751 The Education (Pupil Registration) (England) Regulations 2006.


· The local authority Missing Children Protocol.

· Part-time timetable guidance (2020)


· Pupil managed move protocol (2020)

· Procedures for information sharing and the Early Help Assessment framework.

· Doncaster Safeguarding Children Partnership (DSCP) procedures to safeguard, protect from harm and promote the welfare of all children.

2.0 Definitions


2.1 
The national definition of children who are not receiving a suitable education is:


“A compulsory school-age child who is not on the roll of a school, not placed in alternative provision by a local authority, and who is not receiving a suitable education at home”.  


Suitable education is defined as:


“Efficient full-time education suitable to a child’s age, ability and aptitude and to any special educational needs the child may have”.


Alternative provision is defined as: 


“Educational provision arranged by local authorities or schools, and made off-site by a voluntary or private sector provider or by a Pupil Referral Unit or Short Stay School”.


3.0 Doncaster Council will embrace its statutory responsibilities by ensuring:


· That all pupils who go missing from schools in the Doncaster area and move to other areas are speedily located and children are adequately safeguarded in the process


· All departments, services and agencies will work together and share information regarding children who may be missing education


· Support is given to other local authorities to locate their own missing pupils


· The local authority encourages all independent, non-maintained and free schools to notify them when children of compulsory school age leave their roll, and of their destination wherever possible.


4.0 Reasons for Missing Education

Children can go missing when they do not enter, or fall out of the education system and there is no systematic process in place to identify those children; or to ensure that once identified they engage or re-engage with appropriate provision. 

Examples of children who have never been on a school roll include:


· New to the country or area and not yet registered at a school

· Refusal to accept an offered school place

· Refusal to start school

· Elective home education that is unsuitable in accordance with Section 7 of the 1996 Education Act

· Children of transient families

· Lack of understanding and disregard of their parental responsibilities with regard to education

· Modern slavery such as forced labour, domestic servitude, unlicensed employment


· Children caring for parents or siblings (young carers)

· Children living in refuges

· Children who should be in alternative provision but are awaiting placements to be made.

Examples of children who have been on a school roll, but have then left, destination unknown include:


· Children sent abroad to be with other family

· Forced Marriage

· Children believed to have moved location within the UK but destination unknown

· Permanently excluded and not placed in other provision from the sixth day of exclusion

· Children working illegally, location unknown

· Runaways

· Children removed from school by parents or carers, alternative provision unknown

· Illegal or informal exclusion**

· Children at risk of radicalisation


There are also situations where personal circumstances of the child or of their family or carers may contribute to the withdrawal process and the failure to make a transition, for example parents and carers escaping domestic violence, or families moved quickly under the police witness protection scheme. It is therefore essential that when any child goes missing from education, the case be approached in a sensitive and structured manner.


** 

‘Informal’ or ‘unofficial’ exclusions, such as sending pupils home ‘to cool off’, are unlawful, regardless of whether they occur with the agreement of parents or carers.


Any exclusion of a pupil, even for short periods of time, must be formally recorded. Doncaster Council will always undertake statutory intervention against education providers where exclusion can be shown to be illegal.

5.0 Identifying and Engaging Stakeholders


Agencies that regularly come into contact with families with children must ensure that in each new contact, basic information about the child is recorded.  This must include the child’s name, address, age, and the name of the child’s primary carer, the child’s GP and the name of the child’s school if the child is of school age.  Gaps in this information should be passed on to the relevant authority in accordance with local arrangements.” 

It is necessary to raise awareness amongst all stakeholders about how to inform the local authority about children missing from education, in order to ensure that all agencies apply this principle consistently.  Often another agency becomes aware of the arrival or the existence of a child living in the area but not in education, before the local authority is aware.


In order to ensure all children and young people in Doncaster local authority are receiving education it will be necessary to regularly raise awareness with all stakeholders of the importance of missing children and remind agencies of the need to notify the local authority if they suspect a child is missing from education.  


6.0 Assessing Vulnerability


Although the subject of this policy is about children missing from education, there may be occasions when a child is identified as missing from education may have been subject to a crime. Is there a good reason to believe that a crime may have been committed? If yes, then a referral to the police and social care should be made and local DSCP procedures must be followed. The Children Missing Education Officer should also be informed.


7.0 The cost of missing education

The costs of missing out on education are very high both to the young people and their families and to society as a whole. Lack of or no qualifications, a fractured educational history and low levels of literacy and numeracy can be a likely outcome. 


The most striking link is crime. According to the Audit Commission, nearly half of all school age offenders have been excluded from school and a quarter truanted significantly.


8.0 Parents Responsibilities


Parents have a duty to ensure that their children of compulsory school age are receiving a suitable full-time education. Some parents may elect to educate their children at home and may withdraw them from school at any time to do so, unless they are subject to a School Attendance Order. Where a parent notifies the school in writing of their intention to home educate, the school must delete the child from its admission register and then inform the local authority.


Children with special educational needs or an Education Health and Care Plan (EHCP) can be home educated. Where the EHCP sets out special educational provision that the child should receive at home, the local authority is under a duty to arrange that provision. Where the EHCP names a school as the place where the child should receive his or her education but the parent chooses to home educate their child, the local authority must assure itself that the provision being made by the parent is suitable to the child’s special educational needs. In such case the local authority must review the EHCP annually.


9.0 Schools’ Duties


Schools, including Academies and Free Schools, must monitor pupil’s attendance through their daily register.  Schools should agree with their local authority the intervals in which they will inform local authorities of the details of pupils who are regularly absent from school or who have missed 10 school days or more without permission. Schools must also notify the authority if a pupil is to be deleted from the admission register.

Pupils who remain on a school roll are not necessarily missing education but schools should monitor attendance and address it when it is poor. It is also important that pupils’ attendance is discussed with the authority, particularly if they are in Persistent Absentee (PA) status of 90% or less. It is important that’s schools recognise the expectation to identify patterns of absence and concerns as early as possible to reduce the impact on attainment and on young people missing from education and address this with appropriate support packages through early help assessment.

Schools also have safeguarding duties under section 175 of the Education Act 2002 in respect of their pupils, and as part of this should investigate any unexplained absences. Academies and independent schools have a similar safeguarding duty for their pupils (Part 3 of Schedule 1 to the Independent Schools Standards (England) Regulations 2010 (SI 2010/1997). It is expected that schools ask parents or guardians for contact details, including names and addresses, of all parents when they register a pupil and ensure that they note details of court orders in a pupil’s record. 

Schools must also arrange full-time education for excluded pupils from the sixth school day of a fixed period of exclusion and the first five days of a permanent exclusion. This information can be found in the school attendance and exclusions advice.


In cases of general school absence, schools should follow their attendance management procedures (i.e. telephone calls, letters, invitations to meetings at the school etc., early help to address emerging needs and referrals to the Attendance & Pupil Welfare Service of the local authority.

Any unexplained absence of a child who is subject to a child protection plan, must be treated as the highest priority and the Doncaster Children Services Trust must be advised.


10.0 Local Authorities’ related duties and powers


Local authorities can use other duties and powers to support their work on CME. These include: 

· Providing suitable full-time education to permanently excluded pupils from the sixth school day of exclusion;


· Safeguarding children’s welfare, and their duty to co-operate with other agencies in ensuring children’s safety;


· Serving notice on parents requiring them to satisfy the local authority that their child is receiving suitable education when it comes to the local authority’s attention that a child might not be receiving such education

· Issuing a School Attendance Order (SAO) on parents who fail to satisfy the local authority that their child is receiving a suitable education, and in the opinion of the authority it is appropriate that the child should attend school;

· Prosecuting parents who do not comply with an SAO;


· Prosecuting or fining parents who fail to ensure their school-registered child attends school regularly;


· Applying to the court for an Education Supervision Order (ESO) for a child.


11.0
Regulations about when a school may delete a pupil’s name from its Admissions Register

The Education (Pupil Registration) (England) Regulations 2006, Regulation 8 (amended 2016) governs when a pupil can be removed from the admission and attendance register.


8(1) The following are prescribed as the grounds on which the name of a pupil of compulsory school age shall be deleted from the admission register— 


(a) where the pupil is registered at the school in accordance with the requirements of a school attendance order, that another school is substituted by the local education authority for that named in the order or the order is revoked by the local education authority on the ground that arrangements have been made for the child to receive efficient full-time education suitable to his age, ability and aptitude otherwise than at school;


(b) except where it has been agreed by the proprietor that the pupil should be registered at more than one school, in a case not falling within sub-paragraph (a) or regulation 9, that he has been registered as a pupil at another school;


(c) where a pupil is registered at more than one school, and in a case not falling within sub-paragraph (j) or (m) or regulation 9, that he has ceased to attend the school and the proprietor of any other school at which he is registered has given consent to the deletion;


(d) in a case not falling within sub-paragraph (a) of this paragraph, that he has ceased to attend the school and the proprietor has received written notification from the parent that the pupil is receiving education otherwise than at school;


(e) except in the case of a boarder, that he has ceased to attend the school and no longer ordinarily resides at a place which is a reasonable distance from the school at which he is registered;


(f) in the case of a pupil granted leave of absence exceeding ten school days for the purpose of a holiday in accordance with regulation 7(3), that —


(i) the pupil has failed to attend the school within the ten school days immediately following the expiry of the period for which such leave was granted;


(ii) the proprietor does not have reasonable grounds to believe that the pupil is unable to attend the school by reason of sickness or any unavoidable cause; and


(iii) both the proprietor and the local education authority have failed, after reasonable enquiry, to ascertain where the pupil is;


(g) that he is certified by the school medical officer as unlikely to be in a fit state of health to attend school before ceasing to be of compulsory school age, and neither he nor his parent has indicated to the school the intention to continue to attend the school after ceasing to be of compulsory school age;


(h) that he has been continuously absent from the school for a period of not less than twenty school days and —


(i) at no time was his absence during that period authorised by the proprietor in accordance with regulation 6(2);


(ii) the proprietor does not have reasonable grounds to believe that the pupil is unable to attend the school by reason of sickness or any unavoidable cause; and


(iii) both the proprietor of the school and the local education authority have failed, after reasonable enquiry, to ascertain where the pupil is;


(i) that he is detained in pursuance of a final order made by a court or of an order of recall made by a court or the Secretary of State, that order being for a period of not less than four months, and the proprietor does not have reasonable grounds to believe that the pupil will return to the school at the end of that period;


(j) that the pupil has died;


(k) that he will cease to be of compulsory school age before the school next meets and the relevant person has indicated that he will cease to attend the school;


(l) in the case of a pupil at a school other than a maintained school, an Academy, a city technology college or a city college for the technology of the arts, that he has ceased to be a pupil of the school;

(m) that he has been permanently excluded from the school; or


(n) where the pupil has been admitted to the school to receive nursery education, that he has not on completing such education transferred to a reception, or higher, class at the school.


(2) In a case not covered by paragraph (1)(a), (j) or (m), the name of a child who has under arrangements made by a local education authority become a registered pupil at a special school shall not be removed from the admission register of that school without the consent of that authority, or if that authority refuse to give consent, without a direction of the Secretary of State. 


(3) The following are prescribed as the grounds on which the name of a pupil not of compulsory school age is to be deleted from the admission register— 


(a) that he has ceased to attend the school, or, in the case of a boarder, that he has ceased to be a pupil of the school;


(b) that he has been continuously absent from the school for a period of not less than twenty school days and —


(i) at no time was his absence during that period agreed by the proprietor;


(ii) the proprietor does not have reasonable grounds to believe that the pupil is unable to attend the school by reason of sickness or any unavoidable cause; and


(iii) the proprietor of the school has failed, after reasonable enquiry, to ascertain where the pupil is;


(c) that the pupil has died;


(d) where the pupil has been admitted to the school to receive nursery education, he has not on completing such education transferred to a reception, or higher, class at the school; or


(e) that he has been permanently excluded from the school.


(4) For the purposes of this regulation— 


(a) a pupil shall be treated as ordinarily residing at a place where the pupil is habitually and normally resident apart from temporary or occasional absences;


(b) “reception class” means a class in which education is provided which is suitable to the requirements of pupils aged five and any pupils under or over that age whom it is expedient to educate together with pupils of that age;


(c) children are to be regarded as having been admitted to a school to receive nursery education if they were placed on admission in a nursery class;


(d) the permanent exclusion of a pupil from a maintained school does not take effect until the proprietor has discharged its duties under regulations made under section 52 of the Education Act 2002(1), and—


(i) the relevant person has stated in writing that he does not intend to bring an appeal under those regulations;


(ii) the time for bringing an appeal has expired and no appeal has been brought within that time; or


(iii) an appeal brought within that time has been determined or abandoned;


(e) the permanent exclusion of a pupil from an Academy, a city technology college or a city college for the technology of the arts does not take effect until the proprietor has discharged its duties in relation to a permanent exclusion under the agreement entered into pursuant to section 482 of the Education Act 1996(2) and


(i) the relevant person has stated in writing that he does not intend to bring an appeal;


(ii) the time for bringing an appeal has expired and no appeal has been brought within that time; or


(iii) an appeal brought within that time has been determined or abandoned.


All other deletions are illegal and could result in court proceedings against the person responsible. With the exception of pupils who are subject to a school attendance order and pupils with special educational needs for whom the LA has made arrangements, there is currently no requirement for LA approval of deletions from registers.
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1. School Intervention 
 
All schools, academies, free schools and alternative providers must take reasonable 
steps to contact parents when a child leaves a school within Doncaster Council:  
 


• where the school has not been advised by the parent which new school the 
child is to attend;  


• when the child is believed to have gone on an extended leave of absence; or  
• when a child has not returned from an extended leave of absence when 


expected.  
 
The following information will be required from the parent or carer: 
 


• forwarding address 
• contact numbers 
• destination school and expected start date 
• involvement from any services or agencies 


 
Where a child has, or been subject to, a Child Protection Plan (or currently supported 
by a Child in Need plan) the school and the local authority Attendance & Pupil 
Welfare Service (APWS) must inform Doncaster Children’s Services Trust Duty 
Team immediately. 
 
When a child is expected to join the school either at a normal time such as Nursery, 
Reception or Year 7, or at any other time and he does not arrive the school must 
contact the parents by telephone, text, email or letter. This should be a recurring 
process during the first week. Contact with the School’s Admission Team and any 
other known sources should also take place and be recorded. The child should not 
be removed because they have not turned up to school on the first day. 
 
If after one week (or sooner if there are concerns for the welfare of the child) there 
has been no contact made, the school should confirm with the Admissions Team that 
the child has, or has not, been registered elsewhere. If the child’s whereabouts 
cannot be determined a Child Missing Education Notification completed online 
(Portal), should be completed and the submitted to the Attendance & Pupil Welfare 
Service (APWS) no later than the tenth day of absence.  
 
The pupil should not be removed from roll until the pupil’s whereabouts and safety 
has been confirmed, that the pupil is registered at another school or is being 
educated otherwise, or cannot be traced. Only then will the APWS confirm that the 
child can be removed from roll. The APWS will ensure any absence does not unduly 
affect the schools absence returns.  
 
If a pupil is absent for a prolonged period or fails to return from a leave of absence, 
the school should follow the normal ‘attendance management procedures’ for 
investigating pupil absence, such as telephone calls, letters, home visits and 
meetings at school. If the child does not return to school the matter should be 
referred to the APWS via the online facility. The pupil should not be removed from 
roll until the APWS agrees.  
 
If a pupil ‘disappears’ without any warning the school should immediately notify the 
Attendance & Pupil Welfare Service. 
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In the event of a parent informing the school that their child is being removed to be 
educated at home the APWS should be notified without delay via the online 
notification (Portal) a copy of the parental letter to school attached.  The child’s name 
will then be placed on the LA elective home education database and arrangements 
made for the LA to satisfy itself that the education being provided is ‘suitable’, in 
accordance with Elective Home Education Policy.  
 
When a pupil is deleted from the Admission register the school must clearly indicate 
the date and the reason for the removal from roll. In the event of a pupil moving to 
another school the name of the school must be indicated on the school’s database 
and the pupil’s records should be sent to the new school within 15 days. Before a 
child’s name is removed from the school roll the LA must be informed through the 
Notification of Removal from a School Roll online notification.  
 
The Education (Pupil Registration)(England) Regulations 2006, Regulation 8 
(amended 2016) governs when a pupil can be removed from the admission and 
attendance register. 
 


8.—(1) The following are prescribed as the grounds on which the name of a pupil 
of compulsory school age shall be deleted from the admission register—  


(a) where the pupil is registered at the school in accordance with the requirements of 
a school attendance order, that another school is substituted by the local education 
authority for that named in the order or the order is revoked by the local education 
authority on the ground that arrangements have been made for the child to receive 
efficient full-time education suitable to his age, ability and aptitude otherwise than at 
school; 


(b) except where it has been agreed by the proprietor that the pupil should be 
registered at more than one school, in a case not falling within sub-paragraph (a) or 
regulation 9, that he has been registered as a pupil at another school; 


(c) where a pupil is registered at more than one school, and in a case not falling 
within sub-paragraph (j) or (m) or regulation 9, that he has ceased to attend the 
school and the proprietor of any other school at which he is registered has given 
consent to the deletion; 


(d) in a case not falling within sub-paragraph (a) of this paragraph, that he has 
ceased to attend the school and the proprietor has received written notification from 
the parent that the pupil is receiving education otherwise than at school; 


(e) except in the case of a boarder, that he has ceased to attend the school and no 
longer ordinarily resides at a place which is a reasonable distance from the school at 
which he is registered; 


(f) in the case of a pupil granted leave of absence exceeding ten school days for the 
purpose of a holiday in accordance with regulation 7(3), that — 


(i) the pupil has failed to attend the school within the ten school days immediately 
following the expiry of the period for which such leave was granted; 


(ii) the proprietor does not have reasonable grounds to believe that the pupil is 
unable to attend the school by reason of sickness or any unavoidable cause; and 


(iii) both the proprietor and the local education authority have failed, after reasonable 
enquiry, to ascertain where the pupil is; 


(g) that he is certified by the school medical officer as unlikely to be in a fit state of 
health to attend school before ceasing to be of compulsory school age, and neither 
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he nor his parent has indicated to the school the intention to continue to attend the 
school after ceasing to be of compulsory school age; 


(h) that he has been continuously absent from the school for a period of not less than 
twenty school days and — 


(i) at no time was his absence during that period authorised by the proprietor in 
accordance with regulation 6(2); 


(ii) the proprietor does not have reasonable grounds to believe that the pupil is 
unable to attend the school by reason of sickness or any unavoidable cause; and 


(iii) both the proprietor of the school and the local education authority have failed, 
after reasonable enquiry, to ascertain where the pupil is; 


(i) that he is detained in pursuance of a final order made by a court or of an order of 
recall made by a court or the Secretary of State, that order being for a period of not 
less than four months, and the proprietor does not have reasonable grounds to 
believe that the pupil will return to the school at the end of that period; 


(j) that the pupil has died; 


(k) that he will cease to be of compulsory school age before the school next meets 
and the relevant person has indicated that he will cease to attend the school; 


(l) in the case of a pupil at a school other than a maintained school, an Academy, a 
city technology college or a city college for the technology of the arts, that he has 
ceased to be a pupil of the school; 
(m) that he has been permanently excluded from the school; or 


(n) where the pupil has been admitted to the school to receive nursery education, 
that he has not on completing such education transferred to a reception, or higher, 
class at the school. 


(2) In a case not covered by paragraph (1)(a), (j) or (m), the name of a child who 
has under arrangements made by a local education authority become a registered 
pupil at a special school shall not be removed from the admission register of that 
school without the consent of that authority, or if that authority refuse to give consent, 
without a direction of the Secretary of State.  


(3) The following are prescribed as the grounds on which the name of a pupil not 
of compulsory school age is to be deleted from the admission register—  


(a) that he has ceased to attend the school, or, in the case of a boarder, that he has 
ceased to be a pupil of the school; 


(b) that he has been continuously absent from the school for a period of not less than 
twenty school days and — 


(i) at no time was his absence during that period agreed by the proprietor; 


(ii) the proprietor does not have reasonable grounds to believe that the pupil is 
unable to attend the school by reason of sickness or any unavoidable cause; and 


(iii) the proprietor of the school has failed, after reasonable enquiry, to ascertain 
where the pupil is; 


(c) that the pupil has died; 


(d) where the pupil has been admitted to the school to receive nursery education, he 
has not on completing such education transferred to a reception, or higher, class at 
the school; or 


(e) that he has been permanently excluded from the school. 
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(4) For the purposes of this regulation—  


(a) a pupil shall be treated as ordinarily residing at a place where the pupil is 
habitually and normally resident apart from temporary or occasional absences; 


(b) “reception class” means a class in which education is provided which is suitable 
to the requirements of pupils aged five and any pupils under or over that age whom it 
is expedient to educate together with pupils of that age; 


(c) children are to be regarded as having been admitted to a school to receive 
nursery education if they were placed on admission in a nursery class; 


(d) the permanent exclusion of a pupil from a maintained school does not take effect 
until the proprietor has discharged its duties under regulations made under section 
52 of the Education Act 2002(1), and— 


(i) the relevant person has stated in writing that he does not intend to bring an appeal 
under those regulations; 


(ii) the time for bringing an appeal has expired and no appeal has been brought 
within that time; or 


(iii) an appeal brought within that time has been determined or abandoned; 


(e) the permanent exclusion of a pupil from an Academy, a city technology college or 
a city college for the technology of the arts does not take effect until the proprietor 
has discharged its duties in relation to a permanent exclusion under the agreement 
entered into pursuant to section 482 of the Education Act 1996(2) and 


(i) the relevant person has stated in writing that he does not intend to bring an 
appeal; 


(ii) the time for bringing an appeal has expired and no appeal has been brought 
within that time; or 


(iii) an appeal brought within that time has been determined or abandoned. 


 
All other deletions are illegal and could result in court proceedings against the person 
responsible. With the exception of pupils who are subject to a school attendance 
order and pupils with special educational needs for whom the LA has made 
arrangements, there is currently no requirement for LA approval of deletions from 
registers. 
 
In order to protect vulnerable children and in line with best practice requirements, 
pupils should not be removed from the school roll until they are advised to do so by 
the APWS or the Service Manager. 
 
Schools should monitor all deletions from school rolls by race, ethnicity, gender, SEN 
and disability to ensure that it is fulfilling its obligations under the Race Relations 
(Amendment) Act 2000 and the Special Educational Needs and Disability Act (2001). 
 
If a school learns of a school aged pupil without a school place (for example through 
a sibling or friend of an existing pupil, or a child is on the waiting list), the school must 
inform the LA’s Admissions Team and the APWS via the online facility. 
 
2. The Use of DfE Sign-In  


 
If a school knows which school a pupil is moving to they should ensure that the 
Common Transfer File (CTF) is sent to the receiving school via S2S as quickly as 
possible. The new school may then apply for the full school record 
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If the new school is unknown the CTF should be coded XXXXXXX (destination 
unknown) or MMMMMMM (moved to Independent Sector or out of country including 
Scotland) and uploaded onto S2S in the normal way. These records are then stored 
in a secure area of S2S known as the Lost Pupil Database (LPD). If a CTF file is 
rejected schools should recode the file MMMMMMM. 


Schools should check S2S for CTF’s of new pupils. If a new pupil is admitted and the 
CTF is not available, schools should request that the LA’s Applications team 
(?????????????) search the Lost Pupil Database for the pupil’s CTF which can then 
be forwarded to the school. Until a child/young person is located the LA should 
maintain a record of their details 


Schools can look up information on schools in England by using the DfE database. 
This will give the address and telephone number of the school as well as its DfE 
number. 
 
Whenever a pupil joins or leaves a school then a Common Transfer File must 
accompany him/her.  
 
3. Excluded Pupils  
 
The following extract is taken from paragraph 4.3 of the DfE statutory guidance 
‘Exclusion from maintained schools, Academies and pupil referral units in England’: 
 
The head teacher must, without delay, notify the governing body and local authority 
of: 
 


• A permanent exclusion 
• Exclusions which would result in the pupil being excluded for more than five 


school days (or more than ten lunchtimes) in a school year 
• Exclusions which would result in the pupil missing a public examination or 


national curriculum test 
 
For all other exclusions, the head teacher must notify the local authority once per 
term. 


The guidance also requires that the local authority must arrange suitable full-time 
education for no later than the sixth day of any permanent exclusion.  Schools are 
required to arrange full-time education from the sixth school day of fixed period 
exclusion and the first five days of a permanent exclusion.  Where schools believe a 
pupil is at risk of permanent exclusion, they should refer to the Doncaster Council 
Graduated Approach and consider a referral to the Fair Access Panel (FAP), for 
consideration of a placement in suitable alternative provision or a managed move. 
Schools should also consider an early help assessment to support the emerging 
needs of the young person. 


Pupils who are on the roll of a PRU are subject to the same regulations.  It is the 
‘Main’ school’s responsibility to monitor the attendance of those pupils on its school 
register with personalised learning programmes, and the quality of education 
provided by external providers.  
 
4. Attendance & Pupil Welfare Service (APWS) 
 
When a child is referred to the APWS Children Missing Education (CME), by a 
school or other agency as being at risk of going missing from school, the case will be 
prioritised and case work undertaken until either the child is back in school or it has 
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been confirmed that the child is without a school place in which case the Admissions 
Team will be involved.  


Truancy sweeps with the police in attendance may be carried out and school-age 
pupils found out of school will be stopped and enquiries made as to their educational 
status. If the child is found to be without a school place the child’s details will be 
given to the Admissions Team and APWS who will undertake enquires to secure an 
appropriate education placement for the young person.   


The APWS has a statutory duty to inspect school registers in maintained schools and 
ensure that they are being kept in accordance with regulations. The service can 
inspect registers in Academies with permission. 
 
Education Welfare Officer’s (EWO) will ensure all information about children missing 
education is recorded as CME and action taken without delay. 
 
5. Admissions Team  
 
The Local Authority Admissions Team has responsibility for:  


• Ensuring that the admission arrangements meet the statutory requirements of 
the School Admissions Code. (Local authorities are the admission authorities 
for community and voluntary controlled schools. School governing bodies are 
the admission authority for voluntary aided schools, academies and 
foundation schools)  


• Establishing a process to enable parents to express a preference for a place 
at either an infant, junior, primary or secondary school.  


• Ensuring that every child who expressed a preference for a school place is 
allocated a single offer of a place.  


• Establishing an appeals mechanism whereby parents who do not receive a 
place at their preferred school can appeal against the decision to an 
independent Appeals Panel  


 
Co-ordinating admission arrangements for:  
 


• Primary Sector – between all admission authorities within the Doncaster area 
boundary  


• Secondary Sector – between all admission authorities within the Doncaster 
area boundary and with the neighbouring authorities. 


• During the course of the academic year, processes requests for mid-year 
admissions and transfers between schools. 


• Applying the Fair Access Protocol. 
To contribute to the work of ensuring that all pupils are on a school roll and attending 
school, the Admissions Team works as follows;  
 


• To ensure that children in care are given priority over other children where 
schools are oversubscribed 


• To provide advice about admissions for families recently arrived from 
overseas.  


• Contributes to the maintenance of an efficient pupil database which, following 
liaison with schools and parents as necessary, records the school places 
offered and those taken up or declined 
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• Follows-up and monitors the outcome of admission referrals made to the 
Authority’s schools and refers to the APWS via the Business Support Team 
when a child fails to take up a place after making appropriate enquiries 


• May be one of the first contacts for enquiries from other LAs regarding 
missing children, and identifying if a child is on the roll of a Doncaster school 


• Processes requests for transfers of school, liaising with schools and parents 
to effect the transfer 


• Notify the APWS when parents decline the offer of a school place and opt to 
electively home educate their child 


• Provide timely reports to the APWS in respect of all pupils of compulsory 
school age who are not currently on a school roll, their allocated school and 
their start date 


 
 
6. Ethnic Minority and Traveller Achievement Service (EMTAS)  
Traveller children are frequently identified as being ‘missing from school’. This can be 
for a variety of reasons but particularly because: They fail to make a successful 
transition at the end of Year 6 to 7. 
 
They live within families who frequently move from place to place within the 
Doncaster area, across authority boundaries and, sometimes, to other parts of the 
UK. They may live within families who are on the move in trailers, on some occasions 
camping illegally. Children with no school place usually come to the attention of the 
EMTAS Team through: 
 


• Home visits made with regard to siblings who are in school 
• Visit to illegal and legal encampments 
• Referrals received from other authorities with information about families that 


are known to have moved to Doncaster 
• Anonymous complaints and information from members of the public 


 
The EMTAS Team’s response to finding a child not on any school roll is to: 
• Discuss with parents and facilitate an application for admission by providing 


appropriate advice 
• When parents oppose school placement, inform the APWS if there is no 


indication that the child is receiving a suitable education 
• Undertake home visits accompanied where there are particularly difficult 


issues, accompanied by an inclusion officer if necessary 
• Explain the requirements where parents choose Elective Home Education, and 


ensure that this is followed 
• Inform the appropriate local authority where a child is living outside the 


Doncaster area 
• Keep a record of children not on any school roll and inform the APWS 
 
7. Children in Care 
 
The Virtual School promotes the educational attainment and progress of looked after 
children who are the responsibility of Doncaster Council. Officers are also able to 
offer limited help and advice with looked after children living in Doncaster from other 
authorities.  
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The team is able to help and advise social workers, designated teachers, foster 
carers and residential carers with regard to school attendance, and ensure that 
looked after young people engage with education.  
 
If a child in care is believed to be missing the named social worker for the child must 
be informed immediately by the agency that has raised concern.  
 
Consideration should always be given to the vulnerability of these children, 
particularly the risk of sexual exploitation, trafficking and radicalisation should they go 
missing. 
 
8. Private Fostering Arrangements  
 
If a person is looking after a child who is not related to them for a period of 28 days 
or more, this could be deemed to be a private fostering arrangement. The law 
requires that that the local authority is notified of all private fostering arrangements.  
Advice and support is available and notification will help to ensure the child is safe. 
Failure to inform the local authority is an offence.  
 
Children subject to approved arrangements and the foster carers become 
responsible for ensuring regular school attendance. 
 
9. Business Support Team & APWS Arrangement  
LA’s are responsible for ensuring that all children of compulsory education age are in 
receipt of suitable and efficient education appropriate to their age, aptitude and ability 
whether at school or otherwise. 


The Business Support Officer (CME); 


• Is responsible for maintaining a database as well as identifying, tracking, 
following up and engaging notified pupils 


• Is the named contact within the LA for all referrals and works closely with the 
data teams to produce information and reports 


• Will establish routes for raising awareness with partner agencies and 
updating them on procedures 


• Coordinate referrals made by other LA’s 
• Provide reports to senior managers as required  
• Cross reference cases against other known databases in order to ensure 


there are no safeguarding issues 
• Liaise with schools re children missing education in regard to cases and refer 


to locality EWO’s for advice and support 
• Support the APWS with training to other agencies as required to expand the 


knowledge and processes of children missing education 
• Attend data tracking and operational groups for children missing as required 
• React to information received from other agencies, authorities and schools 
• Undertake relevant training to keep up to date with issues – e.g. prevention of 


all forms of exploitation 
• Attend regional meetings when invited by the APWS Service Manager 


 
10. Intervention Process 
 
On receipt of an enquiry regarding a pupil without a school place, the Capita One 
and Synergy database, and other electronic records, will be checked as appropriate. 
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If the recorded school is different from the last known school then the recorded 
school will be asked if the pupil is on roll.  


If Synergy shows the pupil is out of school, a check may be made with;  
 


• Education Welfare Officers 
• The SEND Team  
• The Admissions Team  
• EMTAS 
• Children’s Services, mandatory if concern regarding a child’s welfare 
• Children’s Safeguarding Nurse 
• Other contacts as appropriate, in order to ascertain the child’s whereabouts 


and if see if educational provision is being provided. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  
 
 
 
 
 
 
 
 
 
 


If the pupil is not known to any of the above the Education Welfare Officer will 
investigate the circumstances of the pupil being out of school with support from the 
appropriate services. In particular, consideration should be given to contact with 
Children’s Services and the Police if there is a concern for the child’s welfare. 


Every effort will be made to secure an appropriate school place, taking into 
consideration the pupils and parents wishes regarding placement, and where 


LA Receives 
information 


about a child 


Child is being educated 
outside state funded 


provision 
(e.g. home education, 
independent schools) 


Check if place of 
education 


already known 


Log details 
on 


database 


Enquiries to locate 
and contact family 


Determine child’s 
needs 


Identify and access 
available provision 


and places 


Confirm child is 
attending provision 


Track and 
Reconcile 


Movements 


Consider 
involvement of 


Children’s 
Services and/or 
police/Benefits 


Agencies/Border 
Control etc 







 12 


appropriate the case will be considered at the fair access and panel. The Attendance 
& Pupil Welfare Service, on behalf of the LA, will take any necessary legal action. 


In the event of a child not being found the EWO will liaise with the police, health and 
social care services as is necessary. It may also be necessary to access information 
from the Inland Revenue or benefits agency to assist with enquiries about a child’s 
safety and welfare. 


When the child is found consideration will be given to an Early Help Assessment 
(EHA), should one be required. The EHA will assess the needs of the child.  


Families moving between local authority areas can sometimes lead to a child 
becoming ‘lost’ in the system and consequently missing education. Where a child 
has moved, LA’s should check with other local authorities – either regionally or 
nationally and share information in order to ascertain where a child has moved. Once 
the location of the child is established, the relevant LA must ensure that the child is 
receiving an education either by attending a school or otherwise. The EWO will follow 
cross-boundary protocols to deal with cross border issues and will use both 
telephone communication and secure messaging facilities with other LA’s in order to 
ensure checks are completed.  
 
The APWS will seek to regularly raise awareness of their procedures with local 
schools, partners and agencies working with children and families and will seek a 
contact with the Department for Works and Pensions, the UK Border Agency and HM 
Revenue & Customs to assist them in tracing those children known to be missing 
education, should it be necessary. 


The LA maintains visibility of children who have ceased to be registered and 
monitors progress until they are registered, by effective use of inter-local authority 
exchange of information.  Intervention will not be closed until the child is on a school 
roll and attending, other appropriate provision identified or the child is deemed to 
have moved abroad without concern. 


Reports will be compiled to provide information and statistics on children missing 
education.  
 
11. Other agencies  
 
Other agencies or services frequently come into contact with school-aged children, 
including those working in the voluntary sector. It is an expectation that any 
professional coming across a school aged child will ask where that child is registered 
at school and why that child is not in school.  In the event of a child not being on the 
roll of a school, the APWS must be notified without delay. 
 
12.  Youth Offending Service (YOS) 
 
Children who have been convicted of an offence or have offended and been dealt 
with by way of an Out of Court Disposal (OOCD), may in some instances be likely to 
have educational engagement difficulties or may not be receiving their statutory level 
of education. In some instances, a young person being convicted of an offence will 
result in him or her being excluded from education although they may still be on a 
school roll.  
 
Children aged between 10 and 18 years who have been sentenced to an order 
through the criminal courts or who are subject to a youth conditional caution, will be 
supervised by the Youth Offending Services. 
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In addition to supervising the court order, the supervising officer will also be 
responsible for promoting that young person’s access to and attendance in full time 
education. YOS officers will identify those young people who for whatever reason are 
missing education and will work closely with the designated officer in the Youth 
Offending Service and the APWS to ensure education issues are addressed.  
 
Where the young person meets the criteria defining Missing Education, the YOS 
intervention plans will incorporate appropriate work being undertaken with the APWS 
EWO’s to ensure that children and young people continue to receive or are able to 
return to appropriate full-time education. 
 
Where a young person is registered at a school prior to custody of less than 4 
months, the Youth Offending Service will expect that the Education Welfare Officer 
will work with the YOS and the school to ensure that a school place remains open for 
them on release from custody so that their legal entitlement to education is not 
prevented. Where it is anticipated that a young person will remain in custody for 
more than 4 months, then liaison between the LA and the school should take place 
prior to any decision to remove from roll. 
 
13. Further sources of information 
 
Associated Resources (external links) 
 
Child abduction 
International child abduction 
Forced marriages (FCO)   www.fco.gov.uk  020 7008 0151 
HM Customs and Revenue 
Home Office 
Working together to safeguard children 
Missing Children/People 
UK Border Agency 
Local Safeguarding Children Board– www.???????????? Tel:  
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1.0 Introduction

1.1 The overall aim is for all children and young people in Doncaster Council to have the opportunity to fulfil their potential through access to a suitable education appropriate to their age ability and aptitude (section 7, The Education Act, 1996).



1.2 The local authority (LA) recognises the right of parents or carers to educate their children other than attending a school. Elective Home Education (EHE) is the term used by the Department for Education (DfE) to describe parents’ decisions to provide education for their children at home instead of sending them to school. This is different to home tuition or alternative learning provided by through the school or via the LA, other than at school. 



1.3 Home education is an option that any family may consider for their children. The reasons for deciding on this approach may be many, as are the styles of education undertaken. Some families may base their decision on their philosophical, spiritual or religious outlook. For others it may be to meet the specific needs of a child or children. Doncaster Council aims to ensure parents are making informed decisions to home educate children and prevent it becoming a temporary solution to a problem, whilst providing appropriate support to find a solution to a problem.



1.4 In compiling the policy, the DfE provided information and guidance and good practice guidance has been shared with other authorities. This policy is aimed to assist parents or carers who may be considering educating their child at home or who have already taken the decision to do so and to inform parents and carers of the legal position and the role of the LA.



1.5 Doncaster Council is unable to offer any financial support to parents who elect to home educate their child.



1.6 Throughout this guidance, ‘parents’ should be taken to include all those with parental responsibility, including guardians and carers. The term ‘child’ or ‘children’ refers to all children and young people who are legally required to receive an education.



2.0 The law relating to Elective Home Education

2.1 The responsibility for a child’s education rests with the parents. Education is compulsory in England, however school is not.

Article 2 of Protocol 1 of the European Convention on Human Rights states:

“No person shall be denied the right to education. In the exercise of any functions which it assumes in relation to education and teaching, the State shall respect the right of parents to ensure such education and teaching is in conformity with their own religious and philosophical convictions”.

Parents have a duty to secure an appropriate full-time education for their children. Some parents choose to do this by educating their child other than at school. They do it because they judge it to be the best way to carry out this duty.

Section 7 of the Education Act 1996 states that:

“The parent of every child of compulsory school age (term after the 5th birthday to last Friday in June in the year the young person reaches 16 years of age), shall cause him to receive efficient full-time education suitable to -

· his age, ability and aptitude, and

· to any special educational needs he may have,

· either by regular attendance at school or otherwise

2.2 Education is considered efficient and suitable if it enables the child to achieve their full potential and it prepares them for adult life in their community, as long as it does not foreclose the child’s options in later years to adopt some other form of life if he or she chooses to do so. Full time does not mean bound by school hours and terms, as this measurement of time is not relevant to home education where there is often a continuous one-to-one contact.



3.0 The law for schools on de-registration of a pupil

3.1 The Education (Pupil Registration) Regulations 2006 as amended in 2016, set out the grounds under which a pupil’s name is to be removed from the admissions register of a school. Regulation 8(1)(d) states that a pupil’s name is to be deleted if:

	“He has ceased to attend the school and the proprietor has received written notification from the parent that the pupil is receiving education otherwise than at school”.

3.2 As long as parents have notified the school of their intention to educate their child at home, they are under no obligation to inform the local authority. This responsibility falls on the school, under Regulation 12(6), and the school must report the deletion no later than the time at which the pupil’s name is deleted from the register.

3.3 If a child are registered at a school as a result of a school attendance order, the parents must get the order revoked by the LA on the ground that the arrangements have been made for the child to receive suitable education otherwise than at school, before the child can be removed from the school roll and educated at home.

3.4 Under no circumstances should schools seek to persuade parents to educate their child at home as a way of avoiding an exclusion or because the child has poor attendance or other known issues. In the case of exclusion, they must follow the statutory guidance. If the pupil has a poor attendance record, the school and LA must seek to address the issues behind the absenteeism and use other remedies available to them. If there are problems at school, the LA would encourage parents to contact the LA’s Attendance & Pupil Welfare Service before asking for their child’s name to be removed from the school roll. It is not always possible for a child to go back to the same school if elective home education does not work out.









4.0 The law for schools on part-time attendance

4.1 Some parents who wish to educate their child at home may also wish them to attend school on a part-time basis to take advantage of the specialist facilities and social context available. This combination of home and school education is sometimes referred to as “flexi-schooling” or “flexi-time schooling”.

4.2 In English law, a child who goes to school must attend regularly but, under Section 444 of the Education Act 1996, absence with leave granted by anyone authorised by a school’s governing body, does not count as irregular attendance. In such cases, the child is officially at school (and therefore occupies a funded place within the school’s standard number) but is effectively being educated off-site. In making complementary arrangements at home, the parents must ensure, under Section 7 of the Education Act 1996, that the education provided is suitable to the needs of their child (just as if they were exercising their full right to education at home).

4.3 Thus a combination of education at home and at school is perfectly legal, provided that two conditions are satisfied:

· the school has given permission, and

· the arrangements other than at school can be evidenced as suitable.



4.4 In the first of these, the school’s discretion is absolute – it is entirely a matter for the governing body, and there is no obligation to agree or even to provide reasons for the decision. In the second, the LA must satisfy itself that the educational provision is suitable under its normal monitoring arrangements.



4.5 Thus, whereas full-time education at home is an absolute right (in the sense that any parent who can make suitable arrangements must be allowed to do so), the full-time education school is an absolute right (in the sense that the LA must either find a place for any child of compulsory school age or admit such a child to a given school with a vacancy), flexi-time schooling is simply discretionary, because it requires the consent of the school. 



4.6 Moreover, while a child is registered at a state school, he or she is subject to all the relevant legal provisions, including the requirements of the National Curriculum and all relevant funding provisions.



5.0 Parental rights and responsibilities

5.1 Parents are able to exercise their right to home educate their child from a very early age and so the child may not have been previously enrolled at a school. They may elect to home educate at any other stage up to the end of compulsory school age. Parents are not required to register or seek approval from the LA to educate their child at home.

5.2 If the child is below compulsory school age, parents do not need to inform the LA. However, the intention of the LA is to be supportive and to work in partnership and therefore the LA is grateful if parents notify and inform of their intention prior to compulsory school age.

5.3	Once a parent has exercise the right to home educate their child any pending application for a school place submitted under the ‘School Admissions Arrangements’ will be withdrawn and the parent notified. This does not replace a parent’s right to apply for a future school place.

5.4	Where a child has been registered at a mainstream school, parents are required to notify the school in writing when withdrawing their child for the purpose of EHE. This is to confirm that provision is being made for the child education otherwise than at school and requesting removal from the school’s roll. Written notifications via email are acceptable in law, but the parent will need to demonstrate the intended recipient received the email.

5.5 Consent of the LA is required by the parents to de-register pupils placed at a special school under arrangements made by an LA. Where a child is registered at a school as a result of a school attendance order, parents must ask the LA to revoke the order.

5.6 Parents are required to provide an efficient, full-time education suitable to the age, ability and aptitude of the child. There is currently no legal definition of “full time”. The length of time children should be involved in learning is not specified in law. An ‘efficient’ education is not legally defined. It has been described in case law as an education that ‘achieves that which it sets out to achieve’. It is for parents to fulfil their duty according to a reasonable interpretation of the term. It will be up to the parent to demonstrate to the local authority that the child is making sufficient progress. 

5.7 The type of educational activity can be varied and flexible. It is recognised that home-educating parents are not required to:

· teach the national curriculum

· provide a broad and balanced curriculum or have a timetable

· have premises equipped to any particular standard or set hours during which education will take place or have any specific qualification

· make detailed plans in advance or observe school hours, days or terms 

· give formal lessons or mark work done by the child

· formally assess progress or set development objectives

· reproduce school type peer group socialisation

· match school-based, age-specific standards

5.8 Parents who educate their child at home must be prepared to assume full financial responsibility, including the cost of any public examinations.

5.9 Parents may choose to employ others to educate their child, though they themselves are still responsible for the education provided. In these circumstances, parents are responsible for ensuring that those whom they engage are suitable to have access to children. It is strongly recommended that parents arrange for a Disclosure and Barring Service (DBS) check prior to employment and that they are arrangements are made for on-going supervision. 



6.0 Doncaster Metropolitan Borough Council accountabilities

6.1 Doncaster Council recognises that there are many valid approaches to educational provision. What is suitable for one child may not be for another, but all children should be engaged in a learning process.

6.2 When the LA becomes aware that parents have elected to home educate, an initial contact will be made in order to establish that a suitable education to their age, ability and aptitude is being made. Alternatively, they may wish to give a brief report to the LA in order to let them know what progress they are making. 

6.3 Although the LA has no statutory duty to monitor the quality of home education on a routine basis, contact will be made with parents at least yearly to ask for information in order to keep the database up-to-date and to offer support and guidance to the family. Parents are under no obligation or duty to respond to this request and a lack of response would not itself trigger a concern. The information provided ought to be sufficient that on the balance of probabilities, the education provided is consistent with the age, ability and aptitude of the child and any special educational needs he or she may have. 

6.4 The legal duty of LA’s is concerned only with children who appear not to be receiving a suitable education. However, case law (Philips v Brown (unreported) 20 June 1980) established that a LA might make informal enquiries of parents who are educating their children at home. ‘... parents will be under no duty to comply however it would be sensible for them to do so.’

6.5 If it appears that a suitable education is not being provided, the LA will seek to gather any relevant information that will assist reaching an informed judgement. This will include seeking from the parents any further information that they wish to provide which explains how they are providing a suitable education. Parents will be given the opportunity to address any specific concerns that the authority has. Children are welcome and encouraged to attend any meetings and make contributions to the information provided. It is important to the LA that the views of the young person are sought and listened to. 

6.6 If it still appears to the LA that a child is not receiving a suitable education, we may contact the parents further to discuss the on-going educational provision. This will normally be done in writing to parents to request further information. 

6.7 Whilst there are no statutory duties in relation to the routine monitoring of the quality of home education, under Section 437(1) of the Education Act 1996, LA’s shall intervene if it appears that parents are not providing a suitable education. This section states:

“If it appears to a local authority that a child of compulsory school age in their area is not receiving suitable education, either by regular attendance at school or otherwise, they shall serve notice in writing on the parent requiring him to satisfy them within the period specified in the notice that the child is receiving such education”.

Section 437(2) of the 1996 Act provides that the period shall not be less than 15 days beginning with the day on which the notice is served.

Section 437(3) of the 1996 Act provides for the serving of School Attendance Orders:

If:

a)  a parent on whom a notice has been served under subsection (1) fails to satisfy the LA , within the period specified in the notice, that the child is receiving suitable education, and

b) In the opinion of the LA it is expedient that the child should attend school, the authority shall serve on the parent an order (referred to in this Act as a “school attendance order”), in such form as may be prescribed, requiring him to cause the child to become a registered pupil at a school named on the order.

6.8 Doncaster Council Local Authority considers that the taking of the above measures shall be a last resort after all reasonable avenues have been explored to bring about a resolution of the situation. At any stage following such an order, parents may present evidence to the LA that they are now providing a suitable and appropriate education and apply to have the order revoked. Ultimately failure by a parent to comply can lead to prosecution.

6.9 Local authorities have a duty under section 175(1) of the Education Act 2002 to safeguard and promote the welfare of children. This section states:

“A local authority shall make arrangements for ensuring that their education functions are exercised with a view to safeguarding and promoting the welfare of children”.



Section 175(1) does not extend local authorities’ functions. It does not, for example, give LA’s powers to enter the homes of, or otherwise see children for the purposes of monitoring the provision of elective home education.



In a very small number of cases the LA may insist on seeing children in order to enquire about their welfare where there are grounds for concern, e.g. if there was evidence that a child was at risk of harm or neglect. 





7.0 Children with Special Educational Needs

7.1 	Parents’ right to educate their child at home applies equally, where a child has special educational needs (SEN). This right is irrespective of whether the child has an Education, Health and Care Plan (EHCP).

7.2 Where parents elect to home educate a child with an EHCP who is registered at a mainstream school, the school will remove the pupil from roll, following receipt of written confirmation from parent that educational provision is being made otherwise than at school. LA approval is not required regardless of whether or not the child has an EHCP unless registered at a special school. 

On receipt of notification that a child has been withdrawn from a special school for EHE, the Attendance & Pupil Welfare Service (A&PWS) will request initial information regarding the provision that is being made and will confirm with the school after consultation with SEN and Disability team (SEND) that the child can be removed from roll.

7.3 On confirmation of a child’s removal from roll for EHE, the LA will, within 4 weeks, make arrangements to review the EHCP. 

7.4 Where a child who is home educated has an EHCP, the LA retains a duty to maintain and review it annually, following the procedures set out in the Code of Practice for SEN. Parents should always be involved in the review process. However, it is not mandatory to see the child or the home as part of the review. Where parents wish for only minimal contact and there are no other concerns, the annual review can serve as the annual contact for EHE purposes. 

7.5 Parents do not have to arrange provision detailed in the EHCP, but do have a duty to provide an education suitable to their child’s age, ability and any special educational needs. Where parents elect to home educate a child with an EHCP, this change of placement will be reflected in the plan. The EHCP may identify provision to be secured by the LA, where the LA considers it necessary to assist parents to fulfil their responsibilities. 

If a child has an EHCP, and particularly if they are registered at a special school, parents may wish to contact the SEND team for further advice.



8.0 Gypsy, Roma and Traveller Children

8.1 Local authorities should have an understanding of and be sensitive to the distinct ethos and needs of Gypsy, Roma and Traveller communities. It is important that these families who are electively home educating are treated in the same way as any other families. Home education should not necessarily be regarded as less appropriate than in other communities. 

When a Gypsy, Roma and Traveller family with children move into area, they are strongly encouraged to contact the Admissions Team, Virtual School (Raising Achievement) for help to access local education settings.



9.0 The voice of the child or young person

9.1 The LA welcomes the views and thoughts of the child or young person and wherever possible children and young people should be encouraged to give their views, be heard and acted upon. 



10.0 Reviewing policies and procedures

10.1 Doncaster Council is committed to a successful education for all children and recognises that elective home education can work well for some children. If, after careful consideration, parents decide to educate at home, the LA hopes that this proves to be a happy and constructive experience. The LA is not able to provide teaching support or detailed curriculum plans, but will offer encouragement and advice. 

10.2 Doncaster Council is committed to working positively with all its families.

Doncaster Council is confident in the quality of education it provides in its schools and in their schools’ ability to provide a suitable education that prepares young people for life in society.

Doncaster Council takes its responsibility to raise standards seriously, continues to support its school in maintaining and developing that provision.

Nevertheless, the LA recognises that some parents will wish to make their own arrangements to educate their child on the basis of their philosophical or religious convictions, or because they believe the educational options available to them locally do not meet their child’s individual requirements.

10.3 The LA will therefore:

· recognise the legal right of parents to educate their children otherwise than at school

· will seek to work in partnership with parents, individually or in groups, and with any local sections of voluntary organisations involved in this approach to education

· will try to guide parents to ensure that they have based their decision on all the relevant information, having considered all possible alternative courses of action

· will carry out its duty to satisfy itself of the suitability of the education being provided

· will, if the education is considered unsuitable, offer parents guidance on any action they may need to take to adapt the provision

· will aim to agree with parents on the arrangements for monitoring the provision at annual intervals

· will aim to confirm the suitability of the education provided within six months of being notified of the provision

· will take necessary action if it believes that the child is not receiving suitable education, or making sufficient progress suitable to the child’s age and ability, but working as far as possible co-operatively with the parent(s)

· will acknowledge and recognise diversity in respect of  the cultural, religious, educational, social and ethnic backgrounds within our families

· will take all steps necessary to safeguard and promote the welfare of all its children and young people and where a concern is identified will used established protocols to investigate such concerns



The LA will review this policy and procedures in relation to EHE annually.



11.0 Complaints

11.1 Any concerns should in the first instance be communicated to the Service Manager, Attendance & Pupil Welfare Service

If concerns still remain, parents are able to make a complaint to the LA. Information on the LA complaints process can be found on the LA website – www.doncaster.gov.uk

This policy considers its safeguarding responsibilities under the requirements of the Doncaster Safeguarding Children partnership, they can be contacted at:

dcsp@dcstrust.co.uk

Tel: 01302 734214







12.0 Additional information and resources

12.1 Doncaster Council has additional procedures and guidance for services and practitioners working with vulnerable children and families. These are to ensure parents are making informed decisions around elective home education and appropriate safeguarding measures are considered.

12.2 The additional procedures and guidance are:

· Additional information and resources for parents or carers

· Managing Notifications

· School attendance order (SAO) guidance and procedures

· Examination information for parents of EHE children

· Work experience placements

· Child employment, entertainment and sporting licences

Further information is available through Doncaster Metropolitan Borough Council website or by contacting the Attendance & Pupil Welfare Service.

Tel: 01302 736504
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Doncaster School Nursing Service September 2021 – July 2022

Team Lead

Jayne Ashby   jayne.ashby1@nhs.net     Tel 07917 031 887



		Specialist Community Public Health Nurses – SCPHN – BAND 6



		Anne Mulligan



		Pat Kemp



		Mike Bell



		Sam Foxton



		Emma Connolly



		Judy Pearce



		Pauline Hargreaves



		Debbie Wagstaff



		Kellie Needham



		Sarah Thompson 



		Cheryl Dickinson – from October 2021







		Community Staff Nurses – BAND 5



		Lorna Conroy



		Angela Stevenson



		Ali Oakley



		Abbie Turner



		Hayley Jennings



		Michelle Dennis



		Kirsty Pashley



		Diane Briggs



		vacancy







		Health Improvement Practitioners – BAND 4



		Louise Mould



		Helen Brookes



		Katie Farmer







		Health Promotion Practitioners – BAND 3



		Linda Newton



		Caroline White



		Sarah Walker



		Megan Wakelin



		Jane Muxlow



		Maria Gledhill



		Elizabeth (Lily) Leverton







		Health Screening Practitioners – BAND 2



		Cheryl Irwin Freestone



		Charlotte Ball



		Vacancy









Over view of service



The team covers the borough of Doncaster offering a diverse range of emotional, physical and sexual health advice, guidance and support to children and young people aged 5-19yrs.  We also offer support to Doncaster College and The New College at Hayfield.  We work closely with other alternative educational provisions when requested.



The core offer of the team is underpinned by The Healthy Child programme. 

Reception – NCMP programme and vision and hearing screening

Y6 – NCMP programme

Puberty (RSE) Years 1, 5 and 6



At the start of each new academic year, schools are offered a School Health Plan by their named SCPHN.  This working document evidences Public Health profiling of each school, completed by the SCPHN and Head Teacher (or other identified professional in school).  This allows schools to make informed choices as to how the health needs of the school population will be met by the School Nursing service. 



All referrals to the team must be made through our Single Point of Contact (SPOC) Telephone 01302 566776 or by e mail to rdash.doncasterchildrenscaregroup@nhs.net



Within the team we have a dedicated Safeguarding team – ‘Children’s Health & Protection Team’ (CHAP). Staff in this team attend Initial/Review Child Protection conferences (I/RCPC) and work with the child and family if there is an identified role for the nurse.



To be able to plan and staff work across the borough meeting the needs of all schools, we rely heavily on effective communication between ourselves and schools. For this purpose the service is broken down into 5 teams so that work is allocated out appropriately.



		SPOC

		Role



		Pat Kemp

		SCPHN Co-Ordinator



		Debbie Wagstaff

		SCPHN



		Anne Mulligan

		SCPHN







		CHAP

		Role



		Emma Connolly

		SCPHN Co-Ordinator



		Kellie Needham

		SCPHN



		Sam Foxton

		SCPHN



		Linda Newton – until October 2021

		Health Promotion Practitioner



		Caroline White

		Health Promotion Practitioner







		Team 1 

Schools and feeder schools

RIDGEWOOD, DeWARRENE, MEXBOROUGH,CAMPSMOUNT,OUTWOOD,DONVALLEY



		Role



		Pauline Hargreaves 

		SCPHN-Co Ordinator



		Sarah Thompson

		SCPHN



		Vacancy

		Staff Nurse



		Helen Brookes

		Health Improvement Practitioner



		Sarah Walker

		Health Promotion Practitioner



		Lily Leverton – until Dec 2021

		Health Promotion Practitioner



		Jane Muxlow

		Health Promotion Practitioner



		Vacancy

		Health Screener







		Team 2 

Schools and feeder schools

ARMTHORPE, ROSSINGTON ALL SAINTS, HUNGERHILL, OUTWOOD DANUM, TRINITY, ASH HILL



		Role



		Mike Bell

		SCPHN Co-Ordinator



		Ali Oakley

		Staff Nurse



		Kirsty Pashley

		Staff Nurse



		Louise Mould

		Health Improvement Practitioner



		Maria Gledhill

		Health Promotion Practitioner



		Cheryl Irwin-Freestone 

		Health Screening Practitioner









		Team 3 

Schools and feeder schools

HALLCROSS, SIR THOMAS WHARTON, ASTEREA WOODFIELDS, XP, HAYFIELD, McAULEY

		Role



		Judy Pearce

		SCPHN



		Cheryl Dickinson 

		SCPHN



		Abbie Turner – until October 2021

		Staff Nurse



		Michelle Dennis 

		Staff Nurse



		Lorna Conroy

		Staff Nurse



		Katie Farmer – until Dec 2021

		Health Improvement Practitioner



		Megan Wakelin 

		Health Promotion  Practitioner



		Charlotte Ball

		Health Screening Practitioner







		Seconded staff – SCPHN Degree

		



		Cheryl Dickinson – until October 2021

		SCPHN Student







Identification of staff and information sharing



NB - Enhanced DBS checks – all staff in the team have cleared enhanced DBS checks.  Staff DO NOT carry copies of their certificates.   Encrypted  I.D badges are issued  once the recruitment process is finalised and induction training is completed by RDaSH.



GDPR – information sharing is covered by GDPR ruling for School Nurses to go about their day to day work. The sharing of information including class lists is covered by this document.
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Locality Team - Training







As a team we can offer the following training – please discuss either with your locality worker or team lead Monica Birdi on monica.birdi@nhs.net

To staff (1.5 hours)

· Introduction to Mental Health & Wellbeing - Recognising Mental Health & The Whole School Approach

· Introduction to Mental Health and Wellbeing - Recognising mental health needs of young people (for non-school based staff)

· Anger

· Anxiety & Panic

· Deliberate Self Harm 

· Low Mood & Depression



Presentations to young people (1 hour)

· Anxiety & Low Mood

· Deliberate Self Harm

· Emotional Wellbeing (primary aged children)

· Emotional Wellbeing (secondary aged children)

· Gender Identity Disorder



Primary school based one off workshop lessons (1 hour)

· Emotional Literacy – 5 point scale

· Emotional Literacy – fight & flight
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CAMHS Locality Consultation Pathway

GUIDANCE for discussing children at a consultation clinic





Identify a concern about a young person





Get consent from family (where possible) ans gather their concerns with regards to referral to CAMHS and opening up a medical record





Are there any immediate concerns or risk to the young person?





Phone Single Point of Contact on

01302 796191





Complete “Gathering Further Information Tool”





Are there an identifiable mental health/emotional wellbeing need?





Consider referral to appropriate services such as ASCETS (ASD), Educational Psychology (learning needs), School nurse (physical health and low level emotional support), health visitor (if child is under 5)





Discuss these concerns with the young person and gather their views and wishes, do they want support? (e.g. my star, 3 houses, conversation)





Consider contacting one front  door to access support from Early Help





Is there any deliberate self harm?





Complete self harm question sheets with young person and family where possible





Collate all information available and discuss with your CAMHS locality practitioner  at your next pre planned consultation clinic, where they will formulate and plan appropriately. 





Ensure family and young people have self harm handout and are aware of safety advice such as removing access to sharp or harmful objects, ensuring young person is supervised 





Discharge back to school





Signpost to appropriate agency





Refer to pathway within CAMHS





Review in consultation





Intervention from Locality worker
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DONCASTER CAMHS Locality Worker 

[bookmark: _GoBack]Each locality in Doncaster will have an identified member of the CAMHS team who will work directly with the schools and GPs in that area and provide the link into the CAMHS service. Each school should be aware of their locality worker via their mental health champion/ lead and how to get in contact with them.

What can you expect from your locality worker?

· They will offer regular consultation slots that you can book into to discuss cases as well as receive advice and guidance on the management of cases, support for interventions, co-working and liaison. This could be in the form of one off 1:1 support and guidance or longer term supervision in managing cases.

· The worker will also have the ability to offer brief interventions directly with the child or young person, to offer short term 1:1 support with regards to their mental health and mental wellbeing. This may take the form of a discreet piece of work which would hopefully mean the child or young person does not have to enter services unnecessarily. It could also provide an environment to offer a period of extended assessment of the child or young person to better identify their current care needs and ensure most appropriate referrals are made in the timeliest manner.

· They will offer support to identify the most appropriate person within the child or young person’s network to lead their case and to ensure that care co-ordination is not lost through service transitions.

· They will provide partnership working with the child or young person’s network to discuss and support their needs, including with key workers, schools, colleges, Early Help Teams, Social Care Teams, GPs and other practitioners who work with young people

· The locality worker will work with you to step up and step down cases through CAMHS to ensure children and young people are better supported, do not enter unnecessary services and receive the most appropriate support on discharge from the core CAMHS service.

· They will undertake joint visiting and assessments where clinically appropriate to ensure families do not experience excessive appointments

· They will be able to deliver training, education and a greater awareness of children’s mental health services, mental health issues and mental wellbeing.

· They will offer appointments for children and young people in appropriate venues that are closer to home e.g. school, doctors, local children’s centre. These appointments should be flexible and work around the needs of the child or young person to better ensure their ability to attend and engage with the appointments offered.
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CAMHS Pathway



Urgent

Presentation— describing experiencing on-going thoughts of suicide or Deliberate Self Harm with some plan and intention to act on the thoughts. Experiencing extreme issues which are having a major impact on day to day life (not getting up, washing, eating etc.) needs constant supervision because of difficulties.  Distress for the young person is constant and extreme and would be clear to anyone meeting the person that there is a problem. 

Key Questions to ask— How often are you having the thoughts? On a scale of 0-10 (with 10 being I am going to end my life now) where would you rate your intention to self harm. Ask about any plans for the future, what they are doing for the rest of the day. What support and protective factors does the child have (stable family home , LAC, any other diagnosis, Child Protection issues)

Pathway/intervention— Mon-Fri—9-5 contact the CAMHS duty team on 01302 796191. If outside of these hours or risk is immediate then advise to attend A&E, they will then be assessed by the liaison/out of hour practitioner.



Concerns

Presentation— Describing issues around mental health and wellbeing (low mood, anxiety, deliberate self harm, self esteem, trauma, body image, gender identity etc.)  the issues will be more frequent than once a week with impact across different areas (home, school, with peers).The young person is distressed by problems most days of the week. 

Key Questions to ask— How long have you been feeling like this? On a scale of 0-10 (with 0 being I am going to end my life now) where would you rate your mood? How would you like your life to be different? 

Pathway/intervention— Contact your CAMHS locality worker either via telephone or email (details on card). Please note that the worker may not be immediately available but will respond to all enquiries. If more urgent advice is required please contact CAMHS Duty on 01302 796191. Young people age 14+ can also be directed to the self referral clinic at East Laith Gate on Mondays 14:30—16:00



Universal service

Presentation—describes problems around mental health and wellbeing which generally cause minimal disruption and in one area only (home, school or with peers ), most activities can be completed and the young person has some meaningful relationships.There may be some level of distress for the young person, but this is situational and occurs less than once per week.Problems may only be apparent to those who know the young person very well 

Key Questions to ask— How long have you been feeling like this? Have you spoke to anyone about how you are feeling? What do you think will help? Is there anyone around you who could help? 

Pathway/intervention— Consider referrals to appropriate third sector services (open minds, PRIDE, SYEDA etc.)

Consider referral to school nursing, pastoral support in school, Early Help Hub/Family Hubs

Locality workers are available for advice if needed.
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You can download this publication or order copies online at: 
www.teachernet.gov.uk/publications


Search using ref: DCSF-00277-2008


Copies of this publication can also be obtained from: 
DCSF Publications 
Po Box 5050 
Sherwood Park 
Annesley 
Nottingham NG15 0DJ 
Tel: 0845 6022260 
Fax: 0845 6033360 
Please quote the ref: 00277-2008DOM-EN


ISBN: 978-1-84775-132-4


D16(7582)/0308


© Crown copyright 2008 
www.dcsf.gov.uk 
Published by the Department for Children, Schools and Families


Extracts from this document may be reproduced for non-commercial research, 
education or training purposes on the condition that the source is acknowledged. 
For any other use please contact hmsolicensing@opsi.gsi.gov.uk
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Foreword 


The fabrication or induction of illness in children is a relatively rare form of child abuse. Where concerns exist 


about fabricated or induced illness, it requires professionals to work together, evaluating all the available 


evidence, in order to reach an understanding of the reasons for the child’s signs and symptoms of illness. 


The management of these cases requires a careful medical evaluation which considers a range of possible 


diagnoses. At all times professionals need to keep an open mind to ensure that they have not missed a vital 


piece of information. 


By their nature these types of cases require expert input from a range of disciplines, in particular paediatricians. 


It is, therefore, essential that all professionals who come into contact with children whose signs and symptoms 


may be being induced or fabricated are aware that this form of abuse exists and know what to do and who to 


speak to within their own organisation or a statutory one such as the police or local authority children’s social 


care services. 


Professionals working across health, social care, education, schools, the police and the independent sector 


should have an awareness of the possible ways in which illness can be induced or fabricated. Equally 


importantly, they should have an awareness of their respective roles and responsibilities and how they should 


work together from the point at which concerns are considered. 


This guidance outlines what is known about fabricated or induced illness, the ways in which it can be caused, 


the impact on the child’s health and development, and roles and functions of relevant agencies and procedures 


practitioners should follow where there are concerns about possible fabrication or induction of illness. 


We hope that it will help professionals in the complex task of identifying those children in whom illness is 


being induced or fabricated and prevent them from suffering further harm. In addition we hope that both the 


children and families will be provided with the services which are necessary to enable these children to achieve 


the best possible outcomes. 


KEVIN BRENNAN MP ANN KEEN MP VERNON COAKER MP 


Parliamentary Under Secretary of Parliamentary Under Secretary of Parliamentary Under Secretary of 


State For Children, Young People State For Health Services State For Crime Reduction 


and Families 
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Chapter One 
The scope and purpose of this 
document 


Introduction 


1.1 	 This document is based on Working Together to Safeguard Children: A guide to inter-agency working 


to safeguard and promote the welfare of children (HM Government 2006) and the Framework for 


the Assessment of Children in Need and their Families (Department of Health et al, 2000). Working 


Together sets out how all agencies and professionals should work together to safeguard and 


promote children’s welfare. The Assessment Framework outlines a framework for use by all those 


who work with children and families determining whether a child is in need under the Children 


Act 1989 and deciding how best to provide help. 


1.2 	 This supplementary guidance Safeguarding Children in whom Illness is Fabricated or Induced is 


intended to provide a national framework within which agencies and professionals at local 


level – individually and jointly – draw up and agree upon their own more detailed ways of 


working together where illness may be being fabricated or induced in a child by a carer who has 


parenting responsibilities for him or her. It is addressed to those who work in health, education, 


schools, probation and social care, the police and all others whose work brings them into 


contact with children and families. It is relevant to those working in the statutory, voluntary and 


independent sectors. It is intended that Local Safeguarding Children Boards’ (LSCBs) local 


safeguarding children procedures should incorporate this guidance and its references 


to Covert Video Surveillance, rather than having separate guidance on fabricated or 


induced illness in children. Within local procedures, the section on the use of covert video 


surveillance should make reference to the good practice advice for police officers which is 


available to them from the National Crime Faculty. 


1.3 	 The fabrication or induction of illness in children by a carer has been referred to by a number of 


different terms, most commonly Munchausen Syndrome by Proxy (Meadow, 1977), Factitious 


Illness by Proxy (Bools, 1996; Jones and Bools, 1999) or Illness Induction syndrome (Gray et al, 


1995). This terminology is also used by some as if it were a psychiatric diagnosis. 


1.4 	 The use of terminology to describe the fabrication or induction of illness in a child has been 


the subject of considerable debate between professionals. These differences in the use of 


terminology may result in a loss of focus on the welfare of the child. In order to keep the child’s 


safety and welfare as the primary focus of all professional activity, this guidance refers to the 
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‘fabrication or induction of illness in a child’ rather than using a particular term. If, as a result 


of a carer’s behaviour, there is concern that the child is or is likely to suffer significant harm, this 


guidance should be followed. The key issue is not what term to use to describe this type of 


abuse, but the impact of fabricated or induced illness on the child’s health and development, 


and consideration of how best to safeguard and promote the child’s welfare. 


1.5 	 There are three main ways of the carer fabricating or inducing illness in a child. These are not 


mutually exclusive and include: 


z fabrication of signs and symptoms. This may include fabrication of past medical history; 


z fabrication of signs and symptoms and falsification of hospital charts and records, and 


specimens of bodily fluids. This may also include falsification of letters and documents; 


z induction of illness by a variety of means. 


Examples of the types of abusive behaviours exhibited are further elaborated in paragraph 2.6, 


and paragraph 4.5 sets out the types of situations which may cause concern about a child’s 


welfare. 


1.6 	 In the guidance the term ‘carer’ is used to mean ‘parent or carer’, i.e. any adult who is exercising 


parenting responsibilities for a child. Those with parenting responsibilities may include, for 


example, grandparents, foster-parents, child minders, as well as those who have parental 


responsibility as defined in the Children Act 1989. In situations where a staff member is 


suspected of causing harm to a child by inducing or fabricating illness, the procedures set 


out in paragraphs 6.20 – 6.30 in Working Together (2006). 


The status of this guidance 


1.7 	 This guidance, issued by HM Government, is supplementary to Working Together to Safeguard 


Children (2006) and should be followed in conjunction with the main guidance. All assessments 


should be undertaken in accordance with the Framework for the Assessment of Children in Need 


and their Families. Where appropriate, paragraphs are cross-referenced to Working Together and 


the Assessment Framework. 


1.8 	 The guidance is issued under Section 7 of the Local Authority Social Services Act 1970, 


which requires local authorities in their social services functions to act under the general 


guidance of the Secretary of State. It should be complied with by LAs carrying out their 


social services functions unless local circumstances indicate exceptional reasons that 


justify a variation. It is also issued under s16 of the Children Act 2004 which states that 


Children’s Services Authorities and each of their Board partners, in exercising their 


functions in relation to LSCBs, must have regard to any guidance given to them by the 


Secretary of State for that purpose. 


1.9 	 Where this document is not statutory guidance for a particular organisation, it still represents 


a standard of good practice and will help organisations fulfil their duties in co-operation with 


partners. For example, managers and staff with particular responsibilities in the organisations 
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covered by the duty to safeguard and promote the welfare of children in section 11 of the 


Children Act 2004 (found at: www.everychildmatters.gov.uk/socialcare/safeguarding/) are 


encouraged to read this document and follow it in conjunction with the section 11 guidance 


(HM Government, 2007). The same principle applies to educational institutions with duties under 


sections 157 & 175 of the Education Act 2002 regarding safeguarding and promoting the welfare 


of children. 


The role of this guidance 


1.10 	Processes and procedures are never ends in themselves, but should always be used as a means 


of bringing about better outcomes for children. No guidance can, or should attempt to, offer 


a detailed prescription for working with each child and family. Work with children and families 


where there are concerns about a child’s welfare, is sensitive and difficult. Work in situations 


where illness has been fabricated or induced can be very stressful. Good practice calls for 


effective co-operation between different agencies and professionals; sensitive work with parents 


and carers in the best interests of the child; and the careful exercise of professional judgement, 


based on thorough assessment and critical analysis of the available information. 


1.11 	The Royal College of Paediatrics and Child Health published a report on Fabricated or Induced 


Illness by Carers (2002). It describes the role of paediatricians and other child healthcare 


professionals and recommends how they should work with professionals from other agencies. 


The Royal College’s report informed the development of this guidance and provides more 


in-depth information for professionals, particularly those in health. The College’s report 


is currently being updated to take account of Working Together (2006) and recent clinical 


developments. 


1.12 	 In 2000 the Report of a review of the research framework in North Staffordshire Hospital NHS 


Trust (Department of Health, 2000b) was published. It called for a wide range of measures to 


improve research governance across the NHS. In addition, it recommended the development of 


guidelines to assist the identification of children who have had illnesses fabricated or induced 


by their carer. The Department of Health responded to this later recommendation with a 


commitment to produce “new guidelines for professional practice and interagency working in 


responding to concerns that a child may be having illness feigned or induced by a carer. These 


guidelines will be drawn up within the framework of Working Together to Safeguard Children: 


A guide to inter-agency working to safeguard and promote the welfare of children (1999)”. The first 


edition of the guidance, issued in 2002, has now been updated following the publication of the 


revised Working Together to Safeguard Children (2006). 


1.13 	This guidance suggests that where there is any potential for the use of covert video 


surveillance the police should be informed and, within the multi-agency team, take the 


lead in co-ordinating such action (see paragraphs 6.35 – 6.40). All action should be undertaken 


in accordance with the LSCB safeguarding children procedures. Legal advice should be taken 


where there is any doubt about the use of covert video surveillance. 
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An integrated approach 


1.14 	Children have varying needs which change over time. Judgements on how best to intervene 


when there are concerns about harm to a child will often and unavoidably entail an element of 


risk – the two extremes being leaving a child for too long in a dangerous situation or removing 


a child unnecessarily from their family. The way to proceed in the face of uncertainty is through 


competent professional judgements based on a sound assessment of the child’s needs, the 


parents’ capacity to respond to those needs – including their capacity to keep the child safe from 


significant harm – and the wider family circumstances (Working Together, 2006). 


1.15 	Effective measures to safeguard children cannot be seen in isolation from the wider range of 


support and services available to meet the needs of children and families: 


z many of the families in which a child has had illness fabricated or induced have experienced a 


number of stress factors in their lives. Providing services and support to these children and 


families may strengthen the capacity of parents to respond to the needs of these children 


before they reach the point where their reaction to their difficulties is to fabricate or induce 


illness in their child; 


z enquiries under s47 of the Children Act 1989 may reveal significant unmet needs for support 


and services among children and families, particularly in relation to the needs of the parents 


and the way in which the family members relate to each other. These should always be 


explicitly addressed if the family member so wishes, even where concerns are not 


substantiated about significant harm to a child; 


z if safeguarding children processes are to result in improved outcomes for children, then 


effective plans for safeguarding and promoting each child’s welfare should be based on a 


wide ranging assessment of the needs of the child and their family circumstances, taking 


account of past histories of all family members; 


z all work with children and families should retain a clear focus on the welfare of the child. Just 


as safeguarding children processes should always consider the wider needs of the child and 


family, so broad-based family support services should always be alert to, and know how to 


respond quickly and decisively to potential indicators of illness being fabricated or induced in 


a child. 


A shared responsibility 


1.16 	Safeguarding and promoting the welfare of children depends crucially upon effective 


information sharing, collaboration and understanding between agencies and professionals. 


These relationships may become strained where there are concerns that illness is being 


fabricated or induced in a child and there are differences in opinion about how best to safeguard 


the child’s welfare or indeed if the child is being abused. Constructive relationships between 


individual workers should be supported by a strong lead from elected or appointed authority 


members, and the commitment of senior officers from each agency. 
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1.17 	At the strategic level, agencies and professionals should cooperate with each other and involve 


service users, to plan comprehensive and co-ordinated children’s services which have the 


capacity to respond to the identified needs of children. Children who have had illness fabricated 


or induced and their families are likely to require specialised services, some of which may not be 


available locally and will have to be secured from either regional or national resources. One case 


can make considerable demands on an agency’s available resources. On these rare occasions, 


senior managers should be involved in deciding how to allocate resources deemed necessary 


to bring about the best outcomes for the child. 


1.18 	Children who have had illness fabricated or induced are likely to require co-ordinated help from 


a range of agencies such as health, social care (adults’ and children’s), education, schools and 


the voluntary and independent sectors over a sustained period of time. The nature of this input 


is likely to change as the child develops and his or her needs change; over time, therefore, the 


types of services required may differ considerably. 


1.19 	For those children who are suffering, or at risk of suffering significant harm, joint working is 


essential, to safeguard the welfare of children and – where necessary – to take action, within 


the criminal justice system, regarding the perpetrators of crimes against children. In using this 


guidance all agencies and professionals should: 


z be alert to potential indicators of illness being fabricated or induced in a child; 


z be alert to the risk of harm which individual abusers, or potential abusers, may pose to 


children in whom illness is being fabricated or induced; 


z share, and help to analyse information so that an informed assessment can be made of the 


child’s needs and circumstances; 


z contribute to whatever actions (including the cessation of unnecessary medical tests and 


treatments) and services are required to safeguard and promote the child’s welfare and 


–	 regularly review the outcomes for the child against specific planned outcomes 


–	 work co-operatively with parents unless to do so would place the child at increased risk 


of harm; 


z assist in providing relevant evidence in any criminal or civil proceedings, should this course of 


action be deemed necessary. 
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Chapter Two 
Some lessons from research 
and experience 


Introduction 


2.1 	 Our knowledge and understanding of children’s welfare – and how to respond in the best 


interests of a child to concerns about abuse and neglect – develop over time, informed by 


research, experience, and the critical scrutiny of practice. Sound professional practice involves 


making judgements, supported by evidence derived from research and experience, about the 


nature and impact of abuse and neglect, and when and how to intervene to improve outcomes 


for children; and information derived from a thorough assessment of a specific child’s health, 


development and welfare, parental capacity and his or her family circumstances. 


2.2 	 This chapter begins by reporting research findings on the incidence and prevalence of illness 


being fabricated or induced in a child by a carer and describes some of the types of behaviours 


exhibited by carers which can be associated with illness fabrication or induction. It goes on to 


summarise available research findings and practice experience specific to this type of abuse, and 


concludes with what is known about how best to secure optimal outcomes for children in whom 


illness has been fabricated or induced. 


Incidence and prevalence 


2.3 	 The fabrication or induction of illness in a child by a carer has been considered to be rare 


(however, see below). McClure at al (1996) carried out a two-year study to determine the 


epidemiology of Munchausen Syndrome by Proxy, non-accidental poisoning and non-accidental 


suffocation in the UK and the Republic of Ireland. They analysed data from 128 confirmed cases 


notified to the British Paediatric Association Surveillance Unit during the period September 


1992 to August 1994. Based on this data, the researchers estimated that the combined annual 


incidence in the British Isles of these forms of abuse in children under 16 years was at least 0.5 


per 100,000 and for children under 1 years at least 2.8 per 100,000. The authors calculated that 


“in a hypothetical district of one million inhabitants therefore, the expected incidence would be 


approximately one child per year” (p. 58). 


2.4 	 This study showed that reported rates of fabricated or induced illness varied greatly between 


different health service regions and the researchers suggested it was under-reported nationally. 


At the time of their study their findings also suggested that paediatricians considered that the 
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identification had to be virtually certain before a child protection conference is initiated. Thus a 


number of cases may be unrecorded because of the absence of irrefutable evidence in situations 


where the level of concern about harm to the child is extremely high. The cases may also present 


in ways which result in unnecessary medical interventions, for example, where symptoms are 


verbally reported to surgeons who then carry out operations without questioning the basis of 


this information. Consequently the estimate of one child per one million head of population is 


likely to be an under-estimate. 


Carers’ behaviours associated with fabricated or induced illness 


2.5 	 Carers exhibit a range of behaviours when they wish to convince others that their child is ill. 


A key professional task is to distinguish between the very anxious carer who may be responding 


in a reasonable way to a very sick child and those who exhibit abnormal behaviour (see 


paragraphs 4.1 – 4.3). Such abnormal behaviour in a carer can be present in one or both carers 


and often involves passive compliance of the child (see paragraph 2.22). These carer behaviours 


may constitute ill treatment (section 31(9) of the Children Act 1989). 


2.6 	 The following list is of behaviours exhibited by carers which can be associated with fabricating or 


inducing illness in a child. This list is not exhaustive and should be interpreted with an awareness 


of cultural behaviours and practices which can be mistakenly construed as abnormal behaviours: 


z deliberately inducing symptoms in children by administering medication or other substances, 


by means of intentional transient airways obstruction or by interfering with the child’s body so 


as to cause physical signs. 


z interfering with treatments by over dosing with medication, not administering them or 


interfering with medical equipment such as infusion lines; 


z claiming the child has symptoms which are unverifiable unless observed directly, such as pain, 


frequency of passing urine, vomiting or fits. These claims result in unnecessary investigations 


and treatments which may cause secondary physical problems; 


z exaggerating symptoms which are unverifiable unless observed directly, causing professionals 


to undertake investigations and treatments which may be invasive, are unnecessary and 


therefore are harmful and possibly dangerous; 


z obtaining specialist treatments or equipment for children who do not require them; 


z alleging psychological illness in a child. 


2.7 	 When a child is in hospital, it is usual for carers (usually the child’s parents) to be very involved 


in the care of their child, including participating in medical tests, taking temperatures and 


measuring bodily outputs. Where illness is being fabricated or induced by a carer, these normal 


hospital practices afford the carer the opportunity to continue this behaviour. This may mean, for 


example, that treatments and tests may be interfered with and the reported signs and symptoms 


continue whilst the child is in hospital. Differences may be observed between the ways in which 


carers who fabricate or induce illness interact with their children compared with other carers. 
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Commonly, these carers are observed to be intensely involved with their children, never taking 


a much needed break nor allowing anyone else (either family members or professionals) to 


undertake any of their child’s care. This behaviour may preclude adequate observation of the 


child. Some, however, spend little time interacting with their child. They may be very involved 


with other families on the ward and hospital staff rather than with their child. Another observed 


feature is that some carers appear unusually unconcerned about the results of investigations 


which may be indicative of a serious physical illness in the child. 


Responding to reported signs and symptoms 


2.8 	 The majority of cases of fabricated or induced illness in children are confirmed in a hospital 


setting because either medical findings or their absence provide evidence of this type of abuse. 


Early history and concern about the child’s health 


2.9 	 A significant number of children in whom illness is fabricated or induced will have been well 


known to health professionals from birth. Some also suffer from a verified acute or chronic 


medical condition. Some may previously have been seriously ill, for example as a consequence 


of prematurity, while others may have had minor problems at birth or in their first few months of 


life. Consideration should be given to the possibility that the obstetric complications themselves 


may have been due to the mother interfering with her pregnancy to induce a premature birth 


(Jureidini, 1993). Children may have also experienced other forms of abuse, for example, physical 


abuse or neglect, prior to the identification of fabricated or induced illness (Bools et al, 1992). 


2.10 	Children in this group often present with, or have a past history of both genuine and perceived 


feeding difficulties, faltering growth and reported allergies (Bools et al, 1992; Gray and Bentovim, 


1996; Rosenberg, 1987). 


2.11 	At the point that fabrication or induction of illness is confirmed the child may have organic 


problems which will require ongoing medical treatment. These may pre-date the abuse or be 


a consequence of it. It can be difficult to identify retrospectively the origins of a child’s medical 


problems but, following identification of fabricated or induced illness, treatment for medical 


conditions should be undertaken as part of the child’s overall plan. 


2.12 	The medical histories of this group of children are likely to have started early and in many 


instances will have become extensive by the time the suspected abuse is identified. Some 


children may have been referred to a tertiary paediatric centre because they were thought to 


have a serious or rare illness requiring expert diagnosis and treatment. They may have been seen 


at many hospitals in different geographical areas and by a number of professionals. They may 


also have been seen in centres for alternative medicine or by private practitioners. 
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Impact of fabricated or induced illness on the child 


Child death and morbidity 


2.13 	 International research findings suggest that up to 10% of these children die and about 50% 


experience long-term consequent morbidity. In the British Isles study referred to in paragraph 


2.3, McClure et al (1996) found that 8 out of 128 (6%) children died as a direct result of abuse. 


A further 15 (12%) required intensive care and an additional 45 (35%) suffered major physical 


illness, again as a result of abuse. The way in which a child’s circumstances are managed will 


impact on their outcomes but the lives of some who present at hospital in a life-threatening 


situation, for example having been poisoned, might not be able to be saved. 


2.14 	 In the McClure et al (1996) study, 83 (65%) of the 128 index children had at least one sibling and 


of these, 15 (12%) had a sibling who died previously (a total of 18 deaths). Five (4%) of these 


deaths had been classified as Sudden Infant Deaths. Information about a death or previous abuse 


of siblings may become known to professionals only after a family history has been collated. 


At the time of death some may have been unexplained or ascribed to natural causes, while 


others may have been known to have occurred as a result of abuse. Previous reported physical 


abuse of siblings is common in this group of children and previous abuse may have included 


the fabrication or induction of illness. A child may be considered to be at risk of significant harm 


because of abuse inflicted on siblings, or the death of siblings due to abuse. 


Impact on the child’s health and development 


2.15 	Many of the children who do not die as a result of having illness fabricated or induced suffer 


significant long-term consequences. These may include long-term impairment of their physical, 


psychological and emotional development (see paragraph 3.90 of Assessing Children in Need: 


Practice Guidance (Department of Health, 2000a)). 


2.16 	Fabrication of illness may not necessarily result in the child experiencing physical harm. Where 


children have not suffered physical harm, there may still be concern about them suffering 


emotional harm. Concerns about children being brought up in a fabricated sick role are further 


discussed in paragraph 2.21. Children may also suffer emotional harm as a result of an abnormal 


relationship with their mother (if she is responsible for the abuse) and their disturbed family 


relationships (see paragraphs 2.30 and 2.31). 


2.17 	 In their follow-up study of 54 children who were known to have had illness induced or fabricated 


or induced, Bools et al (1993) found a range of emotional and behavioural disorders, and school 


related problems including difficulties in attention and concentration and non-attendance. These 


difficulties were present both in children who were living with their abusing parent and those 


who had been placed with alternative carers, suggesting the need for treatment regimes which 


specifically address the child’s ongoing needs throughout childhood. McGuire and Feldman 


(1989) also reported a range of disorders in children known to have had illness fabricated 


or induced, depending on the age of the child; feeding disorders in infants, withdrawal and 
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hyperactivity in pre-school children and direct fabrication or exaggeration of their own physical 


symptoms by older children and adolescents. 


2.18 	Whilst it is well documented that children who have been abused or neglected are likely to 


suffer impairment to their health and development, it cannot be assumed that all children 


suffering impairment have been abused. Where there are concerns about the reasons for a 


child’s developmental delay, it is important to clarify the contributing factors and identify any 


underlying conditions. For some children the origins of their impairment or disability may be 


very complex with an underlying medical or developmental condition being further impaired by 


abuse or neglect. In these circumstances, detailed assessments are required to understand cause 


and effect (For further discussion, see Chapter 4: The Spectrum of Signs and Symptoms, Royal 


College of Child Health and Paediatrics, 2002). 


The experience of the abused child 


2.19 	Where illness is being fabricated or induced, extensive, unnecessary medical investigations may 


be carried out in order to establish the underlying causes for the reported signs and symptoms. 


The child may also have treatments prescribed or operations which are unnecessary. These 


investigations can result in children spending long periods of time in hospital and some, by their 


nature, may also place the child at risk of suffering harm or even death. 


2.20 	Nearly all affected children undergo many unpleasant investigations and/or treatments but many 


children, especially young children, who have had illness fabricated or induced may not be fully 


aware of the nature of their abuse. Few studies have sought children’s views on this matter, but 


Neale et al (1991), through their interviews with children, found that many had not been able to 


disclose the nature of their abuse, in part because of the skill of their mothers (the perpetrators) 


in teaching the children to present a rosy picture to the external world whilst they were being 


subjected to extensive physical and emotional abuse at home. Even after disclosure of the abuse 


and placement with alternative carers, some still wanted continued contact with them. 


2.21 	Some children are confused about their state of health. Many are preoccupied with anxieties 


about their health and survival and may express suicidal thoughts as a result of their despair. 


Older children and adults who have been abused in this way may come to feel anger at 


their betrayal by their parent(s), and a lack of trust in those caring for them including medical 


professionals. 


Involvement by the child 


2.22 	 In children who have had illness fabricated or induced, there seems to be a continuum of 


involvement with their carer, from naivety through to passive acceptance, actual participation 


and active self-harm (Sanders, 1995). Some children, particularly those who are older, may learn 


to collude with their carer in the management of a non-existent condition before eventually 


fabricating or inducing illness in themselves or developing a somatisation disorder. Such children 


can continue to be dependent on their carer and use her/him as a reference point for their own 
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state of health. As a consequence of this dependency, some may lose the ability in childhood to 


identify true illness and become unable to act appropriately if they are ill. Some older children 


and adults feel guilty for their perceived collusion. So, just as with other forms of child abuse, the 


effects of illness having been fabricated or induced may impact on a child for life. 


Age range of children 


2.23 	The age range of children in whom illness is fabricated or induced extends throughout 


childhood, although it is most commonly identified in younger children. In the McClure et al 


(1996) study, 77% of children were aged under 5 years at the time of identification with a median 


age of 20 months. 


Age at onset of fabrication or induction 


2.24 	The age of the child when the fabrication or induction begins is usually much younger than 


when the abuse is identified because of the length of time it normally takes to identify this type 


of abuse. Schreier and Libow (1993), in their survey of 362 cases, found that the average length of 


time to identification was greater than 6 months in a third of the cases and more than a year in a 


fifth of the cases. Experience indicates that the duration may be of several years. 


Gender of carer responsible for the abuse 


2.25 	Clinical evidence indicates that fabricated or induced illness is usually carried out by a female 


carer, usually the child’s mother. Fathers and women other than the mothers have also been 


known to be responsible (Makar and Squier, 1990; Samuels et al, 1992). It is common in these 


latter cases for the adult to have undertaken significant responsibility for providing much of the 


child’s daily care. 


2.26 	Therapeutic work undertaken with families has revealed the extent to which both mothers 


and fathers were involved in perpetuating the belief that the child was seriously ill. It is not, 


therefore, appropriate to always consider the fathers to be mere bystanders in the process of 


illness induction: their role in each particular family system must be understood as part of the 


assessment process (Griffith, 1988; Manthei et al, 1988). 


Carers’ previous histories 


2.27 	There is no evidence to support a unique profile of carers who fabricate or induce illness in their 


children. There is, however, evidence that as with many parents who abuse or neglect their 


children, specific aspects of their histories are likely to have been troubled. A careful assessment 


is required to understand the contribution which their past experiences have made to the child’s 


illness fabrication or induction and the impact that past events may be having on their current 


ability to care for their child. 
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2.28 	The child’s carers, who are usually their parents, may have histories of having experienced 


childhood abuse or privation. This can include all forms of abuse, including emotional (Bools et 


al, 1994; Samuels et al, 1992). 


2.29 	The parents may also have considerable medical and psychiatric histories which may or may 


not be able to be verified independently. The same may be so in relation to the obstetric history 


of the mother. This information may not be easily accessible and considerable effort may be 


required to gather it together into a detailed chronology. 


2.30 	Reported features of the parent’s health histories include: 


z Physical health. A significant number of parents are likely to report having experienced 


genuine medical problems. They may or may not have been substantiated by medical 


investigations. They may also have a history of inflicting deliberate self-harm. The mothers 


may have a complicated obstetric history. For some mothers, there may have been 


professional concern about them causing their own miscarriages. 


z Psychiatric history. A significant number of parents will have been assessed or treated for 


mental health problems. Following a formal psychiatric assessment, some may have been 


diagnosed with a personality disorder, but others may have no diagnosable psychiatric 


disorder (Bass and Adshead, 2007). Paragraphs 3.52 – 3.63 on Adult Mental Health explore 


this area in more depth. 


2.31 	Parents also report having suffered a number of significant bereavements or losses in their lives 


with these often having taken place within a relatively short time span (Gray and Bentovim, 


1996). The bereavements may be of significant adults in their lives (a parent or other supportive 


family member), of offspring by miscarriage, stillbirth or child death and the losses of partners 


through divorce or separation. 


Family relationships 


2.32 	Relationship problems between the child’s parents are common, although they may not have 


been acknowledged prior to child welfare concerns being raised. Similarly, a number of parents 


may have experienced problems associated with taking on the role of parenthood. These may 


have been presented early on in their parenting careers. 


2.33 	 In families where it has been identified that a child’s illness has been fabricated or induced, 


these past problems are often revealed in the course of an assessment or therapeutic work. 


This knowledge may, however, not have been held by those professionals who had responsibility 


for the child’s health care. 


Long-term outcome for carers who fabricate or induce illness 


2.34 	There is no systematic research information available on the long-term outcomes for those carers 


who have received therapeutic help following identification of them fabricating or inducing 


illness in children (Bluglass, 2001; Brooke and Adshead, 2001). Some information is available 
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from individual case studies (Nicol and Eccles, 1985; Black and Hollis, 1996; Coombe, 1995) and 


indirectly from research on outcomes for children. This means that decisions about the child ‘s 


safety have to be made on a case by case basis drawing on professionals’ knowledge base about 


the abuse or neglect of children. 


Outcomes for children 


2.35 	There has been little research done on the longer-term outcomes for children in these 


circumstances, but the available evidence suggests that outcomes have been poor for many 


children who had illness fabricated or induced. In one such study, a cohort of 54 children 


who had experienced attempted suffocation, poisoning or having symptoms such as seizures 


fabricated was followed up on average 5.6 years after the abuse had been identified (Bools 


et al, 1993). Thirty of the children were living with their mother – the abuser – and 24 were in 


alternative care, either with family members or foster carers. Among the 30 children living with 


the original abuser, a third had had further illness fabricated and there were significant other 


types of concerns about another third. Many children placed in new families also suffered from 


psychological disorders, in many cases a continuation of an earlier disorder. The difficulties of 5 


children where suffocation had been attempted were clearly related to their previous abusive 


experiences. Nearly half of the children had unacceptable outcomes including conduct and 


emotional disorders, and difficulties at school including non-attendance, in addition to re-abuse. 


An analysis of the findings from this study indicated that where at follow-up the children were 


being cared for by their mothers (who had been responsible for the abuse), a greater proportion 


of those who had an acceptable outcome had experienced a period in foster-care following 


identification of the abuse, compared with those who remained continuously with their mother. 


2.36 	 In Davis’ follow up study (median of 2 years) of children reported to have had an illness induced, 


none of their signs and symptoms had been found subsequently to be due to intrinsic organic 


disease (Davis et al, 1998). At follow-up, forty percent of the children were living at home with 


the abusing parent, but only 24% of those where they had been poisoned and only 10% of those 


where suffocation had been intentionally attempted. Thirty-three percent of the children still had 


their names on child protection register and 24% still had signs and symptoms due to fabricated 


or induced illness. Seventeen percent of those who had not suffered direct physical harm had 


nevertheless subsequently suffered further abuse. 


2.37 	The Park Hospital group (Berg and Jones, 1999) has reported the outcome of work with a 


consecutive series of 17 children and their families who were admitted to its inpatient family unit 


after the abuse had been identified. In 13 of the 17 cases selected on the basis of the likelihood 


of successful intervention, therapeutic work was undertaken to establish whether the child 


could be re-united with their family. Of these, it was recommended that 10 children should 


be reunited with their natural parents and 3 should be placed in alternative care as it was not 


considered sufficiently safe for them to return home. All these recommendations were followed 


and at an average of 27 months after discharge from the unit, the children had done well overall 


in terms of their development, growth and adjustment. One child, who had been re-abused by 


Safeguarding children in whom illness is fabricated or induced 14 







her mother, was subsequently being cared for solely by her father. From this follow-up study it 


has been “cautiously concluded that family re-unification is reasonable to attempt for a selected 


subgroup of cases of factitious illness by proxy but, where this is attempted, long-term follow-


up is necessary in order to assure that psychological maltreatment does not occur and that the 


parent’s mental health is monitored” (Berg and Jones, 1999). 


2.38 	Another study found that there was evidence of good outcomes for children where the 


child’s safety had been addressed and long-term therapeutic work had been undertaken with 


families. This work was based on the findings of an assessment which identified the changes 


required in the family system for the child to be safe and achieve his or her optimal health and 


developmental milestones (Gray et al, 1995). These good outcomes occurred where cases were 


managed within a child protection framework, therapeutic interventions were focused on the 


protection of the child, a thorough assessment was undertaken of the family’s functioning and its 


ability to change and protect the child, and clear decisions were made about whether the child 


was able to live with both parents, the non-abusing parent or should be placed in an alternative 


family context. 


2.39 	 In summary, following identification of fabricated or induced illness in a child by a carer, 


the way in which the case is managed will have a major impact on the developmental 


outcomes for the child. The extent to which the parents have acknowledged some 


responsibility for fabricating or inducing illness in their child will also affect these 


outcomes for the child. 
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Chapter Three 
Roles and responsibilities 


Introduction 


3.1 	 A clear understanding of the roles and responsibilities of organisations and practitioners is 


essential for effective collaboration. These are set out in Chapter 2 of Working Together (2006). 


This chapter outlines the main roles and responsibilities of statutory agencies, professionals, 


the voluntary and independent sectors, and the wider community in relation to circumstances 


where illness has been fabricated or induced in a child by a carer. Joint working should extend 


across the planning, management, provision and delivery of services. This chapter does not 


stand alone and, in particular, should be read in conjunction with Chapters 1 and 4 of this 


document. 


Health 


3.2 	 This section is divided into the roles and responsibilities of health organisations, health 


professionals and different health services. 


Health organisations 


Strategic Health Authorities (SHAs) 


3.3 	 SHAs membership of LSCBs will enable them to satisfy themselves that local arrangements 


provide support for local health professionals in dealing with this sensitive and difficult area of 


work, and that local health service arrangements are in place to respond appropriately to all 


cases or suspected cases of fabricated and induced illness. 


Primary Care Trusts 


3.4 	 Working Together states that PCTs should identify a senior lead for children and young people 


to ensure their needs are at the forefront of local planning and service delivery. In addition, the 


named public health professional with responsibility for safeguarding children within the PCT 


should be familiar with the modes of presentation of fabricated or induced illness in a child and 


the extreme difficulties such cases may present, together with the need for senior practitioner 


involvement. 
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3.5 	 Support should be made available: 


z for advice via the designated and named doctors and nurses in managing such cases; 


z if covert video surveillance is to be used e.g. for funding of additional support staff and 


suitable rooms; 


z for the staff involved, including ensuring their protection and ongoing support if necessary 


(the impact of identifying and working with such cases can be extremely stressful); 


z in the preparation of any appropriate media handling strategy (which should be undertaken 


in conjunction with other agencies involved). 


3.6 	 The PCT should ensure that appropriate training on fabricated or induced illness is made 


available to professional healthcare staff at all levels in all disciplines. The designated doctors and 


nurses should advise on the commissioning of this training, recognising that in any one year the 


average PCT is not likely to see many cases of fabricated or induced illness. PCTs should ensure 


that agencies with whom they have commissioning arrangements provide such training for 


their staff, and have systems and policies in place to respond to cases of fabricated or induced 


illness. They should also have a policy for resolving differences where there is disagreement 


between health professionals over identification, diagnosis or management decisions. 


NHS Trusts and NHS Foundation Trusts, including Ambulance Trusts 


3.7 	 Children with suspected fabricated or induced illness may present to the full range of medical 


specialists. This is most likely to be a general paediatrician or paediatricians providing specialist 


care, but may also include general, orthopaedic and paediatric surgeons, surgical specialities 


particularly ENT, ophthalmology, orthopaedics, gynaecology and dermatology. Concerns 


may be raised by services to whom the children present including pharmacists and allied 


health professionals. In addition, carers of children may be in receipt of adult services, and the 


professionals involved in their care may have concerns about the welfare of these children. This 


could include professionals providing obstetric and gynaecological care to women, mental 


health services and the full range of medical and surgical specialities. It is important that any 


concerns about the children’s welfare are not conveyed to the carers until further assessment 


and multidisciplinary decisions have been made about how and by whom these will be 


discussed with both the child’s parents. Every Trust should have a named doctor and nurse/ 


midwife or professional in the case of ambulance trusts, with whom professional staff should 


liaise if they have concerns about a child’s welfare. 


3.8 	 In a very small number of cases, the use of covert video surveillance may be suggested. 


Decisions about its use should take place at a strategy discussion between relevant agencies 


and in particular, the police, children’s social care, the consultant paediatrician responsible for 


the child’s health care and the senior ward nurse. Senior officers of the relevant NHS Trusts 


should also be involved. The Chief Executive of NHS Trust should be kept informed of any 


decisions to apply to use covert video surveillance in his/her Trust (see paragraphs 1.2 


and 6.35 – 6.40 on covert video surveillance). 
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3.9 	 Where it has been decided (at a strategy discussion) to carry out covert video surveillance 


because of the nature of concerns about how the child is suffering or likely to suffer significant 


harm, the police should undertake this action. 


Health professionals 


3.10 	 All health professionals in the NHS or private sector may come across illness being fabricated 


or induced in a child. Personnel in these services are well-placed to note the number of 


presentations of a child, and the manner and circumstances in which these children present. It is 


essential that health professionals, whether working with children or adults, should familiarise 


themselves with the various presentations of this type of child abuse. Health professionals may 


also identify a carer who is fabricating or inducing illness in themselves. In these circumstances, 


they should consider whether any child(ren) of this adult is/are having their health or 


development impaired. 


3.11 	 All health personnel should be familiar with their LSCB safeguarding children procedures and, 


in particular, know who to contact when they have child welfare concerns. (Please see Chapter 


4 in this guidance.) Close multi-disciplinary and inter-agency working is essential in these cases 


(Royal College of Paediatrics and Child Health, 2002). 


3.12 	 Once a health practitioner has suspicions that fabricated or induced illness is being presented, 


he or she should consult the clinical manager (who has lead responsibility for contacting 


children’s social care or the police) and/or the named or designated doctor or nurse for 


safeguarding children. The named doctor or nurse should be contacted for support and advice, 


but if unavailable, the designated doctor/nurse should be contacted. All health professionals 


should keep detailed notes of these discussions. 


3.13 	 Health practitioners should not normally discuss their concerns with the parents/carers at this 


stage. 


3.14 	 LSCB safeguarding children procedures should be followed. Children’s social care should be 


informed of these concerns at the earliest possible opportunity. It has lead responsibility for 


undertaking an initial assessment and, if appropriate, should convene a strategy discussion. This 


discussion will determine subsequent actions which should be strictly adhered to and regularly 


reviewed. 


3.15 	 Where there are suspicions of parents fabricating or inducing illness and the child is in hospital 


it is important to secure appropriately and to date relevant equipment e.g. syringes, feeding 


equipment and food/drink samples etc. for police investigation. 


3.16 	 For all children, it is essential that careful and complete notes are kept at every stage, together 


with the reasons why decisions are taken, for example, not to inform the parents of concerns 


during particular periods in time in order to prevent the child suffering harm (see paragraphs 


6.24 – 6.34 on record keeping). 
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3.17 	 If a child protection conference is convened information should be shared and discussed in 


order to inform decision making about how best to promote and safeguard the child’s welfare. 


Designated and named health professionals 


3.18 	 Each PCT is responsible for ensuring it has a designated doctor and designated nurse to 


undertake the role of designated professionals for safeguarding children across the health 


economy. Further details about the role can be found in Chapter 2 of Working Together. These 


professionals are key to providing advice and support to named professionals and for staff 


dealing with cases of fabricated or induced illness, or suspected cases, as well as promoting, 


influencing and developing training on this issue. 


3.19 	 All NHS Trusts, NHS Foundation Trusts and PCTs providing services for children should identify 


a named doctor and a named nurse / midwife for safeguarding. In the case of NHS Direct, 


Ambulance Trusts and independent providers, this should be a named professional. Further 


details about the role can be found in Chapter 2 of Working Together. These professionals are 


a source of advice and support for staff dealing with cases of fabricated or induced illness, or 


suspected cases, within their own organisation. 


Paediatricians 


3.20 	 At some time, all consultant paediatricians are likely to be faced with a child whom they suspect 


some or all of their signs and symptoms of illness are being fabricated or induced by a carer. 


This may include children referred to them or children with whom they are already involved. 


Whenever such concerns arise, the consultant responsible for the child’s health care (i.e the 


responsible paediatric consultant) should take lead responsibility for all decisions about the 


child’s health care – these should not be delegated to a more junior member of staff although 


they may be involved in the process of assessment and subsequent management under the 


consultant’s supervision. This lead responsibility should include getting information from any 


relevant GPs or consultants who have treated the child. Where there are concerns about a 


child’s safety and welfare, discussion with children’s social care can be on the basis of suspicion 


of significant harm – it does not have to be proved before contacting children’s social care. 


Referrals can also be made because the child is considered to be a child in need under section 


17 of the Children Act 1989. 


3.21 	 The responsible paediatric consultant should consult the named doctor about safeguarding 


concerns and keep him or her informed in the process. If the consultant is themselves the 


named doctor, they are advised to consult with the designated doctor. Discussions with a 


senior colleague in children’s social care may also be helpful in deciding whether and 


when a referral should be made. 


3.22 	 The Royal College of Paediatrics and Child Health Report on Fabricated or Induced Illness by Carers 


(2002) provides specific advice for paediatricians and other health professionals. In particular, 
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Chapter 5, Medical Evaluation: Procedures and Management should be followed in conjunction 


with this guidance when there are concerns about fabricated or induced illness in a child. 


3.23 	 The responsible paediatric consultant should ensure a high standard of record keeping 


(paragraphs 6.24 – 6.34) and ensure the records are kept secure at all times . 


3.24 	 In any case of suspected fabricated or induced illness it is essential to carefully review the child’s 


medical history (see paragraph 6.21 on health professionals sharing information with each 


other). This should include reviewing all available medical notes and liaising with the child and 


family members’ GP(s) and health visitor(s) or school nurse. If there are separate child health 


records these should be accessed and consideration given to making enquiries of other local 


hospitals (it is not unknown, particularly in an urban area, for a child to be under the care of 


more than one hospital). Likewise, if the family has recently moved, contact should be made 


with the paediatric and emergency care services in the previous area. The named doctor for the 


Trust from which notes are being sought can often facilitate this process. The drawing up of a 


detailed medical chronology is most important and will often confirm whether or not concerns 


of possible fabricated or induced illness require further evaluation and the urgency with which 


these should be undertaken. It can also help identify undiagnosed medical conditions. The 


organisations named health professionals for safeguarding children can be a valuable source of 


support in undertaking this. 


3.25 	 It may be helpful to invite a colleague, not involved in the clinical care of the child, to discuss the 


case on an anonymous basis and/or review the notes or to give an opinion as to whether any 


organic condition may have been overlooked. Likewise a general or community paediatrician 


may wish to discuss the case with a paediatrician who has knowledge and experience of 


relevant rare disorders. 


3.26 	 Clinical Medical Directors of paediatric services should ensure robust arrangements are in 


place in their NHS Trusts, Foundation Trusts or PCTs to enable consultant paediatricians 


to have access to teams within their Trust and across to other clinical networks outside 


their organisations, to discuss clinical concerns about identification, diagnosis and 


clinical management of fabricated or induced illness cases. 


3.27 	 Where the consultant has reasonable cause to suspect that a child is suffering or likely to suffer 


significant harm a referral should be made to children’s social care (see paragraph 3.11 of this 


guidance). For referrals from a tertiary hospital in which the child is an inpatient this will be to 


children’s social care local to the hospital (unless specific other local arrangements are in place 


between neighbouring children’s social care services). This may not be the same local authority 


in which the child resides. If the child is an in-patient in a hospital outside their local authority 


area, children’s social care local to the hospital has a responsibility to liaise with the appropriate 


one. A local authority may already be involved with the child as a ‘child in need’ or have had 


involvement in the past with either this child or other family members and know the family well. 


Equally, there may have been no previous involvement. 
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Consultants other than paediatricians 


3.28 	 There may be occasions where concerns arise regarding FII in cases where children or young 


people are under the care of consultants who are not paediatricians. As in all cases where 


there are child protection concerns referral to a paediatrician should be made as set 


out in local policies and procedures. In the case of young people of 16-18 years, the named or 


designated doctor, may be able to advise about an appropriate referral. 


Roles and responsibilities for nurses, midwives and health visitors 


3.29 	 Fabricated or induced illness is an aspect of maltreatment of which all nurses, midwives and 


health visitors working in any setting should be aware. In the course of their work they may be 


in a position to recognise its signs and symptoms and risk factors. 


3.30 	 Where a nurse, midwife or health visitor has concerns that a carer is impairing a child’s health 


and development by fabricating or inducing illness, the nurse, midwife or health visitor should 


explore the presenting information to see where it is on the continuum from parental concern, 


over-anxiety, through to suspected significant harm. In cases where fabricated or induced illness 


is suspected, safeguarding children processes should be followed in accordance with Chapter 4 


of this guidance. 


3.31 	 Advice and support should be sought wherever possible from designated and named nurses/ 


midwives for safeguarding. It is also available from children’s social care. All referrals should be 


made in accordance with LSCB safeguarding children procedures and local trust policies. 


3.32 	 The nurse, midwife or health visitor may observe unusual behaviour or unexplained incidents. 


An accurate, contemporaneous and secure record of actual or inferred physical or behavioural 


observations should be kept (see paragraphs 6.24 – 6.34 on record keeping). 


3.33 	 During the course of an assessment the nurse may be responsible for the collection of 


specimens such as urine or faeces. These should be collected and sent off for analysis in such 


a way that they cannot be interfered with (for further information see Section 5.3, Medical 


Evaluation of Symptoms and Signs in the Report of the Royal College of Paediatrics and Child 


Health, 2002). 


3.34 	 Nursing, midwifery or health visiting assessments will contribute to the initial and core 


assessments (see paragraphs 5.24 – 5.25, Assessment Framework), by defining any known 


problems that the family is experiencing, and understanding how and if these problems have 


contributed to the maltreatment of the child. 


3.35 	 When midwives are contributing to an assessment, information obtained at booking should be 


carefully analysed. This could include: 


z the contents of the General Practitioners’ referral letter (where applicable); 


z information given by the mother, particularly if the woman gives a history of inexplicable 


illnesses; unusual complications of pregnancy, unexpected deaths in the family; family 


members with untreatable illnesses; or her children having complicated medical histories; 
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histories of failure to thrive or non accidental injuries; and if signs and symptoms reported by 


the mother are not observed by the midwife; and 


z information available from previous maternity case notes. 


Other health professionals 


3.36 	 All other health professionals whether working with children or adults who are parents or have 


parenting responsibilities should be aware of the LSCB safeguarding children procedures. A range 


of professionals working in health care settings, for example pharmacists, physiotherapists, 


occupational therapists, speech and language therapists, nursery nurses and play specialists will 


have important roles to play in identifying and managing fabricated or induced illness in children. 


If, in the course of their work, these professionals have concerns about illness being fabricated or 


induced by a carer, they should discuss these with their clinical manager or, if the child has been 


referred to them, with the referring medical doctor. All health professionals should have access to 


further advice from the Trust’s named doctor or nurse/midwife. 


3.37 	 Some health professionals may already be working with a child when the concerns are raised and 


be a part of the initial assessment and decision making processes; some may become involved 


subsequently, often in a more in-depth assessment of the child’s needs and the provision of 


services. Professionals such as physiotherapists, speech and language and occupational therapists, 


nursery nurses or play specialists are likely to be closely involved where a child’s developmental 


progress has been impaired as a result of their illness fabrication or induction. 


Roles of different health services 


Universal services – General Practitioner, the primary health care team, practice-employed 


staff and school nurses 


3.38 	 The GP and all members of the Primary Health Care Team (PHCT), particularly midwives, health 


visitors, practice nurses and school nurses are well placed to recognise the early signs and 


symptoms of fabricated or induced illness in a child, through their monitoring of pregnancies 


and child health promotion. Primary health care teams may include psychologists or counsellors. 


Such professionals may infrequently be involved in consultations with patients that reveal 


the possibility of fabricated or induced illness by the individual who is being counselled or 


supported. 


3.39 	 Professionals in PHCTs may have unique knowledge of uncorroborated, odd or unusual 


presentations. Also, of those children who frequently attend the clinic where there is a 


discrepancy between the child’s reported signs and symptoms and those observed, and where 


there is a history of abnormal illness behaviours in the family. 


3.40 	 Such cases can pose conflicts of loyalty for primary care staff for whom the child and the parents 


may both be patients. Such professionals have a duty to safeguard and promote the welfare 


of the child. (For further information, see Joint Statement by the Department for Children, 
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Schools and Families and the Department of Health on the Duties of Doctors and Other Health 


Professionals in Investigations of Child Abuse dated 20 July 2007 on http://www.ecm.gov.uk/ 


resources-and-practice/IG00251/) 


3.41 	 Where primary care staff, including GPs, have concerns regarding possible FII they should 


ensure the child is referred to a paediatrician for a paediatric assessment. This should 


not delay referral to children’s social care when appropriate. See Chapter 4 for more 


information. Named or designated professionals will be an invaluable source of help and advice. 


3.42 	 GPs and PHCT members should consider issues of confidentiality carefully and in the context 


of the particular individual case with which they are dealing. They should be aware of the 


Government’s information sharing guidance, Information Sharing: Practitioners’ guide (HM 


Government, 2006b). Where they have concerns that an illness is being fabricated or induced in a 


child, they should follow the child protection processes as set out in Chapter 4 of this document. 


NHS Direct, walk-in centres 


3.43 	 Children who are having illness fabricated or induced may present to NHS Direct, a walk-in 


centre or the primary health care team with concerns which may be related to fabricated or 


induced illness. Presentations may be related to common problems, for example, repeated 


nosebleeds or un-witnessed seizure like episodes or reports or claims which are unusual and 


not possible to test for such as particular allergies or concerns about emitting odd smells. It is 


not unusual for the carers of this group of children to be either seeking repeated attention or 


avoiding contact with all statutory agencies. Carers may convince the child that he or she has an 


illness which results in them having little or no social and educational experiences. Although not 


life threatening, these situations can be some of the most debilitating for children’s health and 


development. 


Child and Adolescent Mental Health Services 


3.44 	 The roles of CAMHS professionals may include recognition of situations where emotional 


(psychological or psychiatric) and behavioural symptoms are being fabricated or induced. In the 


course of their work, professionals in Child and Adolescent Mental Health Services (CAMHS) may 


identify or come to suspect that fabricated or induced illnesses are being presented to them in 


the form of fabricated or induced emotional or behavioural symptoms. Fabricated or induced 


illness in mental health settings is particularly difficult to identify for a variety of reasons, not least 


because in some psychiatric conditions the symptoms which signify a mental health disorder in 


children (which is not fabricated or induced) are observed to vary in the degree to which they 


are present in different settings. 


3.45 	 Specialist CAMHS professionals will also receive requests for advice from other professionals 


who are working with families where fabricated or induced illness is considered a possibility. 


This will usually be where fabricated illness or repeated presentation with different unexplained 


or unsubstantiated symptoms is thought to be taking place, or where the parent is seeking 
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inappropriately invasive medical care for a proven physical illness, but may also be in the early 


stages of evaluating the possibility of more serious illness induction. The service will need to 


respond promptly in these circumstances. Help may be required to provide an opportunity for 


the other professionals to clarify their own thinking, and consider possible reasons for parental 


behaviours and anxieties, consider ways to explain and engage parents with professional concerns 


and provision of psychiatric expertise in considering the child’s welfare and responses. CAMHS 


professionals may also help other professionals who are assisting parents with difficulties in their 


parenting roles or management of chronic illness, where these are a part of the overall situation. 


There may be an opportunity for some families to receive direct interventions from the specialist 


CAMHS service. Careful notes of these conversations and of the conclusions drawn must be kept, 


including key decisions such as to call a strategy meeting or initiate section 47 enquiries. 


3.46 	 A third role for specialist CAMHS professionals is in the course of an assessment of the child 


and family where fabricated or induced illness is an issue. The service will receive requests from 


various sources, during the course of an overall assessment. The service should contribute with 


other professionals to the provision of an assessment as laid out in the Assessment Framework. 


Paragraphs 2.1 – 2.25 of the Assessment Framework describe the particular areas to be 


addressed during an assessment. The most important areas will be an assessment of the child’s 


psychological functioning, in particular the child’s beliefs and possible anxieties, about their state 


of health, ways to support and to improve this family’s functioning and an assessment of the 


parents capacity to meet the child’s needs. 


3.47 	 A contribution to an assessment of the mental health functioning of a parent may also be 


made by CAMHS professionals. This may include, in addition to an assessment of family history, 


family functioning and parenting capacity, an initial view of the mental state a parent displays 


in the course of the assessment and the level of engagement he or she has achieved with the 


service. Here it will be important to liaise with colleagues in adult mental health services, where 


appropriate, undertake a joint assessment (see Falkov et al, 1998 for further discussion on joint 


working between adult and child and family psychiatrists). 


3.48 	 CAMHS specialists will receive requests from various sources for treatment for families in which 


abuse of this kind is an issue or where a child is in need but concerns about significant harm 


have not been substantiated. CAMHS may need to offer assistance with parenting skills or 


work on relationships between family members. Individual work with children may also be 


appropriate. In particular, CAMHS may be able to help others recognise how the young person 


and their family respond to stress and that this may be by expressing concerns about physical or 


mental health disorders. 


3.49 	 In circumstances where the child has suffered significant harm, CAMHS specialists may need to 


offer a range of interventions and services as part of the child’s overall plan. This may include 


intensive work on family relationships and attachments and individual work with both parents 


and children. There may be a need to call on specialist resources beyond the capacity of many 


local areas. Wherever possible, CAMHS professionals should be able to use existing resources to 
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initiate or continue treatment or children and families, in close liaison with other professionals 


and services. 


Adult Mental Health Services 


3.50 	 The full range of adult mental health professionals, including nurses, social workers, occupational 


therapists, clinical psychologists and psychiatrists, may need to be involved in an assessment 


and the treatment of a carer of a potentially abused child. This involvement may predate or 


follow the raising of concerns in relation to fabricated or induced illness in a child during the 


course of section 47 enquiries and subsequent actions, or following the identification of the 


carer’s involvement in the abuse or likely abuse of a child. 


3.51 	 Through their involvement with an adult patient, mental health professionals may become 


concerned about the welfare of a child. In particular, this may be if a carer is known to fabricate 


or induce illness in themselves or perhaps rarely to have a somatising disorder. If adult mental 


health professionals have concerns about a child they should discuss these concerns with a 


named doctor or nurse in their NHS Trust, the PCT designated doctor or nurse or with their local 


children’s social care services. 


Specialist assessments 


3.52 	 A specialist adult psychiatric assessment may be sought when there is a moderate to high level 


of suspicion that a carer has been inducing symptoms or a court has made a finding of fact 


that such behaviour has occurred. To inform core assessments, or child protection conferences, 


it will be important to get an assessment from a psychiatrist who is familiar with both a) the 


relevant developmental and family psychiatric literature and b) the risk and mental disorder 


literature, especially in relation to personality disorder, since this is the diagnosis most often 


made in these situations. Additionally information would be expected to be sought from mental 


health clinicians involved in any ongoing treatment of the carer. It is, however, important to 


note that the presence of an adult mental disorder cannot be taken as evidence of fabrication or 


induction of illness in the child. The latter requires a paediatric evaluation. 


3.53 	 Forensic or adult psychiatrists with expertise in the area should be sought to perform a specialist 


assessment of the presence, degree and severity of any mental illness or disorder that the carer 


may have, including personality disorder. The specialist assessment should draw on the risk and 


mental disorder literature when asked to give an opinion about risk of significant harm to a child 


or children who have had illness fabricated or induced. 


3.54 	 The specialist assessment would be expected to include a full family medical history, with a 


developmental history of the carer, and a full obstetric history (see paragraph 6.21 on health 


professionals sharing information with each other). Access to the GP notes and/or the obstetric 


notes will be helpful. General practice notes will give some indication about how parents have 


interacted with healthcare professionals prior to concerns being raised about their having 
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fabricated or induced illness in their child. It may be helpful to obtain formal personality 


assessments from a forensic psychiatric team or from a clinical psychologist. 


3.55 	 A detailed case history should be summarised by the specialist assessor. Any psychiatric disorder 


(including personality disorder) should also be carefully described in terms of its presentation, 


severity and treatment. To be safe and of value in future decisions about the child’s welfare, a 


report should attempt to set out not only the nature of any disorder but also suggestions about 


how best the adult carer’s mental health might be managed. 


3.56 	 Consideration should be given to external stressors in the carer’s life. Some of the child abuse 


literature suggests that abuse to a child may be triggered by some other external stressors, 


especially violence within the home. Assessing psychiatrists should ask routinely about domestic 


violence. A significant proportion of women have experienced victimisation as adults such as 


domestic violence or rape. It may also be important (particularly in the context of abnormal 


illness behaviour) to enquire about the health of family members and/or recent bereavements. 


3.57 	 Details of forensic history should be sought. This will not necessarily be easy with an adult who 


already feels under suspicion, but has not been charged with any criminal offence. Parents who 


are being assessed in the context of family court proceedings are likely to be defensive and hostile, 


and this should not prima facie be taken as an indication of a personality disorder or guilt. 


3.58 	 A psychiatric inpatient assessment may be considered if the carer’s mental disorder is of a 


severity that would preclude a community-based assessment. Those familiar with work with 


offenders report that people are often very defensive and in denial at the start of an investigative 


process, but over a period of time may be more able to acknowledge what they have done. 


Given that complete denial of any offending behaviour and a projection of responsibility on to 


others is a poor prognostic sign in terms of treatment outcome, it is very important to assess 


the issue of denial carefully and thoughtfully. Non-compliance with treatment may need to be a 


point of starting the intervention rather than a reason for abandoning it. There may be a conflict 


between the adult’s timescales for change and the child’s need for permanency. This may mean 


that decisions have to be made to place the child in an alternative family context before the 


adult’s treatment has been successfully completed. 


3.59 	 Assessing psychiatrists should be able to liaise with those assessing the child and those who 


have knowledge of the child’s health. It will be helpful for the assessing psychiatrist to have 


access to the paediatric notes as well as the child’s general practice notes. 


3.60 	 As in all forensic cases it is helpful to separate out those clinicians who undertake assessments 


for legal proceedings, and those who offer treatment. It is helpful for an assessing psychiatrist 


to liaise with the treating psychiatrist during the process of completing an assessment, as the 


parent’s response to treatment may be an important indicator of future risk of harm to the child 


if in the care of the parent. 
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3.61 	 If the assessing psychiatrist is being asked to comment about treatment, then this question 


should distinguish between treatment for the carer’s psychological needs and treatment for risk 


improvement. These aims are not necessarily the same. 


3.62 	 It will be helpful if the psychiatrist can take potential risk of harm explicitly into account in 


making recommendations. It is, however, acknowledged that there is currently an insufficient 


forensic evidence base to support the professional in making categorical statements or 


judgements about risk of harm to the child (children). 


3.63 	 A focus of treatment which emphasises risk reduction would be consistent with other treatment 


innovations in forensic psychiatry and psychology, and has the advantage of transparency. 


However, the fact that a parent will not be reunited with their child(ren) should not be reason 


for not offering treatment for risk of harm. This is particularly so if the mother is of child bearing 


age. 


Local authorities 


3.64 	 Safeguarding and promoting the welfare of children is the responsibility of the local authority 


working in partnership with other public organisations, the voluntary and independent sectors, 


children and young people, parents and carers, and the wider community. A key objective 


for the local authorities is to ensure that children are protected from harm. All local authority 


services have an impact on the lives of children and families: this guidance recognises that those 


working in housing, sport, leisure and environmental health are less likely to be involved in cases 


of fabricated or induced illness. However, if they are involved with a child where it is suspected 


or known the illness is being fabricated or induced, they should follow the guidance in Working 


Together (see paragraphs 2.9 – 2.26) which sets out their roles and responsibilities more fully. 


3.65 	 Local authorities have a duty to plan services for children in need, in consultation with a 


wide range of other agencies, and to publish the resulting children’s services plans. The local 


authority is required to establish a Local Safeguarding Children Board (LSCB) – the key statutory 


mechanism for agreeing how the relevant organisations in each local area will cooperate to 


safeguard and promote the welfare of children in that locality and for ensuring the effectiveness 


of what they do (paragraph 3.2, Working Together). 


3.66 	 Many authorities have management structures which cut across traditional departmental and 


service boundaries and which bring together a range of children’s services. Where this guidance 


refers to children’s social care, this indicates that part of the local authority which carries out 


children’s social services functions. 


Councils that are children’s services authorities1 


3.67 	 Under the Children Act 1989 LA children’s social care has lead responsibility for the protection 


of children from harm. A key duty for the LA is to both safeguard and promote the welfare of 


1. 	 County level or unitary authorities are defined as children’s services authorities in the Children Act 2004. Section 63 of the Act sets out the full 
definition. 
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children. Safeguarding and promoting the welfare of children has four elements: protecting 


children from maltreatment; preventing impairment of children’s health or development; 


ensuring that children are growing up in circumstances consistent with the provision of safe 


and effective care; and undertaking that role so as to enable those children to have optimum 


life chances and to enter adulthood successfully (paragraph 1.18 of Working Together). This 


section which sets out the roles and responsibilities of children’s social care should be read 


in conjunction with paragraphs 2.9 to 2.17 of Working Together paragraphs 5.9 to 5.15 of 


the Assessment Framework. In this supplementary guidance, the focus is on the specific 


responsibilities of children’s social care in the management of cases where children are suffering 


or likely to suffer significant harm as a result of illness which has been fabricated or induced by a 


carer. These responsibilities fall into four main areas: assessment including section 47 enquiries, 


planning, provision of services and reviewing children’s progress. 


Assessment 


3.68 	 Children’s social care has lead responsibility for undertaking an initial assessment of a child 


in need. This will include circumstances in which fabricated or induced illness by a carer is 


suspected. Children’s social care will conduct the initial assessment in conjunction with the 


doctor who has lead responsibility for the child’s healthcare (usually a consultant paediatrician) 


and other relevant agencies (see paragraph 3.27). 


3.69 	 Children’s social care also has lead responsibility for any core assessment and will co-ordinate 


the process of systematic information gathering to build up a medical, psychiatric and social 


history and an understanding of the child’s needs and the parents’ capacities to meet the child’ 


developmental needs. Children’s social care should ensure that a comprehensive chronology of 


the child’s history is compiled. 


3.70 	 Children’s social care should work collaboratively with all other agencies currently involved 


with the child and family. In addition, it is likely to be necessary to contact agencies with past 


involvement in order to prepare a full history of the child’s health and family situation. 


3.71 	 There must be clarity about roles and responsibilities during the assessment process and about what 


information can be shared with parents, including issues of timing, as well as between agencies. 


3.72 	 Children’s social care also have a duty, under section 47 of the Children Act 1989, to make 


enquiries if they have reasonable cause to suspect that a child in their area is suffering, or likely 


to suffer significant harm. This includes cases where the harm may be a result of fabricated or 


induced illness. These enquiries enable them to decide whether they should take any action 


to safeguard and promote the child’s welfare. A core assessment is commenced at the point 


at which section 47 enquiries are initiated in a strategy discussion. The Police decide whether 


to instigate a criminal investigation having considered the views of other agencies (paragraphs 


5.17-5.22, Working Together). 
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3.73 	 Children’s social care are responsible for convening strategy discussions, and, when appropriate, 


initial and review Child Protection Conferences, in order to review the child’s situation and to 


decide and plan any further action which may be necessary. Any agency may request a strategy 


meeting or child protection conference, if it has concerns that a child may be or is suffering 


significant harm. 


Planning 


3.74 	 An outcome of section 47 enquiries may be that the concerns are substantiated but the 


child is not judged to be at continuing risk of harm. A child in need plan may be developed 


at the conclusion of the core assessment, which will involve the child and family members 


as appropriate and the contributions of all agencies (paragraph 4.33, Assessment Framework). 


The plan will set out what services are to be provided by which agency, the objectives to be 


met if the child is to achieve optimal developmental progress, and which agency has lead 


responsibility for reviewing the plan at regular intervals (Figure 7, Assessment Framework). 


3.75 	 If a child protection conference is held, children’s social care must ensure that their staff 


are sufficiently senior to be able to commit the department to following through on 


recommendations regarding action to be taken immediately after the conference. This is 


particularly relevant for recommendations regarding the seeking of emergency protection or 


interim care orders; where the child should live; and the nature and frequency of contact with 


parents or other carers. 


3.76 	 Children’s social care is responsible for coordinating a multi-agency child protection plan to 


promote and safeguard the child’s welfare. It will also act as the principal point of contact for 


other agencies which may want to report new or further concerns about the child. 


3.77 	 Where the child’s welfare cannot be safeguarded if he or she remains at home, children’s 


social care may apply to the courts for a Care Order, or if the child is in immediate danger, 


for an Emergency Protection Order. This should involve the local authority’s solicitor who has 


responsibility for co-ordinating the legal proceedings. Children’s social care should co-ordinate, 


in conjunction with the responsible paediatric consultant where appropriate, further medical 


investigations, expert opinions, assessments and intervention, and arrange placements and 


contact between the child and parents. Where necessary, contact should be supervised. 


Provision of services 


3.78 	 Children’s social care have a duty to safeguard and promote the welfare of children in need in 


their area, through the provision of services appropriate to the needs of such children and as far 


as is consistent with this, to promote, the upbringing of children within their families (section 


17 of the Children Act 1989). They should do this by working with parents and in a way which is 


sensitive to the child’s race, religion, culture and language. Children’s social care are responsible 


for providing direct services as appropriate and co-ordinating all services, which are set out in 


the child’s plan. 
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Reviewing 


3.79 	 Children’s social care has lead responsibility for reviewing any child protection or care plan, and 


if agreed by the parties, a child in need plan (paragraphs 4.32 – 4.37, Assessment Framework). 


Local authority solicitors 


3.80 	 If legal action is planned, a local authority solicitor will co-ordinate these proceedings. They 


are also able to provide advice to local authority staff on legal matters relating to the child’s 


welfare and the nature and quality of any evidence of the child suffering or being likely to suffer 


significant harm, as well as advice on matters such as consent, confidentiality and disclosure of 


information. 


Connexions – services provided under s114 of the Learning and Skills Act 2000 


3.81 	 Connexions is currently delivered by a range of organisations including LAs. Where LAs have 


responsibility for the delivery of the Connexions service, the duty to make arrangements to 


ensure they have regard to the need to safeguard and promote the welfare of children and 


young people applies. Each Connexions partnership has a substantial workforce working directly 


with young people. The workforce includes not only professionally qualified personal advisers, 


but also other delivery staff working under their supervision. 


3.82 	 The Connexions partnership (including its subcontractors) is responsible for: 


z identifying, keeping in touch with and giving the necessary support to young people in their 


geographical area. Each young person’s needs are assessed and the support and continuing 


contact they receive is tailored to their assessed needs. A young person may receive any 


combination of the following according to their needs: information, advice, guidance, 


counselling, personal development opportunities, referral to specialist services, and advocacy 


to enable them to access opportunities for funding or other services. The needs of young 


people from vulnerable groups such as teenage mothers, care leavers, young people 


supervised by Yots, and young people with learning difficulties and/or disabilities are a 


particular priority for Connexions partnerships 


z identifying young people who may be at risk of harm and, in these cases, for alerting the 


appropriate authority. Connexions staff should be aware of the agencies and contacts to use 


to refer young people when there are concerns about them being at risk of harm, and should 


be aware of the way in which these concerns will be followed up 


z minimising risk to the safety of young people on premises for which the Connexions 


partnership or their subcontractors are responsible. The partnership should maintain the 


necessary capacity to carry out relevant risk assessments 


z ensuring that staff (including subcontractors) are aware of risks of harm to the welfare of 


young people and can exercise their legal, ethical, operational and professional obligations 


to safeguard and promote their welfare. Information sharing protocols with other agencies 
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should give the highest priority to safeguarding and promoting the welfare of young people, 


and staff should comply fully with these agreements. 


3.83 	 Where staff working in a Connexions partnership (including through sub-contract) become 


aware of suspicions that illness may be being fabricated or induced in a young person, they 


should follow this guidance. Similarly they should follow this guidance if they have concerns 


where providing services as part of an agreed child protection or care plan. 


Children’s centres, schools and further education institutions 


3.84 	 Paragraphs 2.121 – 2.132 of Working Together set out the role of schools and further education 


institutions. Safeguarding Children and Safer Recruitment in Education (2006) also provides further 


guidance. 


3.85 	 Guidance on safeguarding children procedures provides advice to the education service on 


what they should do if they have reason to believe a pupil is being harmed or is at risk from 


harm. Through their day-to-day contact with children, teachers and other school staff are 


particularly well placed to notice outward signs of harm. For pre-school children, Children’s 


centres will have a key role to play in the identification and management of suspected cases 


of fabricated or induced illness. This may occur when parents give a description of the child’s 


ill health which does not accord with the observations of children’s centre staff. Although this 


discrepancy can do no more than raise concerns about possible significant harm, teachers, 


children’s centre staff and all other staff should be alert to this possibility. They should know how 


to seek further information and to whom they should address their child welfare concerns. 


3.86 	 Children’s centre managers, in conjunction with the local authority, should ensure their centre 


has a clear safeguarding children policy and that all staff can demonstrate an understanding of 


child protection and how this relates to their role. In practice this means managers should: 


z use the documentation from its Local Safeguarding Children Board; 


z appoint a lead person whose job it is to ensure every member of staff is competent in their 


knowledge of child protection and knows what to do if they are worried that a child is being 


harmed and what the procedure is for reporting and recording child protection concerns; 


z ensure parents are aware that staff have a duty to share child protection concerns with other 


professionals and agencies; and 


z be ready to support children, their families and staff if a referral to children’s social care or 


section 47 enquires were to occur. 


3.87 	 It is important that schools do not undertake their own enquiries if they have reason to suspect 


possible or actual harm. They should not take action beyond that which has been agreed in 


the safeguarding children procedures set down by their Local Safeguarding Children Board 


(LSCB). Enquiries into concerns about a child’s welfare are the responsibility of the appropriate 


local agencies such as children’s social care or the police. They have the necessary professional 


expertise to take such enquiries forward. 
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3.88 	 Schools have an important role to play in the identification and management of suspected cases 


of fabricated or induced illness and further guidance is set out below. Where there are concerns 


about a child being given medicines inappropriately, please refer to the government’s guidance 


on managing medicines (Department for Education and Skills and Department of Health, 2005). 


As with all other forms of suspected harm, teachers, children’s centre staff and all other staff 


should refer any child welfare concerns they have to the senior member of staff with designated 


responsibility for child protection issues. He or she should act as a source of advice and support, 


and is responsible for co-ordinating action within the institution and liaising with other agencies. 


The designated teacher can, in turn, seek advice from their LEA senior officer with responsibility 


for co-ordinating action and policy on child protection. This person is also usually Local 


Education Authority’s representative on the LSCB. 


3.89 	 Absences from school are common and occur for many reasons including legitimate medical 


and hospital appointments. If fabricated or induced illness by a carer is suspected, schools 


should verify the reasons for the child’s absences. They should also determine whether reported 


illness is being used by the child, for example, to avoid unpopular lessons or being bullied. 


It is not within the scope of this document to offer guidance in these circumstances. Such 


concerns should not be dismissed. On the contrary, they are very real and have an impact on 


pupils’ behaviour and academic performance. Schools should have their own procedures in 


place for dealing with such situations. (see Advice and guidance to Schools and Local Authorities 


on managing pupil attendance (Department for Education and Skills, 2006).) When an illness is 


genuine the schools’ own sickness procedures will apply. 


Identification of fabricated or induced illness 


3.90 	 Fabricated or induced illness is often, but not exclusively, associated with emotional abuse. 


There are a number of factors that teachers and other school staff should be aware of that can 


indicate that a pupil may be at risk of harm. Some of these factors can be: 


z frequent and unexplained absences from school, particularly from PE lessons; 


z regular absences to keep a doctor’s or a hospital appointment; or 


z repeated claims by parent(s) that a child is frequently unwell and that he/she requires 


medical attention for symptoms which, when described, are vague in nature, difficult to 


diagnose and which teachers/ early years staff have not themselves noticed eg headaches, 


tummy aches, dizzy spells, frequent contact with opticians and/or dentists or referrals for 


second opinions. 


3.91 	 The child may disclose some form of ill-treatment to a member of staff or might complain about 


multiple visits to the doctor. Either the child or his or her parent(s) may relate conflicting or 


patently untrue stories about illnesses, accidents or deaths in the family. Where there is a sibling 


in the same institution, teachers/ early years staff should discuss their concerns with each other 


to see if children of different ages in the same family are presenting similar concerns. If they are, 
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it is likely that more than one child in the family is affected. The school nurse may also be able to 


contribute to the initial evaluation of concerns. 


3.92 	 There are also circumstances under which a child will demonstrate his or her anxiety or 


insecurity by presenting symptoms of an illness that will allow them to stay at home. This may 


occur as a response to family problems, for example, as a reaction to a parent is ill, who has been 


in hospital or, after a divorce or separation, but this is not an aspect of fabricated or induced 


illness. 


Management of fabricated or induced illness 


3.93 	 Where a teacher or other member of staff has reasonable cause to believe a child is at risk 


from, or is the subject of, fabricated or induced illness, the institution’s safeguarding children 


procedures apply. This will require the member of staff to refer his or her concerns to the senior 


member of staff with designated lead for child protection who is then responsible for making a 


referral to children’s social care. 


3.94 	 Schools and early years staff should, in particular, be alert to any significant change in the child’s 


physical or emotional state, in his or her behaviour or failure to develop and draw these to the 


attention of the designated senior member of staff. 


3.95 	 It is helpful if, prior to referral to the designated senior staff member, the member of staff 


concerned can present a diary of events, including a record of absences and the reasons for 


absence given by the parent (where known). He or she should also listen carefully to what the 


child relates and should record any discussions with the child, including quotes of what the 


child said. The time, date, place and names of any people who were also present at the time 


should also be recorded. 


3.96 	 As stated above, neither schools, early years’ settings nor members of staff, should carry out 


their own enquiries. After the designated senior staff member has referred a concern, it is 


for those agencies with a professional interest, i.e. children’s social care services or the police 


to take matters forward in line with LSCB safeguarding children procedures. The designated 


senior member of staff is normally invited to attend any strategy discussions or child protection 


conferences. The conference should notify the designated teacher of the extent to which the 


child’s parents have been notified of the concern for the child and what information can be 


shared. All parties should follow the decisions made at the strategy discussions and conferences, 


in particular in relation to what information may be shared. 


3.97 	 If, in the course of an inspection, inspectors become concerned about the possibility that a 


child may be having illness fabricated or induced, they should follow OFSTED’s child protection 


procedures. 


Police 


3.98 	 This section should be read in conjunction with paragraphs 2.97 – 2.105 of Working Together 


which set out the principles applying to the police role in child protection investigations. 
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3.99 	 Any suspected case of fabricated or induced illness may also involve the commission of a crime, 


and therefore the police should always be involved in accordance with paragraphs 5.17-5.22 


of Working Together. Events such as intentional smothering or poisoning are clearly criminal 


assaults, but more subtle forms of child abuse, such as wilfully interfering with feeding lines or 


causing unnecessary medical intervention to be undertaken, may also be criminal acts. 


3.100 The police should be alerted to suspected cases of fabricated and especially induced illness 


as early as possible. It may be crucial for any ongoing criminal investigation that the carer is 


not made aware of the child protection concerns. There are many low key enquiries which 


can be made by the police before any proactive investigation is launched. At this stage, i.e. 


before suspicions are confirmed, the responsible consultant for the child’s health (usually 


a paediatrician) should retain the lead role for the child’s health, and the priority of police 


officers should be to assist the paediatrician, where relevant and appropriate in reaching an 


understanding of the child’s health status. The balance may change when it becomes clear 


whether or that a crime appears to have been committed. In such circumstances, the police will 


need to ensure the rights of the suspect are upheld and that evidence is gathered in a fair and 


appropriate way. 


3.101 The Police Service is the prime agency for gathering evidence in connection with criminal 


cases. There is sometimes reluctance on the part of doctors to involve the police, but it must be 


remembered that all professionals should be working towards the same goal, i.e. securing the 


safety of the child. It may well be that enquiries made by the police assist in identifying that the 


underlying explanation for the child’s symptoms is not related to harm caused by a carer. In any 


case, the police should work within the multi-agency framework, and all relevant information 


should be shared with those professionals treating the child. Any evidence of child abuse gathered 


by the police will normally be available for use by the local authority in any care proceedings. 


3.102 The police use technical means to gather evidence in many types of criminal enquiry, and it 


may be appropriate to use such methods, for example covert video surveillance, in cases of 


suspected fabricated or induced illness. In a case, where this is indicated as appropriate by 


the multi-agency strategy discussion, the police will supply any equipment required and be 


responsible for monitoring and managing the process. The police, like other public authorities, 


are bound by the Human Rights Act 1998 and the Regulation of Investigatory Powers Act 2000. 


Any operations within this context therefore will be carefully controlled and police managers will 


be fully accountable. Doctors or other professionals should not independently carry out 


covert video surveillance. If the suspicion of child abuse is high enough to consider the use 


of such a technique, the threshold must have been passed to involve the police and children’s 


social care services. The National Crime Faculty provides confidential good practice advice for 


police officers. 


3.103 The police should carry out any work within a hospital sensitively and delicately, with any 


disruption to normal ward life being kept to a minimum. Any arrest or interview in a hospital 


setting should be carried out as sensitively as possible, ideally using plain clothes officers, to 
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avoid disruption to patients and staff. The inter-agency management team should, if possible, 


consider the arrest strategy well in advance of it being carried out. 


3.104 Irrespective of what evidence is likely to be used in the Civil Court or the Criminal Court or both, 


it must be gathered to the highest standards. When the police are involved in a situation where 


induced or fabricated illness is suspected, even greater care should be taken to ensure that 


the investigation is thorough and professional, and led by an experienced senior investigating 


officer. 


Probation services 


3.105 The range of roles and responsibilities of the probation service in relation to safeguarding 


children is set out in paragraphs 2.106 – 2.107 of Working Together. Probation services have a 


statutory duty to supervise offenders effectively in order to reduce re-offending and protect the 


public. In the execution of that duty probation officers will be in contact with, or supervising, a 


number of men (and, to a far lesser extent, women) who have convictions for offences against 


children. A very small number may have been convicted for offences relating to the fabrication 


or induction of illness in a child. It is, however, more likely that probation officers may become 


aware of past events which cause them to suspect that the person they are supervising has 


been involved in the fabrication or induction of illness in a child. For example, they may become 


aware that a child died in suspicious circumstances and suspect the child had been intentionally 


smothered rather than dying from natural causes. 


3.106 Where probation officers, in the normal course of their work in the community, become 


concerned about the safety of a child or children they should work closely with the police, 


children’s social care services and other relevant organisations to assess the risk of harm posed 


to children by known and suspected offenders. 


Voluntary and independent sectors 


3.107 Voluntary organisations and independent sector providers play an important role in delivering 


services to children in need. They provide a wide range of supportive services and may be 


involved in providing these after fabricated or induced illness has been identified. 


3.108 The range of roles fulfilled by these organisations means that they should have clear guidance 


and procedures in place to ensure that, when they are concerned a child may be suffering 


significant harm, appropriate referrals are made in accordance with LSCB safeguarding children 


procedures. Staff and volunteers should be trained so that they are aware of the indicators 


of possible harm in the children with whom they are working. This general responsibility also 


applies in instances where a concern arises that a child may be subject to maltreatment due to 


fabricated or induced illness. 
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Children and Family Court Advisory and Support Service (CAFCASS) 


3.109 The roles of CAFCASS Guardians and Reporting Officers are set out in paragraphs 2.134 – 2.137 


of Working Together. Within CAFCASS, officers of the service undertake a range of functions, 


including involvement in care and related proceedings under the Children Act 1989, and 


proceedings under adoption legislation. Their duties are to safeguard and promote the 


welfare of children who are the subject of proceedings by providing advice to the court as an 


independent professional, not as an officer of the court. In care-related applications where the 


child is a party to the proceedings, the officer appoints a solicitor to represent the child and is 


responsible for instructing the solicitor. 


3.110 In private law proceedings the officer of the service is referred to in court rules as the ‘children’s 


guardian’. This role is limited to the duration of the court proceedings, including any appeal that 


might be lodged. In each case the children’s guardian should exercise discretion over how best 


to undertake enquiries, assess information, consult a range of professionals and report to the 


court at interim hearings, directions appointments and at the final hearing. 


3.111 Officers of the service have a statutory right to access and take copies of local authority records 


relating to the child concerned and any application under the Children Act 1989. That power 


also extends to other records which relate to the child and the wider functions of the local 


authority or records held by an authorised body (i.e. the NSPCC) which relate to that child. 


3.112 CAFCASS Officers of the service appointed by the court as a children’s guardian should always 


be invited to formal planning meetings convened by the local authority in respect of the child. 


This includes statutory reviews of children who are looked after by the local authority and child 


protection conferences and relevant Adoption Panel meetings. The conference chair should 


ensure that all those attending such meetings, including the child and any family members, 


understand the role of the CAFCASS Officer. 


Family Justice Courts 


3.113 In the event that proceedings are issued for a Care or Supervision Order under the Children Act 


1989 (see paragraph 3.75), all professionals involved should adopt an inter-disciplinary approach 


to their work. An awareness of the tasks and responsibilities of other professionals increases 


the possibility of consensus on issues, if not on outcome. These considerations are of particular 


importance in those cases where difficult issues of fact or opinion have been referred to more 


than one expert. 


3.114 If good practice issues or difficulties seem to recur in any locality, they may be referred to the 


Designated Judge of the relevant Care Centre or to the Business Committee which the Judge 


chairs. 
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The Armed Services 


3.115 In England, local authorities have the statutory responsibility for the safeguarding and 


promoting the welfare of the children of service families in the UK. 


3.116 When service families (or civilians working with the armed forces) are based overseas, the 


responsibility for safeguarding and promoting the welfare of children is vested with the MoD 


who fund the British Forces Social Work Service (Overseas). This service is contracted to SSAFA-


FH, who provide a fully qualified Social Work and Community Health service in major overseas 


locations (for example, Germany and Cyprus). For further discussion on Service Families based 


overseas, see paragraphs 2.138 – 2.114 of Working Together. 


Children of foreign nationals 


3.117 Where safeguarding concerns regarding fabricated or induced illness are raised about children 


who are foreign nationals, the procedures set out in this guidance apply. 
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Chapter Four 
Managing individual cases 


Introduction 


4.1 	 All parents demonstrate a range of behaviours in response to their children being ill or being 


perceived as ill. Some may become more stressed or anxious than others. Their responses may 


in part relate to their perceptions of illness and to their expectations of the medical profession. 


Health professionals are taught to listen to the concerns of parents about their children’s health 


and to act on these. Part of their role is not only to treat the sick child but also, in collaboration 


with other professionals, to assist parents to respond appropriately to the state of their children’s 


health. Further guidance on sharing information between professionals is found in Information 


Sharing: Practitioners’ guide (HM Government, 2006b). 


4.2 	 Some children may not be unwell but their parents need reassurance that they are indeed 


well, whilst others may experience continuing difficulty in recognising that their child is healthy 


and exhibiting normal childhood behaviours (for further discussion see Eminson, 2000a and 


2000b; Eminson and Postlethwaite, 1992). Some parents can be helped to interpret and respond 


appropriately to their child’s actions and behaviours, whilst others may continue to be anxious 


and/or are unable to change their beliefs. It is this latter group of parents who are more likely 


to present their children for medical examination although the children are healthy. Skilled 


professional intervention is likely to enable most parents to learn how to interpret their child’s 


state of health and manage their own anxieties. There may be some parents for whom such 


early interventions are ineffective. These parents may have particular needs which result in them 


persistently presenting their child(ren) as ill and seeking investigations and medical treatments. 


They may benefit from a multi-agency approach to intervention. For those children who may be 


children in need under the Children Act 1989, the referral and initial assessment processes set 


out in paragraphs 4.14 – 4.22 should be followed. 


4.3 	 For a small number of children, concerns will be raised when it is considered that the health or 


development of a child is likely to be significantly impaired or further impaired by the actions of 


a carer or carers having fabricated or induced illness. Where the impairment is such that there are 


concerns the child is suffering or is likely to suffer significant harm the guidance set out in this 


chapter should be followed. 
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 Concerns about possible FII 


4.4 	 This chapter should be read in conjunction with Chapter 5 in Working Together. In this 


supplementary guidance, the focus is on specific issues which relate to situations where there 


are concerns that a child is suffering or likely to suffer significant harm as a result of having illness 


fabricated or induced by their carer. These concerns may be raised by a number of different 


types of professionals or, more rarely, by family members or members of the public. 


4.5 	 Concerns may arise about possible fabricated or induced illness when: 


z reported symptoms and signs found on examination are not explained by any medical 


condition from which the child may be suffering; or 


z physical examination and results of medical investigations do not explain reported symptoms 


and signs; or 


z there is an inexplicably poor response to prescribed medication and other treatment; or 


z new symptoms are reported on resolution of previous ones; or 


z reported symptoms and found signs are not seen to begin in the absence of the carer; or 


z over time the child is repeatedly presented with a range of signs and symptoms; or 


z the child’s normal, daily life activities are being curtailed, for example school attendance, 


beyond that which might be expected for any medical disorder from which the child is 


known to suffer. 


4.6 	 There may be a number of explanations for these circumstances and each requires careful 


consideration and review. A full developmental history and an appropriate developmental 


assessment should be carried out. Consultation with peers, named or designated 


professionals or colleagues in other agencies will be an important part of the process of 


making sense of the underlying reason for these signs and symptoms. The characteristics 


of fabricated or induced illness are that there is a lack of the usual corroboration of findings with 


symptoms or signs, or, in circumstances of proven organic illness, lack of the usual response to 


proven effective treatments. It is this puzzling discrepancy which alerts in particular the medical 


clinician to possible harm being suffered by the child. 


4.7 	 Concerns may be raised by professionals other than medical clinicians, such as nurses, teachers 


or social workers who are working with the child. For example, in a school or nursery setting the 


staff may not observe any fits in a child who is described by a parent to be having frequent fits 


during the day whilst in their care. In addition, professionals working with the child’s parents may 


be being given information by the parent about the child or observe the child directly and note 


discrepancies between what they are told about the child’s health and development and what 


they see themselves. For example, mental health professionals may identify a child being drawn 


into the parent’s illness behaviour by having signs and symptoms described by the parent which 


replicate their own medical/psychiatric problems. 


Safeguarding children in whom illness is fabricated or induced 39 







 


 


 


4.8 Professionals who have concerns about a child’s health should discuss these with the child’s 


GP or if the child is known to a hospital service, the consultant paediatrician responsible for 


the child’s health care (see Chapter 3). If any professional considers their concerns about 


fabricated or induced illness are not being taken seriously or responded to appropriately, 


they should discuss these with their local named or designated doctor or nurse. 


Medical evaluation 


4.9 	 Signs and symptoms of illness present in a child may be suggestive of fabricated or induced 


illness (see paragraphs 3.10 – 3.17). The reasons for these may prove difficult to understand for 


a variety of reasons. Professionals should remain open to all possible explanations. 


4.10 	Where there are concerns about possible fabricated or induced illness the signs and symptoms 


require careful medical evaluation by a paediatrician(s). For children who are not already under 


the care of a paediatrician, the child’s GP should make a referral to a paediatrician, preferably 


one with expertise in the specialism which seems most appropriate to the reported signs and 


symptoms. Tests and their results should be fully and accurately recorded, including those with 


negative results. It is important to ensure these records are not tampered with or results altered 


in the child’s notes: also, that the name of the person reporting any observations about the child 


is recorded clearly in the child’s notes and dated (refer also to paragraphs 3.15-3.16). 


4.11 	Where, following a set of medical tests being completed, a reason can not be found for the 


reported or observed signs and symptoms of illness, further specialist advice and tests may 


be required. Normally, the consultant responsible for the child’s care will tell the parent(s) that 


they do not have an explanation for the signs and symptoms. The parental response to this 


information should be recorded. The consultant would then set out the next steps, including 


what further assessments/investigations/tests (perhaps in a more specialist setting) are required 


to tease out the possible explanations. Parents should be kept informed of findings from these 


medical investigations but at no time should concerns about reasons for child’s signs and 


symptoms be shared with the parents if this information would jeopardise the child’s safety. 


The child should continue to receive appropriate health care and support should continue to be 


provided to the child’s carers by health professionals. 


4.12 	Ensuring a medical evaluation takes into account what children are saying is always important. 


In the case of suspected FII it is equally important, but can be complicated by some parents’ 


reluctance to leave the child. This reluctance to allow their child to be talked to by a clinician 


has to be balanced against the need to see the child on their own in order to ensure the child’s 


welfare. Every effort should be made to see the child without the parent being present. Some 


children may be competent to make their own decisions on this matter. 


4.13 	There may be times when a member of staff is responsible for the unexplained or inexplicable 


signs and symptoms in a child. This should be borne in mind when considering how to manage 


the child’s care. Any such concerns about a member of staff should be discussed with the relevant 


named or designated professional in accordance with the LSCB safeguarding children procedures2. 


2. Specific advice for dealing with allegations against staff is published in Working Together (2006). 
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Referral 


4.14 	LA children’s social care services have particular responsibilities for children whose health or 


development may be impaired without provision of services, or who are disabled (defined in the 


Children Act 1989 as children ’in need’). When a parent, professional or another person contacts 


LA children’s social care services with concerns about a child’s welfare, it is the responsibility of 


LA children’s social care services to clarify with the referrer (including self referrals from children 


and families): 


z The nature of the concerns; 


z How and why they have arisen; and 


z What appear to be the needs of the child and family. 


4.15 	 In response to the referral, LA children’s social care services should decide on the next steps 


of action. This initial consideration of the case should address – on the basis of the available 


evidence – whether there are concerns about either the child’s health and development or 


actual and/or potential harm that justifies an initial assessment to establish whether the child is a 


child in need, the nature of any services required and whether a more detailed core assessment 


should be undertaken. The flow charts at the end of this chapter illustrate the processes for 


safeguarding and promoting the welfare of children (see pages 57-62). 


4.16 	These same processes, set out through Working Together to Safeguard Children (2006) 


should be followed when a possible explanation for the signs and symptoms of illness is 


that they may have been fabricated or induced by a carer. This referral to children’s social 


care may follow an evaluation of the child’s signs and symptoms whilst an hospital in-patient; 


it may be as a result of concerns held by professionals working with the child or it may be as 


a result of concerns held by a member of the public who knows the child. While professionals 


should seek, in general, to discuss any concerns about a child’s welfare with the family and, 


where possible, seek their agreement to making a referral to children’s social care, this should 


only be done where such discussion and agreement-seeking will not place a child at 


increased risk of significant harm (see paragraph 5.16, Working Together). Decisions should 


be agreed between the referrer and the recipient of the referral, in line with LSCB safeguarding 


children procedures, about what the parents will be told, by whom and when. 


4.17 	Children’s social care should decide and record, within one working day what response is 


necessary. From the point of referral, all professionals involved with the child and children’s social 


care should work together. Lead responsibility for action to safeguard and promote the child’s 


welfare lies with the latter. Any suspected case of fabricated or induced illness may involve the 


commission of a crime, and therefore the police should always be involved in accordance with 


Working Together (paragraphs 5.17-5.22). It is expected that the paediatric consultant responsible 


for the child’s healthcare is the lead health professional and therefore has lead responsibility 


for all decisions pertaining to the child’s healthcare (if a child is known to a GP but not to a 


paediatrician, it is important that a GP referral is made to a paediatrician and she or he assumes 


lead responsibility for the child’s health – see paragraph 4.10). In order to safeguard and promote 
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the child’s welfare it is important that all three disciplines (i.e. health, LA social care services 


and the police) work closely together in making and taking forward decisions about future 


action, recognising each other’s roles and responsibilities. All decisions about what information 


should be shared with the parents, when and by whom should be taken jointly in line with 


LSCB safeguarding children procedures. In all cases where the police are involved, the decision 


about when to inform the parents (about referrals from third parties) will have a bearing on the 


conduct of police investigations (see paragraph 5.20 of Working Together). 


4.18 	Referrals under section 17 of the Children Act 1989 may lead to no further action, or to an initial 


assessment of the needs and circumstances of the child and the provision of services or other 


help. If children’s social care decides to take no further action at this stage, feedback should 


be provided to the referrer. In the case of referrals from members of the public, this should be 


done in a manner that respects the confidentiality of the child. Sometimes it may be apparent 


that emergency action should be taken at this stage to safeguard a child (see paragraph 


3.24 of Working Together). Such action may be necessary when a child’s life is in danger, for 


example, through poisoning or toxic substances being introduced into the child’s blood stream. 


Emergency action should normally be preceded by an immediate strategy discussion between 


the police, children’s social care, health and other agencies as appropriate. The legal team from 


children’s social care should also be included. 


Initial assessment under section 17 of the Children Act 1989 


4.19 	An initial assessment under section 17 of the Children Act 1989, is undertaken to determine 


“whether the child is in need, the nature of any services required, and whether a further, more 


detailed core assessment should be undertaken” (paragraph 3.9, Assessment Framework). The 


initial assessment should be carefully planned, with clarity about who is doing what, as well 


as when and what information is to be shared with the parents. The child should be seen by a 


social worker, and his or her wishes and feelings ascertained and taken account of in future plans. 


4.20 	Children’s social care has lead responsibility for undertaking an initial assessment in conjunction 


with all other relevant agencies. The initial assessment should follow the guidance set out in the 


Assessment Framework (paragraphs 3.9 – 3.10) and be concluded within a maximum of 7 working 


days from the date of the referral (paragraph 3.9). Its timing and operation should be undertaken 


in collaboration with the lead paediatric consultant who is responsible for the child’s health 


care (or a consultant’s deputy nominated specifically for this case under consultant supervision). 


It should cover the dimensions within the three domains of the Assessment Framework (see 


Figure 1) and address the four questions set out in paragraph 5.38 of Working Together: 


z “What are the developmental needs of the child? 


z Are the parents able to respond appropriately to the child’s identified needs? Is the child 


being adequately safeguarded from significant harm, and are the parents able to promote the 


child’s needs and the child’s developmental progress? 
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z What impact are the family functioning and history, the wider family and environmental 


factors having on the parents’ capacity to respond to their child’s needs and the child’s 


developmental progress? 


z Is action required to safeguard and promote the welfare of the child?” 
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4.21 	The time taken to complete the initial assessment may be very brief if it quickly becomes clear 


that there is reasonable cause to suspect the child is suffering or is likely to suffer significant 


harm. This may occur, for example, when toxicology results indicate the presence of medication 


that had not been prescribed. In some instances, the child’s circumstances may require a more 


in-depth core assessment under section 17 of the Children Act 1989 (paragraph 3.11, Assessment 


Framework) before any decision can be reached about whether the criteria are met for initiating 


a section 47 enquiry. In addition, during the course of providing services to a child and family, 


concerns may be raised about the possibility of illness being fabricated or induced. 


4.22 	On completion of the initial assessment, children’s social care together with the paediatric 


consultant responsible for the child’s health care (or nominee) should decide on the next course 


of action. At this stage careful consideration should be given to what the parents should be told, 


when and by whom, taking account of the child’s welfare (paragraph 5.45 of Working Together). 


Concerns should not be raised with a parent if it is judged that this action will jeopardise the 


child’s safety. 
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Next steps 


4.23 	No suspected actual or likely significant harm. The child may be a child in need and it 


may be appropriate to undertake a core assessment in order to determine what help may 


benefit the child and family. Alternatively, services may be offered based on the findings of 


the initial assessment. It may be helpful for relevant professionals to discuss the findings of the 


initial assessment to inform decisions about what types of services, including a more in-depth 


assessment, it would be appropriate to offer. Decisions about further action should be discussed 


with the parents in the light of the findings of the initial assessment and consideration of what 


would be most helpful to the child and family. 


4.24 	 If at any point in the core assessment or later in the course of professional involvement with 


the child and family, there is reasonable cause to suspect a child is suffering or is likely to suffer 


significant harm, a strategy discussion should be initiated. 


4.25 	Suspected actual or likely significant harm. Where the initial assessment identifies that the 


child is suspected to be suffering, or is likely to suffer significant harm, children’s social care is 


required by section 47 of the Children Act 1989 to make enquiries, to enable the local authority 


to decide whether it should take any action to safeguard and promote the child’s welfare. Where 


a criminal offence may have been committed against a child the police should be involved at the 


earliest opportunity. This will enable children’s social care and the police to consider jointly how 


to proceed in the best interests of the child. 


4.26 	 It is the responsibility of children’s social care in the local authority area in which the child is 


currently located to initiate a strategy discussion or to apply for an application for an emergency 


protection order (under section 44 of the Children Act 1989) unless appropriate alternative 


arrangements have been made with the responsible local authority. If the child is normally resident 


in another local authority, the one in which the child is currently found should negotiate a transfer 


of statutory responsibility to the child’s local authority of residence and agree how the child’s case 


will be managed before relinquishing lead responsibility for the child’s safety and welfare. 


4.27 	Careful thought should be given to what parents are told, when and by whom, at the point 


it is decided to hold a strategy discussion. Children’s social care should involve the police, the 


child’s paediatric consultant and GP, the senior ward nurse (if the child is an in-patient) and other 


relevant professionals in making these decisions. 


Immediate protection 


4.28 	 If at any point there is medical evidence to indicate that the child’s life is at risk or there is 


a likelihood of serious immediate harm, an agency with statutory child protection powers 


should act quickly to secure the immediate safety of the child. Emergency action might 


be necessary as soon as a referral is received, or at any point in involvement with the child 


and their family. Alternatively, the need for emergency action may become apparent only 


over time as more is learned about the circumstances of a child or children. When considering 


whether emergency action is necessary, an agency should always consider whether action is 
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also required to safeguard the welfare of other children in the same household (for example 


siblings), the household of an alleged perpetrator, or elsewhere. The nature of the abuse will be 


a key determining factor i.e. if it is known a child is being intentionally suffocated or poisoned 


then immediate action should be taken. If the child is subject to verbal fabrication only, and 


not the induction of physical signs, it is unlikely it will be necessary to act as quickly to secure the 


immediate safety of the child. The circumstances may change significantly if, however, the carers 


become aware that the professionals think the child’s symptoms are being fabricated. Decisions, 


therefore, about possible immediate action to safeguard a child should be kept under constant 


review. 


Strategy discussion 


4.29 	 If there is reasonable cause to suspect the child is suffering, or is likely to suffer significant harm, 


children’s social care should convene and chair a strategy discussion which involves all the key 


professionals responsible for the child’s welfare. It should, at a minimum, include children’s social 


care, the police, the paediatric consultant responsible for the child’s health and, if the child is an 


in-patient, a senior ward nurse. It is also important to consider seeking advice from, or having 


present, a paediatrician who has expertise in the branch of medicine, for example respiratory, 


gastroenterology, neurology or renal which deals with the symptoms and illness processes 


caused by the suspected abuse. This would enable the medical information to be presented and 


evaluated from a sound evidence base. Other professionals involved with the child such as the 


GP, health visitor and staff from education settings should be involved also as appropriate. It may 


be appropriate to involve the local authority’s solicitor at this meeting. Staff should be sufficiently 


senior to be able to contribute to the discussion of often complex information, and to make 


decisions on behalf of their agencies. Decisions about undertaking covert video surveillance 


(see paragraphs 6.35 – 6.40 on Covert Video Surveillance) and keeping the records secure (see 


paragraph 6.27) should be made at a strategy discussion. 


4.30 	 Working Together does not require there to be a face to face meeting (paragraph 5.57). In 


this complex type of abuse, however, a meeting is likely to be the most effective way of 


professionals discussing the child’s welfare and planning future action. 


4.31 	The strategy discussion will be used to undertake the tasks set out in paragraph 5.55 of Working 


Together. It is vital that all available information is carefully presented and evaluated, where 


possible its accuracy having been verified at source. Where appropriate, legal advice should be 


sought when evaluating the available information. Where it is decided that there are grounds to 


initiate a section 47 enquiry decisions should be made about: 


z how a core assessment as the means to carry out an section 47 enquiry will be undertaken – 


what further information is required about the child and family and how it should be obtained 


and recorded; 


z whether it is necessary for records to be kept in a secure manner in order to safeguard the 


child’s welfare, and how this will be ensured; 
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z whether the child requires constant professional observation and, if so, whether or when the 


carer(s) should be present; 


z who will carry out what actions, by when and for what purpose, in particular the planning of 


further paediatric assessment(s); 


z any particular factors, such as the child and family’s race, ethnicity and language which should 


be taken into account; 


z the needs of siblings and other children with whom the alleged abuser has contact; 


z the nature and timing of any police investigations, including the analysis of samples. This will 


be particularly pertinent if covert video surveillance is being considered, as this will be a task 


for which the police should have responsibility; and 


z the needs of the parents or carers. 


4.32 	More than one strategy discussion may be necessary. This is likely where the child’s 


circumstances are very complex and a number of discussions are required to consider whether 


and, if so, when to initiate section 47 enquiries. 


Section 47 enquiries as part of a core assessment 


4.33 	The nature of any further medical tests will depend on the evidence available about how the 


signs and symptoms of illness might be being caused (see the Royal College of Paediatrics and 


Child Health Report on Fabricated or Induced Illness by Carers (2002 and being updated) for further 


consideration of possible medical tests). 


4.34 	 It is important to assess the child’s understanding, if old enough, of their symptoms and the 


nature of their relationship with each significant family member (including all caregivers), each 


of the caregivers’ relationships with the child, the parents’ relationship both with each other and 


with the children in the family, as well as the family’s position within their community. 


4.35 	The core assessment should also include the systematic gathering of information about the 


history of the child and each family member, building on that already gathered during the 


course of each agency’s involvement with the child. Particular emphasis should be given to 


health (physical and psychiatric), education and employment as well as receipt of state benefits 


and charitable donations relating to a disabled child, social and family functioning and any 


history of criminal involvement. 


4.36 	A range of specialist assessments may be required. For example, physiotherapists, occupational 


therapists, speech and language therapists and child psychologists may be involved in specific 


assessments relating to the child’s developmental progress; child and adolescent and adult 


mental health professionals may be involved in assessments of individuals or of families. 


4.37 	Careful and detailed note taking by all staff, including health professionals, is very important for 


any subsequent police investigation or court action. Any unusual events should be recorded and 


a distinction should be made between events reported by the carer and those actually witnessed 
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by staff from the time they began. Records should be timed, dated and signed. Most importantly, 


records should be kept in a secure manner so that they cannot be accessed by unauthorised 


persons. 


Criminal investigation 


4.38 	The police have a key role in assisting health and children’s social care staff understand the 


reasons for the child’s signs and symptoms of illness. Whereas the police investigations may 


produce conclusive evidence of maltreatment, they may also confirm that the carer is not 


responsible for causing the child’s condition. In this later situation, the police may be involved 


in investigating who is responsible or, if there is not evidence of a crime being committed 


healthcare staff can continue looking for a medical problem which arises from an intrinsic illness 


within the child rather than from externally induced or invented causes. 


4.39 	The nature and timing of any criminal investigations will depend on the medical evidence. 


Whether or not police investigations reveal grounds for instigating criminal proceedings, any 


evidence gathered by the police should be available to other relevant professionals to inform 


discussions about the child’s welfare. 


4.40 	 In cases where the police obtain evidence that a criminal offence has been committed by the 


parent or carer, and a prosecution is contemplated, it is important that the suspect’s rights are 


protected by adherence to the Police and Criminal Evidence Act 1984. This would normally 


rule out, for example, the suspect being confronted with the evidence by a paediatrician 


or any other personnel from the statutory agencies, except for the police, which is the 


lead investigative agency. 


4.41 	Many of the children who have had illness fabricated or induced will be too young to be 


interviewed as part of any criminal investigation. If a decision is made to undertake an interview 


the guidance set out in Achieving Best Evidence in Criminal Proceedings: Victims and Witnesses and 


Using Special Measures (Criminal Justice System, 2007) should be followed. 


The outcome of section 47 enquiries 


Concerns not substantiated 


4.42 	Medical tests may identify a medical condition which explains the child’s signs and symptoms 


and, therefore, no further safeguarding action may be considered necessary. In this situation, it is 


important to discuss with the parents, drawing on knowledge of the implications of the medical 


condition for the child and family members’ lives, what further help or support they may require. 


This may be related to the child’s state of health or to more general matters. 


4.43 	There may be situations where concerns remain about significant harm and where no tests or 


assessments have identified a clear explanation for the child’s signs and symptoms of illness, 


or where there is a lack of independent evidence of their existence even when the child is 


constantly observed, or separated from the carer. This is more likely to be where parents report 
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the child is having problems of a non-specific nature, such as aches and pains, or allege allergies 


to foods or to their environment. There could be many explanations for these symptoms, 


including that they are being fabricated. For these children, it is important to try to understand 


their origin and consider whether help is required. In particular, it is important to ensure that 


the child’s daily life and normal activities are not being unnecessarily affected or limited. It may 


be that the child’s health will require ongoing monitoring to see how it progresses. If problems 


have been recognised during the assessment process, the family may want to receive help, for 


example, with parenting difficulties or with improving the family’s ways of relating to each other. 


In addressing wider family issues, it may be that the child’s wellbeing improves. 


Concerns substantiated, but child is not judged to be at continuing risk of significant harm 


4.44 	There may be substantiated concerns that a child has suffered significant harm, but it is agreed 


between the agencies involved with the child and family, that a plan for ensuring the child’s 


future safety and welfare can be developed and implemented without the need for a child 


protection conference or a child protection plan (see paragraph 5.75, Working Together). For 


example, the carer may have taken full responsibility for the harm they have caused the child 


or the family’s circumstances may have changed. The development of the plan may, however, 


require a core assessment to be completed. In these circumstances, the child’s health and 


development would require careful monitoring by a paediatrician or other health professional 


over time with milestones for progress clearly set out in the child in need plan. The nature and 


purpose of this monitoring by health and/or other agencies should be clearly explained to the 


child, as appropriate, and the parents. 


4.45 	Children’s social care, in consultation with other agencies, should take carefully any 


decision not to proceed to a child protection conference where it is known that a child has 


suffered significant harm as a result of fabricated or induced illness. “A suitably experienced 


and qualified social work manager within LA children’s social care should endorse the decision. Those 


professionals and agencies who are most involved with the child and family, and those who have 


taken part in the section 47 enquiry, have the right to request that LA children’s social care convene a 


child protection conference if they have serious concerns that a child may not otherwise be adequately 


safeguarded. Any such request that is supported by a senior manager, or a named or designated 


professional, should normally be agreed. Where there remain differences of view over the necessity for 


a conference in a specific case, every effort should be made to resolve them through discussion and 


explanation, but as a last resort LSCBs should have in place a quick and straightforward means of 


resolving differences of opinion” (paragraph 5.78, Working Together). 


Concerns substantiated and child judged to be at continuing risk of significant harm 


4.46 	 “Where the agencies most involved judge that a child may continue to suffer, or to be at risk of suffering 


significant harm, LA children’s social care should convene a child protection conference. The aim of 


the conference is to enable those professionals most involved with the child and family, and the family 


themselves, to assess all relevant information, and plan how to safeguard the child and promote 
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the welfare of the child” (paragraph 5.79, Working Together). This may include situations where 


the child’s life has not been placed in immediate danger, but continuation of the fabrication 


or induction of illness would have major consequences for the child’s long-term health or 


development (see paragraphs 2.15 – 2.18). 


The initial child protection conference 


Timing 


4.47 	 Working Together states that an initial child protection conference should be held within 15 


working days of the date of the strategy discussion. Paragraph 5.81 of Working Together states 


that there may need to be more than one strategy discussion in order to enable the best 


decisions to be taken about safeguarding the child’s welfare. If more than one strategy discussion 


is held as part of a series of discussions, the initial child protection conference should be held 


within 15 working days of the last strategy discussion. 


4.48 	Attendance 


z Professional staff. All relevant professionals who have been involved in the child’s life should 


attend the conference, as well as those who are likely to be involved in future work with the 


child and family. Consideration should be given to inviting a professional who has expertise in 


working with children and families where a caregiver has fabricated or induced illness in a 


child. Their knowledge will be invaluable in helping conference members make sense of the 


information presented at the conference. It is also important to consider seeking advice from, 


or having present, a paediatric consultant who has expertise in the branch of paediatric 


medicine, eg respiratory, gastroenterology, neurology or renal, which deals with the 


symptoms and illness processes caused by the suspected abuse. This would enable the 


medical information to be presented and evaluated from a sound evidence base. 


z Child. Children should be involved in the initial child protection conference in ways 


appropriate to their age and understanding. This includes discussions with them about the 


purpose of the conference and the means by which they want their wishes and feelings to be 


conveyed, as well as what they want said to whom. Some children may not understand what 


has been happening to them and may, therefore, find it difficult to understand what the 


professionals are telling them. Others may be very clear but may not have been able to talk to 


a trusted adult or may not have been listened to. All are likely to have suffered emotional 


abuse. This means that discussions should be carried out in a sensitive manner with the child 


knowing they are now safe. The safety of the child following the conference must also be 


carefully considered and an understanding of how it is to be ensured conveyed to the child. 


z Family members. Parents should normally be invited to child protection conferences and 


helped to participate. Exceptionally, it may be necessary to exclude one or more family 


members from all or part of the conference. This decision should be based on considerations 


of ensuring the child’s safety and be made by the conference chair on a case by case basis. 


Steps may also be required to protect professional staff from intimidation either in the 


conference or after it. 
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z It may not be possible for all family members to be present at the same time. The extent and 


manner of involvement of family members should be informed by what is known about them. 


The abusing carer may not be able to acknowledge their behaviour to their partner for fear of 


what this knowledge would do to their relationship. They should not be put under pressure to 


talk about their part in fabricating or inducing illness within the conference. The non-abusive 


parent may have had no knowledge of the abuse or they may have had some understanding 


which now makes better sense to them but not wish to discuss it at a conference. Again their 


need not to discuss their knowledge in such a public setting should be respected. These are 


matters which should be addressed in a sensitive manner outside the conference. 


4.49 Information for the conference 


z Each agency should contribute a written report to the conference setting out the nature of 


their involvement with the family. This information should be precise and, where possible, 


validated at its source. The child may have been seen by a number of professionals over a 


period of time: children’s social care has responsibility for ensuring that, as far as is possible, 


this chronology (with special emphasis on the child’s medical history) has been systematically 


brought together for the conference. Where the medical history is complex, this should be 


done in close collaboration with the paediatric consultant responsible for the child’s health 


care. The health history of any siblings should also be considered. The chair has responsibility 


for ensuring that additional or contradictory information is presented, discussed and recorded 


at the conference. 


z Careful consideration should be given to when agency reports will be shared with the child’s 


parents. This decision will be made by the initial child protection conference chair, in 


consultation with the professional responsible for the each report. 


4.50 Action and decisions for the conference 


z The conference should decide whether the criterion set out in Working Together, namely that 


the child is at continuing risk of significant harm, and that the child is, therefore in need of a 


protection plan, is met. It may be decided that the child will not be the subject of a child 


protection plan. In this situation, consideration should be given to the child’s needs and what 


future help would assist the parents in responding to them. 


z If the child should be the subject of a child protection plan, an outline child protection plan 


should be developed following the guidance set out in paragraphs 5.116 and 5.117 of 


Working Together. Particular attention should be given to what steps will be necessary to 


safeguard the child’s welfare. These will depend on the nature of the harm suffered by the 


child. If the child’s life has been threatened by, for example, attempted smothering, poisoning 


or introducing noxious substances intravenously, all necessary measures should be put in 


place to ensure that these actions cannot take place in the future. This may mean that an 


application is made to the family court seeking agreement to separate the child from the 


abusing parent, and if possible cared for solely by the other parent, or, if the abusing parent 


is unwilling to leave the house, being placed in an alternative family context, or remain in 
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hospital for further medical treatment before being well enough to be discharged. The nature 


of contact between the children and his or her parents must be carefully thought through to 


ensure it does not offer another opportunity to repeat the abuse. This may mean contact has 


to be closely supervised by a professional whose level of knowledge enables them to be alert 


to the precursors of further abusive behaviour. 


z Conference participants must be clear what actions will be taken to safeguard the child 


immediately after the conference, as well as in the longer term. For some children it may be 


necessary to institute legal proceedings either immediately or soon after the conference has 


ended. This decision should be taken by children’s social care in conjunction with its legal 


advisers. It is important that the doctors involved with the child’s health agree to support this 


action, since it is their medical evidence which will form a key part of the evidence presented 


to a court. 


z The conference should also consider what action is required to protect siblings in the family. It 


may be that the abusing parent transfers his or her abusive behaviour to another child in the 


family, once the identified child is placed in a safe environment. 


z Knowledge of the parents’ medical and psychiatric histories, in particular the abusing parent’s, 


should be considered. Services for the parents maybe required immediately, if, for example, it 


is known that there is a history of self-harming behaviour or a likelihood of a parent 


attempting suicide or developing other types of psychiatric symptoms. 


4.51 Action following the child becoming the subject of a child protection plan 


z A key worker should be appointed from welfare agencies with statutory powers (LAs 


children’s social care or the NSPCC) as set out in Working Together (see paragraphs 5.107 – 


5.109). The outline child protection plan will have identified the most appropriate setting in 


which the child should live immediately following the conference, with whom and on what 


statutory basis. The plan should also have recommended the nature of contact between the 


child and the abusing parent, and between the child and other family members and whether 


it should be supervised by a professional person. These matters should be kept under 


constant review as the child’s situation may change quickly. The conference should also agree 


a contingency plan which addresses the possibility that the plan agreed at the conference 


cannot be put into action, for example, if a court application is not successful or a parent 


removes the child from hospital. 


z The child and family members should be provided with appropriate services whilst the core 


assessment is completed. The child may require further medical investigations to ascertain his 


or her current state of health as well as receiving ongoing treatment. This could range from 


intensive involvement, if the child is seriously ill as a result of their abuse, to no treatment but 


careful monitoring if the child has been found to have no medical problems and is healthy 


now that the abuse has stopped. 
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z Parents with a psychiatric history may require immediate help if, for example they have a 


history of attempting suicide or self-harming. This intervention with the parent will be part of 


the overall programme of work which focuses on the child’s welfare. 


z Information about past relationship difficulties and the nature and outcome of any previous 


therapeutic help should also inform decisions about how best to intervene in each family. 


Core assessment 


4.52 	The core assessment, which will have begun at the time the section 47 enquiries commenced, 


should be completed within a maximum of 35 working days as set out in the Assessment 


Framework, recognising that some specialist assessments may not be able to be completed 


within this period. Indeed, it may only become clear that certain types of assessments are 


required part way through or at the end of the core assessment. This is more likely to be so when 


the child’s needs are very complex. 


4.53 	The assessment should follow the guidance set out in the Assessment Framework. It should 


address: 


z The child’s current health status and his/her developmental progress, clarifying where possible 


the cause of any presenting symptoms, illness and/or developmental delay i.e. what may have 


been organic in origin and what is likely to have been related to abuse. It should also ascertain 


the child’s educational, emotional and behavioural level of development as well as the nature 


of his or her relationship with each family member and how he or she is perceived within the 


family and their local community. A thorough understanding of the child’s needs is necessary 


to inform decisions about how best to intervene. 


z The developmental needs of the child’s siblings should also be assessed, using the 


Assessment Framework, as they may also be children in need. Siblings should be involved in 


future therapeutic work. It is important to understand how they perceive their brother or 


sister’s health. 


z The parenting capacity of both parents should be assessed as well as that of other caregivers 


or potential caregivers. The latter is particularly important if consideration is being given to 


other family members looking after the child. Their understanding of the abuse and ability to 


believe the child has been abused by another member of their family will inform decisions 


about where the child lives and contact arrangements with family members. Other members 


of the family may not be able to protect the child from future harm if they do not believe 


abuse has occurred or where they can not guarantee the child’s safety from abuse whilst in 


their care. 


z The capacity of the abusing parent to recognise their child’s needs is very important. They 


may not be able to recognise the damage they have done to their child’s health. It is therefore 


often helpful for a psychiatrist with expertise in this area to meet with the parent(s). 
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z The histories of both parents will provide valuable information about their needs both as 


adults and as parents. It is important to ascertain the quality of the parents’ relationship, 


including in situations where they are not living together. This information will inform 


decisions about what future work will be required with each parent individually, as a couple, 


as parents and as a family. It will also determine which professionals should be involved at 


what stages during the therapeutic process. 


z An assessment of appropriate wider family members will provide information about the 


capacity of these adults to support the child and his/her parents. Many parents in these 


circumstances are isolated from their families or have withheld information about difficulties 


they are experiencing in their parenting role. Family patterns around illness may also be 


identified, for example, histories of illnesses which have not been medically identified or of a 


somatising behaviour. 


4.54 	All other professionals should liaise closely with children’s social care (the lead agency) in 


gathering relevant historical material and integrating this within a assessment of the child’s 


developmental needs and the capacity of their parents to respond to these needs within their 


wider family context. This information, including the capacity for change, should be used to 


inform decisions about the child’s safety and future work with the child and family. 


Analysis of the child’s circumstances and future planning 


4.55 	Chapter 4 in the Assessment Framework describes the processes by which information obtained 


during the assessment can be analysed, and professional judgement used to inform decisions 


about how best to intervene. Paragraph 4.1 states that the conclusion of the assessment should 


result in: 


z an analysis of the needs of the child and parenting capacity to respond appropriately to those 


needs within their family context; 


z identification of whether and, if so, where interventions will be required to secure the welfare 


of the child or young person; 


z a realistic plan of action, a timetable and a process for review. 


4.56 	The Assessment Framework states that “in drawing up a plan of intervention, careful distinction 


should be made between judgements about the child’s developmental needs and parenting 


capacity and decisions about how best to address these at different points in time” (paragraph 


4.20). It then sets out a number of factors which should be taken account of when making 


decisions about how best to address the child’s identified needs. In cases of fabricated or 


induced illness these decisions should include ensuring the child is not the subject of further 


unwarranted medical intervention. 
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Intervention 


4.57 	Where a child has had illness fabricated or induced, the child protection plan should be carefully 


constructed on the basis of the findings of the assessment. Decisions about how to intervene, 


including what services to offer, should draw on evidence about what is likely to work best to 


bring about good outcomes for the child (see paragraph 5.121, Working Together). The core 


group has responsibility for developing and implementing the child protection plan within 


the outline plan agreed at the initial child protection conference (see paragraph 5.110 Working 


Together). 


4.58 	 Interventions should specifically address: 


z the developmental needs of the child; 


z the child’s understanding of what has happened to him or her; 


z the abusing carer/child relationship and parental capacity to respond to the child’s needs; 


z the relationship between the adult carers both as adults and parents; 


z family relationships; and 


z the management of any presenting signs, illnesses or reports of symptoms. 


4.59 	A key issue will be whether the child’s needs can be responded to within his or her family 


context, and within timescales that are appropriate for the child. These timescales may not 


be compatible with those for the carer who is in receipt of therapeutic help. This may mean a 


child cannot be safely cared for by this carer and has, therefore, to be living in a family setting 


where the carer is not present. In the longer term it may mean it would be in the best interests of 


the child to be placed in an alternative family context. 


4.60 	There is likely to be intensive activity in the period immediately following the initial child 


protection conference. This activity should be sustained over a significant period of time to 


ensure that the child’s long-term developmental needs are met. As a result of interventions 


either the required changes will take place within the family system enabling the child to be safe 


and healthy within their family, or an alternative family context will have to be identified which 


will be able to respond to the child’s ongoing needs. 


4.61 	Children who have had illness fabricated or induced may continue to experience the 


consequences of this abuse irrespective of where they are placed permanently; whether reunited 


with their families or placed in new families. This is particularly so in relation to their behavioural 


and emotional development (Bools et al, 1993). These findings suggest that therapeutic work 


with the child should continue, irrespective of where the child is placed, in order to ensure the 


needs of the child are responded to appropriately. 


4.62 	 Interventions should address the child’s physical, social and emotional needs. If the child has 


been very ill as a result of their abuse, he or she may require a period of hospitalisation before 


being well enough to be discharged. In parallel, work is likely to be necessary with family 


members in different groupings depending on the agreed plan; the relationship between 
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the child and the carers responsible for the abuse (usually the child’s mother); the parents’ 


relationship with each other, with the abused child and with all their children; the family’s 


relationships with health professionals; and individual work with the adult responsible for the 


abuse. 


4.63 	 If the plan is to assess whether the child can be reunited with a carer responsible for the abuse, 


very detailed work will be required to help this carer develop the necessary parenting skills. For 


younger children this may involve learning to feed the child in a pleasant manner, to play with 


the child and facilitate their developmental progress, and to respond to the child’s needs in an 


age appropriate manner. For older children, this may involve learning to interact with them as a 


well and healthy child, ensuring they attend school and facilitating the development of normal 


sibling and peer relationships. For all children, this should include the appropriate accessing of 


health care by their carers. 


4.64 	 “It is important that services are provided to give the family the best chance of achieving the required 


changes. It is equally important that in circumstances where the family situation is not improving or 


changing fast enough to respond to the child’s needs, decisions are made about the long-term future 


of the child. Delay or drift can result in the child not receiving the help she or he requires and having 


their health or development impaired” (Paragraph 4.31, Assessment Framework). 


Child protection review conference 


4.65 	The child protection review conferencing and decision making processes should follow the 


guidance in Working Together. Decisions should be made on the basis of evidence of the child’s 


developmental progress and meeting the targets set for improvement, as well as changes in the 


way in which the family functions. The child must be living within a safe family environment. 


4.66 	 It has to be recognised that in families where a child has been maltreated, there are some 


parents who will not be able to change sufficiently within the child’s timescales in order to 


ensure the child does not continue to suffer significant harm (Jones (1998) in Department of 


Heath et al (2000), paragraph 4.25). The Assessment Framework states that “In these situations, 


decisions may need to be made to separate permanently the child and parent or parents. In 


these circumstances decisions about the nature and form of any contact will also need to be 


made, in the light of all that is known about the child and the family, and reviewed throughout 


childhood. Key to these considerations is what is in the child’s best interests, informed by the 


child’s views (Cleaver, 2000)” (paragraph 4.25). 


4.67 	The Assessment Framework sets out criteria which have been identified as suggesting a poor 


outcome for reuniting children who have been maltreated with their parents (paragraph 4.26), 


those features which suggest there are better prospects of achieving good outcomes for 


children (paragraph 4.28) and those where the findings from the core assessment may provide 


an uncertain picture of the family’s capacity to change (paragraph 4.30). These criteria should 


be borne in mind when assessing a family and the impact of therapeutic help on the parents’ 


capacity to respond appropriately to the child’s needs. 
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4.68 	Outcomes for children who have had illness fabricated or induced are known to be better 


where the work is carried out within a clear protective framework and a sustained therapeutic 


programme is undertaken on a multi-agency, multi-disciplinary basis focusing on safeguarding 


and promoting the child’s welfare (see paragraphs 2.35-2.39). 


Pre-birth child protection conference 


4.69 	Evidence of illness having been fabricated or induced in an older sibling or another child should 


be carefully considered during the pregnancy of a woman who is known to have abused a child 


in this way. Therapeutic work may have been successfully undertaken in relation to the abuse 


of a previous child, but an assessment of the unborn child should be undertaken. A pregnant 


woman may have a history of fabricating illness herself during a previous pregnancy. This could 


include the fabrication of medical problems while the baby is in the womb. She may also be 


behaving in ways which pose risks to the health of the unborn child in the current pregnancy. 


A pre-birth child protection conference should be convened if, following section 47 enquiries, 


either the unborn child’s health is considered to be at risk or the baby is likely to be at risk of 


harm following his or her birth. 
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FLOW CHART 1 – MEDICAL EVALUATION WHERE THERE ARE CONCERNS REGARDING SIGNS AND SYMPTOMS OF 


ILLNESS 


Completion of medical tests 


Concerns about the child’s signs and symptoms of 
illness 


Careful medical evaluation 
led by paediatrician 


If no paediatrician involved, 
GP to refer child 


Explanation for signs and 
symptoms No explanation for signs and 


symptoms 


If at anytime there are 
concerns about the 
child’s safety or welfare, 
follow Flow Chart 2 


Next steps: 
Further specialist advice and 
tests sought


 Discuss with 
named/designated doctor 


Concerns 
regarding FII – 


clinical treatment 
provided 


No concerns 
regarding FII ­


clinical treatment 
provided; refer 


for other services 
if necessary 


Discuss with 
named/designated 


doctor 


See Flow Chart 2 on 
Referral 


Initiate referral to 
children’s social 


care/police 
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FLOW CHART 2 – REFERRAL
 


Practitioner refers to LA children’s social 
care, following up in writing within 48 hours 


Practitioner has concerns about child’s welfare 


Practitioner discusses with manager and/or other 
senior colleagues as they think appropriate 


Still has concerns No longer has concerns 


No further child protection 
action, although may need to 


act to ensure services provided 


Social worker and manager 
acknowledge receipt of referral and 


decide on next course of action 
within one working day 


No further LA children’s 
social care involvement at 
this stage, although other 
action may be necessary 


e.g. onward referral 


See flow chart 4 on 
emergency action 


Concerns about child’s 
immediate safety 


Feedback to 
referrer on next 
course of action 


Initial assessment 
required 


See flow chart 3 on 
initial assessment 
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FLOW CHART 3 – WHAT HAPPENS FOLLOWING INITIAL ASSESSMENT?
 


INITIAL ASSESSMENT COMPLETED WITHIN 7 
WORKING DAYS FROM REFERRAL TO LA 


CHILDREN’S SOCIAL CARE 


No actual or likely 
significant harm 


Actual or likely 
significant harm 


Strategy discussion, 
involving LA children’s social 


care, police and relevant 
agencies, to decide whether 


to initiate a s47 enquiry 


Social worker discusses 
with child, family and 


colleagues to decide on 
next steps 


Decide what 
services are 


required 


Social worker co-ordinates 
provision of appropriate services, 


and records decisions 


In-depth 
assessment 


required   


Social worker leads core 
assessment; other 


professionals contribute 


Concerns arise 
about the child’s 


safety 


Further decisions made 
about service provision 


Child in Need 


No LA children’s social 
care support required, 
but other action may 


be necessary e.g. 
onward referral 


See flow chart 5  


Feedback 
to referrer 


Review outcomes for child 
and when appropriate close 


the case 
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FLOW CHART 4 – URGENT ACTION TO SAFEGUARD CHILDREN
 


DECISION MADE THAT EMERGENCY ACTION 
MAY BE NECESSARY TO SAFEGUARD A CHILD 


Immediate strategy discussion between LA 
children’s social care, police and other agencies as 


Relevant agency seeks legal advice 
and outcome recorded 


Immediate strategy discussion makes decisions 
about: 


Immediate safeguarding action; 


Information giving, especially to parents 


Relevant agency sees child 
and records outcome. 


Appropriate 
emergency action 


taken 


No emergency action 
required. 


Child in need 


Strategy discussion 
and s47 enquiries 


initiated 


See flow chart 
3 


See flow chart 
5With family and other 


professionals, agree plan 
for ensuring child’s future 


safety and welfare and 
record decisions 
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FLOW CHART 5 – WHAT HAPPENS AFTER THE STRATEGY DISCUSSION?
 


Social worker leads core assessment under s47 of 
Children Act 1989 and other professionals contribute 


STRATEGY DISCUSSION 
makes decisions about whether 


to initiate s47 enquiries and 
decisions are recorded 


Police investigate 
possible crime 


Concerns about harm 
not substantiated but 


child is a child in need 


With family and other 
professionals, agree plan for 


ensuring child’s future 
safety and welfare and 


record decisions 


Concerns substantiated but child not at 
continuing risk of harm 


Social worker leads completion of 
core assessment 


With family and other 
professionals, agree plan for 
ensuring child’s future safety 


and welfare and record 
decisions 


Agree whether child protection conference 
necessary and record decision 


No 


Concerns substantiated, 
child at continuing risk of 


harm 


Social work manager convenes 
child protection conference 


within 15 working days of last 
strategy discussion 


Yes 


Child at continuing risk of 
significant harm 


Child is subject of child 
protection plan; outline child 


protection plan prepared; core 
group established – see 


flowchart 6 


Child not at continuing risk of 
significant harm 


Further decisions made about 
completion of core 


assessment and service 
provision according to agreed 


plan 


No further LA 
children’s social care 
involvement at this 


stage, but other 
services may be 


required 


Decision to 
commence core 


assessment under 
s17 of Children Act 


1989 


Decision to initiate 
s47 enquiries 


Decisions made and recorded 
at child protection conference 
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FLOW CHART 6 – WHAT HAPPENS AFTER THE CHILD PROTECTION CONFERENCE, INCLUDING THE REVIEW 


PROCESS? 


Child is the subject of a child 
protection plan 


Core group meets within 10 working 
days of child protection conference 


Keyworker leads on core assessment 
to be completed within 35 working 


days of commencement 


Core group members commission further 
specialist assessments as necessary 


Child protection plan developed by key worker, together 
with core group members, and implemented 


No further concerns 
about harm 


Further decisions made 
about continued service 


provision. 


Child no longer the subject of child 
protection plan and reasons recorded 


Child remains subject of a 
child protection plan which is 


revised and implemented 


Some remaining concerns 
about harm 


Review conference held 


Review conference held within 
6 months of initial child 


protection review conference 


Core group members provide/commission the necessary 
interventions for child and/or family members 


First child protection review conference is held within 3 
months of initial conference 
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Chapter Five 
Roles and responsibilities of the Local 
Safeguarding Children Board 


5.1 	 The roles and responsibilities of Local Safeguarding Children Boards (LSCBs) are set out fully in 


Chapter 3 of Working Together. 


5.2 	 The LSCB is the key statutory mechanism for agreeing how the relevant organisations in each 


local area will co-operate to safeguard and promote the welfare of children in that locality, and 


for ensuring the effectiveness of what they do. 


5.3 	 The LSCB should be chaired by a person of sufficient standing and expertise to command the 


respect and support of all partners. The Chair should act objectively and distinguish their role as 


LSCB Chair from any day to day role. 


5.4 	 The LSCB must include representatives of the LA and its Board partners, the statutory 


organisations that are required to co-operate with the LA in the establishment and operation of 


the Board and have shared responsibility for the effective discharge of its functions. These are the 


Board partners set out in section 13(3) of the Children Act (2004): 


z district councils in local government areas that have them; 


z the chief police officer for a police area of which any part falls within the area of the LA; 


z the local probation board for an area of which any part falls within the area of the LA; 


z the Youth Offending Team for an area of which any part falls within the area of the LA; 


z Strategic Health Authorities and Primary Care Trusts for an area of which any part falls within 


the area of the LA; 


z NHS Trusts and NHS Foundation Trusts, all or most of whose hospitals or establishments and 


facilities are situated in the LA area; 


z the Connexions service operating in any part of the area of the LA; 


z CAFCASS (Children and Family Courts Advisory and Support Service); 


z the Governor or Director of any Secure Training Centre in the area of the LA; and 


z the Governor or Director of any prison in the LA area that ordinarily detains children. 
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5.5 	 The LA should also secure the involvement of other relevant local organisations and of 


the NSPCC where a representative is made available. The LSCB should make appropriate 


arrangements at a strategic management level to involve others in its work as needed. For 


example, there may be some organisations or individuals that are, in theory, represented by the 


statutory Board partners, but that need to be engaged because of their particular role in service 


provision to children and families, or their role in public protection. 


5.6 	 Each LSCB will have in place local procedures for safeguarding and promoting the welfare of 


children. These will include guidance on thresholds for referring children who may be in need to 


LA children’s social care, the conduct of section 47 enquiries and associated police investigations; 


child protection conferences; and deciding whether a child should be the subject of a child 


protection plan. These procedures will also apply to the management of cases involving 


fabricated or induced illness, but should be read in conjunction with this guidance. It is not 


intended that LSCBs have separate guidance on fabricated or induced illness in children, but that 


local safeguarding children board procedures should reflect this guidance. 


Designated and named health professionals 


5.7 	 Each PCT is responsible for ensuring it has a designated doctor and designated nurse to take 


a strategic, professional lead on all aspects of the health service contribution to safeguarding 


children across the PCT area, which includes all providers. PCTs should ensure establishment 


levels of designated and named professionals are proportionate to the local resident populations, 


following any mergers, and to the complexity of provider arrangements. For large PCTs, NHS 


Trusts and Foundation Trusts that may have a number of sites, a team approach can enhance 


the ability to provide 24-hour advice and provide mutual support for those carrying out the 


designated and named professional role. If this approach is taken, it is important to ensure that 


the leadership and accountability arrangements are clear. These designated health professionals 


are a vital source of professional advice on matters relating to safeguarding for other 


professionals, the PCT, LA Children’s Services and the LSCB. 


5.8 	 All NHS Trusts, NHS Foundation Trusts & PCTs providing services for children should identify 


a named doctor and a named nurse/midwife for safeguarding children. Each NHS Direct 


site, Ambulance Trust and independent provider should have a named professional for child 


protection. The named doctor and named nurse will take a professional lead on safeguarding 


children matters within their own organisations. 


Specific responsibilities of a LSCB 


5.9 	 The specific responsibilities of an LSCB in relation to cases involving fabricated or induced 


illness are: 


z to ensure that the LSCB safeguarding children procedures reflect this guidance; 


z to ensure that there is a level of agreement and understanding across agencies about 


operational definitions and thresholds for referral and intervention, and to communicate 
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clearly to individual services and professional groups their shared responsibility for protecting 


children within the framework of this national guidance; 


z to encourage and help develop effective working relationships between different services and 


professional groups, based on trust and mutual understanding; 


z to audit and evaluate how well local services work together to safeguard children, to improve 


joint working in the light of knowledge gained through national and local experience and 


research, and to make sure that any lessons learned are shared, understood, and acted upon; 


z to identify the number of children in need who are at risk of significant harm as a result of 


fabricated or induced illness, or who have suffered significant harm, and to identify resource 


gaps (in terms of funding and/or the contribution of different agencies); 


z to help improve the quality of work to safeguard and promote the welfare of children who 


have illness induced or fabricated by specifying the training needs of practitioners and 


managers, and to ensuring that this training is delivered; and 


z to raise awareness within the wider community of the need to safeguard children who may 


be at risk of this type of abuse and promote their welfare, and to explain how the wider 


community can contribute to these objectives. 


5.10 	Where the LSCB has a planned programme of work on fabricated or induced illness, this should 


be agreed and endorsed by all the Board members within the framework of the Children’s and 


Young People’s plan, and should be set out in its own plan. The LSCB may find it useful to set 


up a working group or sub-group, on a short-term or a standing basis, to carry out specific tasks 


and/or to provide specialist advice in relation to this guidance. 
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Chapter Six 
Working with children and families: 
key issues 


Introduction 


6.1 	 Common principles and ways of working which should underpin the practice of all agencies and 


professionals working to safeguard children and promote their welfare are set out in Chapter 10 


of Working Together. This chapter describes how these principles might be used when working 


with families where illness is being fabricated or induced in a child. 


6.2 	 Family members have a unique role and importance in the lives of children, and children 


attach great value to their family relationships. Family members know more about their family 


than any professional could possibly know and well-founded decisions about a child should 


draw upon this knowledge and understanding. Family members should normally have the 


right to know what is being said about them, and to contribute to important decisions about 


their lives and those of their children. Research findings brought together in Child Protection: 


Messages from Research (Department of Health, 1995) and the Children Act Now: Messages from 


Research (Department of Health, 2001) endorse the importance of good relationships between 


professionals and families in helping to bring about the best possible outcomes for children. 


What is meant by working with children and families when safeguarding children? 


6.3 	 Where there are concerns about significant harm to a child, children’s social care have a statutory 


duty to make enquiries and if necessary, statutory powers to intervene to safeguard and promote 


the child’s welfare. Where there is compulsory intervention in family life in this way, parents 


should still be helped and encouraged to play as large a part as possible in decisions about their 


child. Children of sufficient age and understanding should be kept fully informed of processes 


involving them, should be consulted sensitively, and decisions about their future should take 


account of their wishes and feelings. 


6.4 	 Principles underpinning work to safeguard and promote the welfare of children are set in 


paragraph 5.4 of Working Together. One of these principles is to involve children and families such 


that children are listened to and their wishes and feelings understood as well and working with 


parents or colleagues so that they feel respected and informed about what is happening. 


6.5 	 Partnership does not mean always agreeing with parents or other adult family members, or 


always seeking a way forward which is acceptable to them. The aim of safeguarding children 
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processes is to ensure the safety and welfare of the child, and the child’s interests should 


always be paramount. Not all parents may be able to safeguard their children’s welfare, even 


with help and support. Some children may be vulnerable to manipulation by a perpetrator of 


abuse. A minority of parents are actively dangerous to their children, other family members, or 


professionals, and unwilling and/or unable to change. A clear focus on the child’s safety and 


what is best for the child should always be maintained. 


Working with children and families 


6.6 	 Those working together to safeguard children should agree a common understanding in each 


case, and at each stage of work, of how children and families will be involved in safeguarding 


children processes, and what information is shared with them. There should be a presumption 


of openness, joint decision making, and a willingness to listen to families and capitalise on their 


strengths, but the guiding principle should always be what is in the best interests of the child. 


6.7 	 Where it is suspected or confirmed that illness has been fabricated or induced in a child, all 


decisions about what and when to tell parents and children should be taken by senior staff 


within the multi-agency team. While professionals should seek, in general, to discuss any 


concerns with the family and, where possible, seek their agreement to action, this should only 


be done where such discussion and agreement-seeking will not place a child at increased 


risk of significant harm. In all cases where the police are involved, the decision about when 


to inform the parents (about referrals from third parties) will have a bearing on the conduct of 


police investigation (see paragraph 5.20 of Working Together). 


6.8 	 Some information known to professionals will be treated confidentially and should not be 


automatically shared in front of some children or some adult family members. Such information 


might include personal health information about particular family members, unless consent 


has been given, or information which, if disclosed, could compromise criminal investigations or 


proceedings. 


6.9 	 Agencies and professionals should be honest and explicit with children and families about 


professional roles, responsibilities, powers and expectations, and about what is and is not 


negotiable. 


6.10 	Working relationships with families should develop according to individual circumstances. 


From the outset, professionals should assess if, when and how the involvement of different 


family members – both children and adults – can contribute to safeguarding and promoting 


the welfare of a particular child or group of children. This assessment may change over time as 


more information becomes available or as families feel supported by professionals. Professional 


supervision and peer group discussions are important in helping to explore knowledge and 


perceptions of families’ strengths and weaknesses and the safety and welfare of the child within 


the family, and how family members can play a role in the future safety of the child. 
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6.11 	Family structures are increasingly complex. In addition to those adults who have daily care of 


a child, estranged parents (for example, birth fathers), grandparents or other family members 


may play a significant part in the child’s life, and some may have parental responsibility even 


if they are not involved in day to day care. Some children may have been supported during 


family difficulties by adults from outside the family. Professionals should make sure that they pay 


attention to the views of all those who have something significant to contribute to decisions 


about the child’s future. Children can provide valuable help in identifying adults they see as 


important supportive influences in their lives. It is equally important to identify any adult family 


members who may knowingly or unknowingly support the abusive parent in ways which mean 


the child is continuing to be abused. The nature of all family relationships should be taken 


account of when planning placements outside the birth family and contact between the child 


and the abusing parent. 


Involving children 


6.12 	Research has shown that over 50% of children in whom illness is fabricated or induced are aged 


under 5 years. This means a significant proportion of children about whom there are concerns 


are unlikely to be able to be directly involved in discussions about the nature of their abuse. 


For these young children, it will be important to gain information by observing the child’s 


interactions with family members, peers and professional staff and noticing any differences 


between the child’s interactions with different people, as well as listening carefully to the child. 


For children who use specific communication methods, it is important that they are enabled to 


communicate using their normal means of communication. This may require the involvement 


of a specialist with knowledge of their means of communication (see paragraphs 3.128 – 3.138 


in the Assessment Framework Practice Guidance (Department of Health, 2000a) and materials 


referenced on the ICS website: www.ecm.gov.uk/ics. 


6.13 	Listening to children and hearing their messages requires training and special skills, including the 


ability to win their trust and promote a sense of safety. Most children feel loyalty towards those 


who care for them, and have difficulty saying anything against them. Many do not wish to share 


confidences, or may not have the language or concepts to describe what has happened to them. 


Some may fear reprisals, or their removal from home and loss of siblings. 


6.14 	Children of sufficient age and understanding often have a clear perception of what needs to 


be done to ensure their safety and wellbeing. Some older children may be very aware of, for 


example, being given unprescribed substances by a parent or being encouraged to fabricate 


different types of illness behaviour. Whilst all children will want this abusive behaviour to stop, 


some may knowingly choose to co-operate with their parents’ wishes in order to maintain 


current family relationships but remain clear in their own minds that they are well. Other 


children, as a result of the way in which their parent has taught them to behave as if they are ill, 


may not be able to distinguish between reality and fabrication. These children seem to come to 


believe their symptoms are real and this false perception of being ill is reinforced and rewarded 


by their abusing parent. 
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6.15 	 If children have had illness fabricated or induced, professionals will need to decide when and 


how to involve them in the decision-making and planning processes. These decisions should 


be taken as part of the overall plan for therapeutic work with the family and take account of the 


fragile family relationships which have enabled the child to have been abused. According to 


their age and understanding, children should know how safeguarding children processes work, 


how they can be involved, and that they can contribute to decisions about their future. However, 


they should understand that ultimately, decisions will be taken in the light of all the available 


information contributed by themselves, professionals, their parents and other family members, 


and other significant adults. 


Support, advice and advocacy to children and families 


6.16 	However sensitively enquiries are handled, many families perceive as painful and intrusive 


professional involvement in their lives which they have not requested, particularly if they feel that 


their care of their children is being called into question. This should always be acknowledged. 


Agencies and professionals can do a considerable amount to make safeguarding processes 


less stressful for families by adopting the principles set out above. Families will also feel better 


supported if it is clear that interventions in their lives, while firmly focused on the safety and 


welfare of the child, are concerned also with the wider needs of the child and family. 


6.17 	Children and families may be supported through their involvement in safeguarding children 


processes by advice and advocacy services, and they should always be informed of those services 


which exist locally and nationally. Independent Advocates provide independent and confidential 


information, advice, representation and support, and can play a vital role in the ensuring children 


have appropriate information and support to communicate their views in formal settings, such as 


child protection conferences and court proceedings. 


6.18 	Where children and families are involved as witnesses in criminal proceedings, the police, witness 


support services and other services such as those provided by Victim Support, can do a great 


deal to explain the process, make it feel less daunting and ensure that children are prepared for 


and supported in the court process. The practice guidance Provision of Therapy for Child Witnesses 


prior to a Criminal Trial (2001) makes it clear that the bests interest of a child are paramount when 


deciding whether, and in what form, therapeutic help is given to child witnesses. Information 


about the Criminal Injuries Compensation Scheme should also be provided in relevant cases. 


Information sharing 


6.19 	Sharing of information in cases of concern about children’s welfare enables professionals to 


consider jointly how to proceed in the best interests of the child and to safeguard children more 


generally. 


6.20 	 In dealing with alleged offences involving a child victim, the police should normally work in 


partnership with children’s social care and/or other agencies. While the responsibility to instigate 


a criminal investigation rests with the police, they should consider the views expressed by 
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other agencies. There will be less serious cases where, after discussion, it is agreed that the best 


interests of the child are served by a children’s social care led intervention rather than a full police 


investigation. 


6.21 	 In deciding whether there is a need to share information, professionals should consider their 


legal obligations, including whether they have a duty of confidentiality to the child. Where there 


is such a duty, the professional may lawfully share information if a competent child (or the parent 


of a child who lacks competence) consents or if there is a public interest of sufficient force. 


This must be judged by the professional on the facts of each case. Where there is a clear risk of 


significant harm to a child, or serious harm to adults, the public interest test will almost certainly 


be satisfied. However, there will be other cases where practitioners will be justified in sharing 


some confidential information in order to make decisions on sharing further information or 


taking action – the information shared should be proportionate. 


6.22 	The child’s best interests must be the overriding consideration in making decisions about sharing 


information. The cross-Government practice guidance, Information sharing: Practitioners’ guide 


(HM Government, 2006b), provides advice on these issues – see www.everychildmatters.gov.uk. 


Any decision on whether or not to share information must be properly documented. Decisions 


in this area need to be made by, or with the advice of, people with suitable competence in child 


protection work, such as named or designated professionals or senior managers. 


The Data Protection Act 


6.23 	The Data Protection Act 1998 requires that personal information is obtained and processed 


fairly and lawfully; only disclosed in appropriate circumstances; is accurate, relevant and not 


held longer than necessary; and is kept securely. Where information is not held under any 


duty of confidentiality the Act allows for disclosure without the consent of the subject in 


certain conditions, including for the purposes of the prevention or detection of crime, or the 


apprehension or prosecution of offenders, and where failure to disclose would be likely to 


prejudice those objectives in a particular case (for further guidance see Data Protection Act 1998: 


protection and use of patient information (Department of Health, 1998). Legal advice should be 


sought where appropriate or in cases of doubt. 


Record keeping 


6.24 	The recording and retention of information, including information about covert video 


surveillance, should be made in accordance with the Data Protection Act 1998. In particular 


bodies need to be mindful of the eight Data Protection Principles – for example the requirement 


that the information is adequate, relevant and not excessive in relation to the purpose or 


purposes for which it is held (principle 3); it is accurate and up to date (principle 4); it is not 


kept for any longer than it is necessary to do so (principle 5) and appropriate technical and 


organisational measures are taken to guard against unlawful or unauthorised processing or 


accidental loss or destruction of or damage to the information (principle 7). 
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6.25 	Good record keeping is an important part of the accountability of professionals to those who use 


their services. It helps to focus work, and is essential to support effective working across agency 


and professional boundaries. Clear and accurate records ensure that there is a documented 


account of an agency, or professional’s involvement with a child and/or family. They help with 


continuity when individual workers are unavailable, or change, and they provide an essential tool 


for managers to monitor work or for audit and peer review. Records are an essential source of 


evidence for section 47 enquiries, and may also be required to be disclosed in court proceedings. 


Records relating to cases where enquiries do not result in the substantiation of referral concerns 


should be retained in accordance with individual agency record retention policies. These policies 


should ensure that records are stored securely and can be retrieved promptly and efficiently. 


Health records should be kept in accordance with the Records Management: NHS Code of Practice 


(Department of Health, 2006). 


6.26 	To serve these purposes, records should use clear, straightforward language, should be concise, 


and should be accurate not only in fact, but also in differentiating between opinion, judgements 


and hypothesis. Where it is considered that illness may be being fabricated or induced, the 


records relating to the child’s symptoms, illnesses, diagnosis and treatments should always 


include the name (and agency) of the person who gave or reported the information, and be 


dated and signed legibly. All telephone conversations should be recorded fully. 


6.27 	All records should be kept securely to prevent unauthorised access and ensure they cannot be 


interfered with. 


6.28 	Well kept records provide an essential underpinning to good safeguarding children practice, 


and are particularly important in cases where it is suspected that illness is being fabricated or 


induced in a child. They are equally important when abuse is substantiated. Information should 


be brought together from a number of sources, and their veracity and accuracy checked before 


making careful professional judgements on the basis of this information. Records should be 


clear and comprehensive, and judgements made, and action and decisions taken should be 


carefully recorded. Health records, in particular, should record accurately all investigations, results, 


observations and consent to undertake examinations or treatment. Doctors should follow the 


principles of record keeping set out in the General Medical Council’s Good Medical Practice (GMC, 


2006). Documents should include photographic evidence and good diagrams depicting the site 


of any injuries along with measurements. Nurses and midwives should follow the principles of 


good record keeping set out in the Nursing & Midwifery Council’s Advice on Record Keeping (NMC, 


2006). Where decisions have been taken jointly across agencies, or endorsed by a manager, 


this should be clearly recorded. All decisions to undertake covert video surveillance should be 


recorded in the child’s records held by each agency involved in the decision and signed by a 


senior manager. 


6.29 	Where a child has been referred to children’s social care, information about the referral and 


subsequent work undertaken with child and family must be recorded (see www.ecm.gov.uk/ics). 
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These records should include a detailed chronology of the case. Specifically, the reader should be 


able to track: 


z the relevant history of the child and family which led to any statutory intervention; 


z the nature of these interventions, including planned outcomes; 


z the means by which change is to be achieved; and 


z the progress which is being made in achieving these outcomes. 


6.30 	The recording of a detailed chronology which includes the medical, psychiatric and social 


histories of the child, parents, siblings and other significant family members is particularly 


important when identifying fabricated or induced illness in a child. It enables patterns of 


presentation for medical treatment to be recognised not only for the child but also across 


generational boundaries. It will also inform decisions about how best to provide the services 


necessary to safeguard the child’s welfare and achieve change in the family. 


6.31 	Careful consideration should be given to which agencies and professionals need to be informed 


about relevant changes of circumstances, for example the change of GP of a child who is the 


subject of a child protection plan. Each agency should ensure that when a child moves from their 


area, the child’s records are transferred promptly to the relevant agency within the new locality. 


A telephone discussion followed up by a written summary may be necessary pending transfer 


of the records to ensure continuity of safe care. Where children have had illness fabricated or 


induced, it is essential that the new professionals involved are fully aware of the child’s history 


to enable them to continue to monitor appropriately the child’s health and development. Many 


families use NHS Direct who are able to flag when a child has a child protection plan if they are 


informed of this information. 


6.32 	Requests for access to the child’s records should be actioned in accordance with each agency’s 


Access to Records policy and procedures. Where a child is not Gillick competent and a parent 


seeks access to his medical notes, access to all or part of the notes can be denied where 


disclosing the information would, in the view of an appropriate health professional, be likely to 


cause serious harm to the physical or mental health or condition of the child or any other person 


(see the Data Protection (Subject Access Modification) (Health) Order 2000 SI No 413). Access 


should also be denied if the child explicitly or implicitly makes it clear that they would not want 


information to be disclosed to their parents (Reg 5(3) and (4) of SI No 413). 


6.33 	A health professional is defined in section 69 of the Data Protection Act 1998 and includes 


a registered medical practitioner, a registered nurse or midwife, a clinical psychologist, child 


psychotherapist or speech and language therapist. An appropriate health professional is broadly 


the health professional who has the most recent and relevant care of the child. 


6.34 	Where there is any doubt about the retention or disclosure of information, legal advice should 


be sought. 
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Use of covert video surveillance 


6.35 	The use of covert video surveillance (CVS) is governed by the Regulation of Investigatory Powers 


Act 2000 (the 2000 Act). After a decision has been made at a multi-agency strategy discussion 


to use CVS in a case of suspected fabricated or induced illness, the surveillance should be 


undertaken by the police. The operation should be controlled by the police and accountability 


for it held by a police manager. The police should supply and install any equipment, and be 


responsible for the security of and archiving of the video tapes. 


6.36 	CVS should be used if there is no alternative way of obtaining information which will 


explain the child’s signs and symptoms, and the multi-agency strategy discussion 


meeting considers that its use is justified based on the medical information available 


(see also paragraph 5.7 of Fabricated or Induced Illness by Carers (Royal College of Paediatrics and 


Child Health, 2002)). The police will only be able to carry out CVS if they obtain the necessary 


authorisation under the 2000 Act. In summary, this means that they will need to demonstrate 


that the use of CVS is necessary to detect or prevent crime or serious crime within the meaning 


of the 2000 Act, depending on the type of surveillance intended, and that the evidence cannot 


be gathered by other less intrusive means. It is, therefore, likely to be used in a minority of cases. 


It is important that only those who need to know CVS is being used are involved in discussions 


and planning about its use. When it has been decided to use CVS the LSCB safeguarding children 


procedures should be followed. Police officers should carry out any necessary monitoring, and all 


personnel, including nursing staff, who will be involved in its use should have received specialist 


training in this area. 


6.37 	The consultant paediatrician responsible for the child’s care should ensure that the necessary 


medical and nursing staff are available to support the police during this operation. Their role 


will be to provide the child with immediate and appropriate health care when necessary. The 


level and nature of health involvement during the period of covert video surveillance should be 


agreed at the strategy discussion and all relevant staff briefed on the arrangements for the child’s 


health care. 


6.38 	The safety (both short and long-term) and health of the child is the over-riding factor in the 


planning and carrying out of covert video surveillance. The primary aim of undertaking covert 


video surveillance is to identify whether the child is having illness induced, in situations where 


a multi-agency decision has been taken, at a strategy discussion, that its use is justified (see 


paragraph 4.29). Of secondary importance is the obtaining of criminal evidence. In any event, 


the use of CVS must be proportionate to the aim to be achieved. Legal advice should be sought 


where appropriate, or in cases of doubt. 


6.39 	Children’s social care should have a contingency plan in place which can be implemented 


immediately if CVS provides evidence that the child is being harmed. 


6.40 	Plans should also take account of the possibility that there may be no evidence of abuse, but the 


child may be a child in need. 
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Allegations against Staff 


6.41 	Experience has shown that children can be subjected to abuse by those who work with them in 


any and all settings. Allegations may arise from a range of sources, including children themselves, 


parents, staff, foster carers or volunteers. Regardless of the source of the concern, allegations 


should be taken seriously and treated with accordance with Appendix 5 in Working Together 


(2006) and Chapter 5 of Safeguarding Children and Safer Recruitment in Education (2006). 


6.42 	 In this area of work, it is also the case that concerns may be expressed by parents/carers about 


one or more members of medical, nursing or other staff who are responsible for medical 


investigation, diagnosis or treatment of their child. Such concerns may or may not include 


elements of alleged abuse by the member of staff against the subject child. Similarly, such 


expressions of concerns may not relate to allegations of actual abusive behaviour by staff, but 


instead, in effect, be complaints which should be dealt with in accordance with the relevant 


agency’s complaints handling process (see paragraph 6.61). 


6.43 	 If there is cause to suspect a child is suffering, or is likely to suffer, significant harm, a strategy 


discussion should be convened in accordance with paragraph 5.54 of Working Together. In these 


cases the strategy discussion should include a representative of the employer (unless there are 


good reasons not to do that) and should take account of any information the employer can 


provide about the circumstances or context of the allegations. 


6.44 	 In the case of unexpected death or serious untoward harm in hospital, the NHS should also 


follow the Memorandum of Understanding and Guidelines for the NHS (2006). 


6.45 	There may be up to three strands in the consideration of allegations: 


z Police investigation into a possible criminal offence; 


z Enquiries and assessment by children’s social care about whether a child is in need of 


protection or in need of services; and 


z Consideration by an employer of disciplinary action in respect of the individual. 


6.46 	 It is important that employers keep a clear and comprehensive summary of any allegations 


made, details of how the allegations were followed up and resolved, and of any action taken 


and decisions reached. These should be kept in a person’s confidential personnel file and a copy 


should be given to the individual. Such information should be retained on file, including for 


people who leave the organisation, at least until the person reaches normal retirement age, or 


for 10 years if that is longer. The purpose of the record is to enable accurate information to be 


given in response to any future request for a reference. It will provide clarification in cases where 


a future CRB Disclosure reveals information from the police that an allegation was made but 


did not result in a prosecution or a conviction. It will also prevent unnecessary re-investigation 


if, as sometimes happens, allegations resurface after a period of time (see Working Together, 


paragraph 9, page 241). 
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6.47 	The possible risk of harm to children posed by an accused person needs to be evaluated and 


managed effectively – in respect of the child(ren) involved in the allegations, and any other children 


in the individual’s home, work or community life. In some cases this requires the employer to 


consider suspending the person. Suspension should be considered in any case where there is 


cause to suspect a child is at risk of significant harm, or the allegation warrants investigation by 


the police, or is so serious that it might be grounds for dismissal. People must not be suspended 


automatically or without careful thought. Employers must consider carefully whether the 


circumstances of a case warrant a person being suspended from contact with children until the 


allegation is resolved. Note: neither the LA, nor the police, nor children’s social care can require 


an employer to suspend a member of staff or a volunteer. The power to suspend is vested in the 


employer alone. However, where a strategy discussion or initial evaluation discussion concludes 


that there should be enquiries by social care and/or an investigation by the police, the LA 


designated officer should canvass police/social care views about whether the accused member of 


staff needs to be suspended from contact with children, to inform the employer’s consideration of 


suspension (see Working Together, paragraph 20, page 243). 


Effective support and supervision 


6.48 	Working with children and families where it is suspected or confirmed that illness is being 


fabricated or induced in a child requires sound professional judgements to be made. It is 


demanding work that can be distressing and stressful. Practitioners are likely to need support 


to enable them to deal with the feelings the suspicion or identification of this type of abuse 


engenders, particularly if they have been very involved in the child’s previous care and have 


formed close relationships with the family. It can be very distressing to a professional person, 


who has come to know a family well and trusted them, to have to deal with their feelings when 


they learn a child’s illness has been caused by actions of that child’s primary carer. 


6.49 	All of those involved in such work should have access to advice and support, for example, 


from peers, managers, named and designated professionals and external professionals with 


experience of fabricated or induced illness. For health professionals, the named doctor or nurse 


for safeguarding children matters within the Trust or Board will provide advice on how to 


manage these cases. If unavailable, or for those health professionals working independently, the 


designated doctor or nurse within the relevant PCT in England or Local Health Board in Wales 


will fulfil this role. Supervisors should be available to practitioners as an important source of 


advice and expertise, and may be required to endorse judgements at certain key points in the 


safeguarding processes. Supervisors should also record key decisions within case records. 


6.50 	 It is not uncommon for staff within a team to have different opinions on how to manage 


cases where illness is being fabricated or induced in a child. This phenomenon is more likely 


when some staff do not believe that illness is being fabricated or induced in the child despite 


the objective evidence. Where these situations arise senior staff should take responsibility for 


deciding how to manage this conflict. Open discussion of feelings and problems within the 


staff group can be very helpful. One option may be to use a professional from either within the 
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team or who is well-known to the team, such as a child and family psychiatrist, to assist them in 


managing this group process: another may be to engage the services of an independent person 


who has the appropriate skills. Irrespective of the method chosen, it is essential that staff are 


helped to understand what actions are necessary to safeguard the child’s welfare and are clear 


that they should carry out their role according to the agreed multi-agency plan. 


6.51 	For many practitioners involved in day-to-day work with children and families, effective 


supervision is important to promote good standards of practice and to support individual staff 


members. Supervision should help to ensure that practice is soundly based and consistent 


with LSCB and organisational procedures. Supervision should help to ensure that practitioners 


fully understand their roles, responsibilities, and the scope of their professional discretion and 


authority. It should also help to identify the training and development needs of practitioners, so 


that each has the skills to provide an effective service. In some instances staff themselves may 


come under suspicion for fabricating or inducing illness. For health staff this may require them 


to change their working practice. for example, two nurses undertaking all the child’s care so that 


they cannot be accused of harming the child if suspicions are not substantiated. This situation 


should be dealt with as set out in paragraphs 6.41-6.47 of this guidance. 


Inter-agency training and development 


6.52 	Chapter 4 in Working Together sets out in detail the importance of inter-agency training and 


development to support the use of the guidance. This section does not repeat what is set out in 


Working Together, but addresses the specific training implications of identifying and managing 


situations where it is suspected or known that illness is being fabricated or induced in a child by 


a carer. Training on fabricated or induced illness in children requires specialist knowledge and 


the training needs of one discipline may be quite different to those of another. This requirement 


should be built into programme planning, and programmes tailored to address the range of 


professional roles and responsibilities set out earlier in Chapter 3. To assist employers fulfil their 


responsibilities for training and continuing professional development, DCSF has commissioned 


inter-agency training materials Incredibly Caring (2008). 


6.53 	Staff should be able to exercise professional skill in terms of effective information sharing where 


they have concerns about illness fabrication or induction. They should also be able to use 


their knowledge and skills in collaborating with other agencies and disciplines in this area of 


work. They need a sound understanding of the legislative framework within which they will be 


working, especially with regard to the use of covert video surveillance and information sharing. 


Information Sharing: practitioners’ guide (HM Government, 2006b) provides practitioners with 


guidance on when and how to share information legally. 


6.54 	 Individual agencies are responsible for ensuring that staff are competent and confident in 


carrying out their responsibilities for safeguarding and promoting children’s welfare. Continuing 


professional development should be supported to enable their employees to develop and 


maintain the necessary knowledge, values and skills to work together to safeguard and promote 


the welfare of children. 
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6.55 	Employers should ensure that their employees are aware of how to recognise and respond to 


safeguarding concerns including the fabrication or induction of illness. This knowledge and 


expertise should be put in place before employees attend inter-agency training. Employers also 


have a responsibility to identify adequate resources and support for inter-agency training by: 


z providing staff who have the relevant expertise to support the LSCB (e.g. by sitting on an LSCB 


training sub-group, and/or contributing to training); 


z allocating the time required to complete inter-agency training tasks effectively; 


z releasing staff to attend the appropriate inter-agency training courses; 


z ensuring that staff receive relevant single-agency training that enables them to maximise the 


learning derived from inter-agency training, and have opportunities to consolidate learning 


from inter-agency training; and 


z contributing to the planning, resourcing, delivery and evaluation of training. 


6.56 	Local authorities (LAs), with their partners in children’s trusts, are responsible for ensuring that 


workforce strategies are developed in their local area. This includes making sure that training 


opportunities to meet needs identified by the LSCBs are available. They should establish systems 


for the delivery of single-agency and inter-agency training on safeguarding and promoting the 


welfare of children. They should consider, in discussion with the LSCB, which bodies should 


commission or deliver the training including that on fabricated or induced illness. 


6.57 	All PCTs and NHS Trusts should ensure appropriate training is available to professional staff at all 


levels and in all disciplines including surgery. PCTs should also satisfy themselves in their roles 


as commissioners of services, that appropriate training is available to all those in organisations 


which have regular contact with children. Named doctors and nurses in conjunction with 


designated doctors and nurses are responsible for advising on such training. The Royal Colleges 


have a role in incorporating appropriate training in the recommended syllabuses of both post– 


graduate and continuing professional development programmes. 


The purpose of inter-agency training 


6.58 	Training should be available at a number of levels to address the learning needs of different 


staff. The framework set out in Working Together (paragraphs 4.20 – 4.22) outlines three stages of 


training, and matches them with target audiences that have different degrees of involvement 


or decision-making responsibility for children’s welfare. Decisions should be made locally about 


how the stages are most appropriately delivered in respect of fabricated or induced illness in 


children and this should be part of the local workforce training strategy developed to meet the 


needs identified by the LSCB. 


6.59 	There are significant numbers of people who are in contact with children living away from 


their families. Their introductory training on safeguarding children should include being alert to 


children who are deemed to be ill by their parents but who do not exhibit the expected signs 
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and symptoms of such an illness and knowing who to discuss any concerns with in accordance 


with the LSCB safeguarding children procedures. 


6.60 	The detailed content of training at each level of the framework shown should be specified locally. 


The content of training programmes should be regularly reviewed and updated in the light of 


research and practice experience. Incredibly Caring (2008) – a training resource pack to support 


effective implementation of this guidance – has been designed for delivery to a diverse range 


of staff including multi-agency or multi-disciplinary audiences, staff attending single agency 


training courses and those attending team training events. The training materials are intended 


for delivery to the children’s workforce and adult services who come into contact with children 


and families and work in the statutory, voluntary, and independent sectors. 


Complaints procedures 


6.61 	Complaints about individual agencies, their performance and provision (or non-provision) of 


services should be responded to in accordance with the relevant agency’s complaints handling 


process. For example, LA children’s social care is required (by s26 of the Children Act 1989) to 


establish complaints procedures to deal with complaints arising in respect of Part III of the Act. 


6.62 	Parents/caregivers – and, on occasion, children – may have concerns about which they may wish 


to make representations or complain, in respect of one or more of the following aspects of the 


functioning of child protection conferences: 


z the process of the conference 


z the outcome, in terms of the fact of and/or the category of primary concern at the time the 


child became the subject of a child protection plan 


z a decision for the child to become or not to become, the subject of a child protection plan or 


not to cease the child being the subject of a child protection plan. 


6.63 	Complaints about aspects of the functioning of conferences described above should be 


addressed to the conference Chair. Such complaints should be passed on to LA children’s social 


care which should deal with them as if they had been made in relation to functions under Part 


III of the Children Act 1889. In considering and responding to complaints, the LA should form 


an inter-agency panel made up of senior representatives from LSCB member agencies. The 


panel should consider whether the relevant inter-agency protocols and procedures have been 


observed correctly, and whether the decision that is being complained about follows reasonably 


from the proper observation of the protocol(s). 


6.64 	 In addition, representations and complaints may be received by individual agencies in respect 


of services provided (or not provided) as a consequence of assessments and conferences, 


including those set out in child protection plans. Such concerns should be responded to by the 


relevant agency in accordance with its own processes for responding to such matters. Where the 


complaint involves a health professional the involvement of the designated doctor or nurse will 


be helpful in planning how best to respond. 


Safeguarding children in whom illness is fabricated or induced 78 







 


 


 


 


 


 


 


 


 


Appendix 1 
Legislative Framework 


United Nations Convention on the Rights of the Child 


1.1 	 This guidance reflects the principles contained within the United Nations Convention on the 


Rights of the Child, ratified by the UK Government in 1991. Specifically: 


z Article 3: State parties shall ensure that the best interests of the child shall be a primary 


consideration when action is taken concerning children; 


z Article 9: State parties should ensure that children shall not be separated from their parents 


unless such separation is necessary in the best interests of the child; 


z Article 19: State parties shall take all appropriate measures to protect children from abuse or neglect; 


z Article 37: (a) no child shall be subjected to torture or other cruel, inhumane or degrading 


treatment or punishment. (b) No child shall be deprived of his or her liberty unlawfully or 


arbitrarily; 


z Article 39: all appropriate measures shall be taken to promote the physical and psychological 


recovery and social reintegration of a child victim of any form of neglect or abuse. 


Children Act 1989 


1.2 	 The guidance is particularly informed by the requirements of the Children Act 1989, which 


provides a comprehensive framework for the care and protection of children. 


1.3 	 The Children Act 1989 places two specific duties on agencies to co-operate in the interests of 


vulnerable children: 


Section 27 provides that a local authority may request help from: 


z any local authority; 


z any local education authority; 


z any local housing authority; 


z Special Health Authority, Primary Care Trust or National Health Service trust3 or NHS 


foundation trust; and 


3. Including those NHS trusts and PCTs re-designated as Care Trusts under Section 45 of the Health and Social Care Act 2001 
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z any person authorised by the Secretary of State for the purposes of this section. 


in exercising the local authority’s functions under Part III of the Act. This part of the Act places a 


duty on local authorities to provide support and services for children in need, including children 


looked after by the local authority and those in secure accommodation. The authority whose 


help is requested in these circumstances has a duty to comply with the request, by taking the 


action specified by the requesting local authority, provided it is compatible with its other duties 


and functions and does not unduly prejudice the discharge of any of that authority’s functions. 


Section 47 places a duty on: 


z any local authority; 


z any local education authority; 


z any local housing authority; 


z Special Health Authority, Primary Care Trust, National Health Service Trust or NHS foundation 


trust; and 


z any person authorised by the Secretary of State for the purposes of that section. 


to help a local authority with its enquiries in cases where the authority are informed that a child 


who lives, or is found, in their area is the subject of an emergency protection order or is in police 


protection or has contravened a ban imposed by a curfew notice, or the authority has reasonable 


cause to suspect that a child is suffering, or is likely to suffer, significant harm, unless doing so 


would be unreasonable in all the circumstances of the case. 


The concept of significant harm 


1.4 	 The Children Act 1989 introduced the concept of significant harm as the threshold justifying 


compulsory intervention in family life in the best interests of the child. A court may only make a 


care order (committing the child to the care of the local authority) or supervision order (putting 


the child under the supervision of a social worker, or a probation officer) in respect of a child if it 


is satisfied that: 


z the child is suffering, or is likely to suffer, significant harm; and 


z that the harm or likelihood of harm is attributable to a lack of adequate parental care or 


control (s31). 
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Under s31(9) of the Children Act 1989: 


‘harm’ means ill-treatment or the impairment of health or development (including, for 
example, impairment suffered from seeing or hearing the ill-treatment of another); 


‘development’ means physical, intellectual, emotional, social or behavioural development; 


‘health’ means physical or mental health; and 


‘ill-treatment’ includes sexual abuse and forms of ill-treatment which are not physical. 


Under s31(10) of the Act: 


Where the question of whether harm suffered by a child is significant turns on the child’s 
health and development, his health or development shall be compared with that which could 
reasonably be expected of a similar child. 


1.5 	 There are no absolute criteria on which to rely when judging what constitutes significant harm. 


Sometimes, a single traumatic event may constitute significant harm, for example a violent 


assault, intentional suffocation or poisoning. More often, significant harm is a compilation of 


significant events, both acute and long-standing, which interrupt, change or damage the child’s 


physical, social and psychological development. Long-term physical or emotional abuse can 


cause impairment to such an extent that it constitutes significant harm. For each child, it is 


necessary to consider the harm they have suffered in the context of the family’s strengths and 


supports. 


1.6 	 In deciding whether a child has been or is likely to suffer significant harm, it is necessary to 


consider the information gathered during an assessment under each dimension heading in the 


Assessment Framework (Department of Health et al, 2000). This includes: 


z the nature of harm, in terms of ill-treatment or failure to provide adequate care; 


z the impact on the child’s health or development; 


z the child’s development within the context of their family and wider environment; 


z any special needs, such as a medical condition, communication difficulty or disability that may 


affect the child’s development and care within the family; 


z the capacity of parents to meet adequately the child’s needs; and 


z the wider family and environmental context. 


The child’s reactions, his or her perceptions, and wishes and feelings should be ascertained and 


taken account of according to the child’s age and understanding4. 


4. 	 Section 53 of the Children Act 2004 amended s17 and s47 of the children Act 1989, so that before determining what, if any, services to provide to 
a child in need under s17, or action to take with respect to a child under s47, the wishes and feelings of the child should be ascertained as far as is 
reasonable and given due consideration. 
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Children Act 2004 


1.7 	 Section 10 requires each local authority (LA)5 to make arrangements to promote co-operation 


between the authority, each of the authority’s relevant partners and such other persons or bodies 


working with children in the LA area as the authority considers appropriate. The arrangements 


are to be made with a view to improving the wellbeing of children in the authority’s area – 


which includes protection from harm or neglect alongside other adverse outcomes. This section 


of the Children Act 2004 is the legislative basis for children’s trust arrangements. 


1.8 	 Section 11 requires a range of organisations to make arrangements for ensuring that their 


functions, and services provided on their behalf to discharge those functions, are provided with 


regard to the need to safeguard and promote the welfare of children. 


1.9 	 Section 12 enables the Secretary of State to require LAs to establish and operate databases 


relating to the s10 or s11 duties (above) or the section 175 duty (below), or to establish and 


operate databases nationally. Section 12(4) limits the information that may be included in those 


databases. Section 11(7) sets out which organisations can be required to, and section 11(8) sets 


out which organisations can be enabled to, disclose information to be included in the databases. 


1.10 	Section 13 requires each children’s services authority to establish a LSCB. It also requires a range 


of organisations to take part in LSCBs. Sections 13–16 set out the framework for LSCBs, and the 


LSCB Regulations set out the requirements in more detail, in particular on LSCB functions. 


Education Act 2002 


1.11 	Section 175 puts a duty on local education authorities (in its capacity as a local education 


authority), maintained (state) schools and further education institutions, including sixth-form 


colleges, to ensure that their functions conferred on them in a particular capacity are exercised 


with a view to safeguarding and promoting the welfare of children – children who are pupils, 


and students under 18 years in the case of schools and colleges. 


1.12 	The same duty is put on independent schools, including academies, by The Education 


(Independent Schools Standards) (England) Regulations 2003 made under section 157 of that Act. 


Human Rights Act 1998 


1.13 	The Human Rights Act 1998 is also fundamental to this guidance. Section 6(1) places a duty 


on all public authorities to act in a way that is compatible with the rights and freedoms of the 


European Convention of Human Rights that have been incorporated by the 1998 Act. These 


convention rights include Article 3 “no one shall be subjected to torture or to inhuman or 


degrading treatment or punishment” and Article 8 “everyone has the right to respect for his 


private and family life, his home and his correspondence”. 


5. 	 In this guidance this generally means Local Authorities that are Children’s Services Authorities – effectively, local authorities that are responsible for 
social services and education. Section 63 of the Children Act 2004 defines a Children’s Services Authority in England as: a county council in England; 
a metropolitan district council; a non-metropolitan district council for an area where there is no county council; a London borough council; the 
Common Council of the City of London and the Council of the Isles of Scilly. 
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1.14 	The Human Rights Act 1998 has been interpreted as placing obligations on public authorities 


both to refrain from certain action and in some circumstances to take positive steps or measures 


to protect the Convention rights of individuals. 


1.15 	A public authority includes “any person certain of whose functions are functions of a public 


nature”. There will be some bodies, for example, local authorities which are clearly public 


authorities under the Act. However other bodies may exercise both public and private functions 


and where those functions are of a public nature they must be exercised compatibly with 


the convention rights incorporated by the Human Rights Act. Where there is any doubt, it is 


important that bodies seek their own legal advice. 


The European Convention on Human Rights 


1.16 	Article 8 of the European Convention on Human Rights states that: 


(1) Everyone has the right to respect for his private and family life, his home and his 



correspondence.
 


(2) There shall be no interference by a public authority with the exercise of this right except such 


as in accordance with the law and is necessary in a democratic society in the interests of national 


security, public safety or the economic well-being of the country, for the prevention of disorder 


or crime, for the protection of health or morals, or for the protection of the rights and freedoms 


of others. 


1.17 	Disclosure of information without the consent of the data subject or a person acting on their 


behalf might give rise to an issue under Article 8. Disclosure of information to safeguard children 


will usually be for the protection of health or morals, for the protection of the rights and 


freedoms of others, and for the prevention of disorder or crime. Disclosure should be appropriate 


for the purpose and only to the extent necessary to achieve that purpose. Legal advice should be 


sought where appropriate, or in cases of doubt. 


Regulation of Investigatory Powers Act 2000 


1.18 	Of particular significance is the Regulation of Investigatory Powers Act 2000. The main purpose of 


this Act is to ensure that investigatory powers are used in accordance with human rights. These 


powers include the use of covert surveillance such as covert video surveillance, in the course of 


specific operations. Part II and Schedule 1 to the Act set out a system of authorisations for the 


use of surveillance. 
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