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- Definitions of abuse/neglect


20 mins



- “Red flags”




- Responsibilities
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- What to do when you are worried




- How to make a referral




- Gathering information

5. Questions
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6. Small group work – scenarios (1 hour) and 15 minutes plenary as a large group to reflect on possible e-portfolio entries & possible projects
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Facilitators notes
YOU MUST LOOK AT THE SUPERD DOWNLOAD FROM

http://www.proceduresonline.com/westyorkscb/
Key changes to ‘child protection’

· Change for Children: Every Child Matters

· Children Act 2004

· National Service Framework for Children, Young People and Maternity Services

· Working Together to Safeguard Children 2006

Safeguarding Children

LSCB 
= Local Safeguarding Children’s Board

IRT
- Initial Response Team

Section 47 referring to the section of the Children’s Act that deal with a child at risk.
Children in need but not at risk

CAF 
= Common Assessment Framework

TAC
= Team Around the Child

Section 17 referring to the section of the Children’s Act that deal with a child in need.

LSCB & Safeguarding Children
The LSCBs were established in 2006 in compliance with Section 13 of The Children Act 2004 and replaces the former Area Child Protection Committee (ACPC).

It is a partnership of all of the relevant statutory, voluntary and community agencies involved in safeguarding and promoting the welfare of children and young people.

It is the key statutory mechanism for agreeing how the relevant children’s organisations in their area cooperate to safeguard and promote children and young people’s welfare and for ensuring the effectiveness of what they do. 

The LSCB exists to safeguard and promote the welfare of all children and young people within their area.  It does this by:

· Co-ordinating the safeguarding work of member agencies so that it is effective 

· Monitoring, evaluating and when necessary, challenging the effectiveness of the work 

· Advising on ways to improve safeguarding performance 

In order to:

· Protect children and young people from maltreatment 

· Prevent their impairment of health and development 

· Ensure that they grow up in circumstances consistent with the provision of sale and effective care 

· Enable them to have optimum life chances and enter adulthood successfully 

1. What is an Initial Assessment?

If, as a result of a Referral, there are indications that the child is In Need, which may include concerns of Significant Harm, Children’s Social Care Services will conduct an Initial Assessment (The initial Response Team)
This is a brief assessment to determine whether the child is in need, the nature of any services required, whether a further, more detailed Core Assessment should be carried out, and whether a Strategy Discussion and a Section 47 Enquiry should be undertaken.

The Initial Assessment period may be very brief if the criteria for initiating Section 47 Enquiries are met.

The Initial Assessment will address the following questions:

· What are the developmental needs of the child? 

· Are the parents able to respond appropriately to the child’s identified needs? 

· Do the parents have the capacity to respond to the child’s needs? 

· Are the parents able to promote the child’s health and development 

· What impact are the family functioning and history, the wider family and environmental factors having on the parent’s capacity to respond to their child’s needs and the child’s developmental progress? 

· Is there any evidence of domestic violence? 

· Is the child adequately safeguarded from Significant Harm and/or are any services required to promote the child’s health and development? 

· Is emergency action required to safeguard the child’s welfare? 

· Are there any other children in the household or elsewhere who should be included in the Initial Assessment? 

1. Duty to Undertake a Section 47 Enquiry (Child Protection)
The local authorities Children’s Social Care Services have a statutory duty to carry out a Section 47 Enquiry in any of the following circumstances:

· Where there is information to indicate that a child has suffered or is likely to suffer Significant Harm 

· Where a child is subject to an Emergency Protection Order 

· Where a child is subject to Police Protection 

· Where a child under 10 is in breach of a Child Curfew Order 

The responsibility for undertaking Section 47 Enquiries lies with the local authority for the area in which the child lives or is found, even though the child is ordinarily resident in another local authorities area.

2. Purpose of a Section 47 Enquiry

The purpose of the Section 47 Enquiry is to determine whether any further action is required to safeguard and promote the welfare of the child or children who is/are the subject of the Enquiry. 

If a decision is made that a Section 47 Enquiry is necessary, it will be led by a Children’s Social Care Services team in parallel with the Police investigation.
3. Emergency Protective Action

Where there is a risk to the life of a child or the likelihood of serious immediate harm, the Police officer and/or social worker must act quickly to secure the immediate safety of the child.

The agency taking protective action must always consider whether action is also required to safeguard other children in the same household or in the household of an alleged perpetrator or elsewhere e.g. a work place involving children.

Emergency action may be necessary as soon as the referral is received or at any point during involvement with children, parents or carers, where there is evidence that the risk to the child is sufficiently acute.  The need for emergency action may become apparent only after time as more is learned about the circumstances of a child or children. Neglect, as well as abuse, can pose such a risk of significant harm to a child that urgent protective action is needed.

Responsibility for immediate action rests with Children’s Social Care Services for the area where the child is found, but should be in consultation with the local authority where the child is ordinarily resident, if different.

Immediate protection may be achieved by:

· An alleged abuser agreeing to leave the home 

· The removal of the alleged abuser 

· Voluntary agreement for the child or children to move to a safer place with or without a protective person 

· Application for an Emergency Protection Order (EPO) 

· Removal of the child or children under Police powers of Police Protection 

· Gaining entry to the household under police powers 

· Parental use of Children Act 1989 private law provision e.g. Prohibited Steps Orders 

Planned immediate protection will normally take place following an immediate Strategy Discussion between Police, Children’s Social Care Services and other agencies as appropriate (including the NSPCC where involved). Where a single agency has to act immediately to protect a child, a Strategy Discussion should take place as soon as possible after such action to plan next steps.

The social worker should obtain legal advice before initiating legal action and seek the agreement of her/his Manager before an Emergency Protection Order is applied for.

Children’s Social Care Services should only seek the assistance of the police to use their powers of Police Protection in exceptional circumstances where there is insufficient time to seek an Emergency Protection Order or other reasons relating to the child’s immediate safety.

5. Obligations and Responsibilities of All Agencies

All agencies have a duty to assist and provide information in support of Section 47 Enquiries.

Any checks made by the Children’s Social Care Services and/or the Police with other agencies should be undertaken directly with involved professionals and not through messages with intermediaries.

The relevant agencies should be informed of the reasons for the Section 47 Enquiry, whether parents have been informed and asked for their assessment of the child in the light of the information presented.

6. Integration with Core Assessment and the Assessment Framework 

A Core Assessment must be commenced whenever a Section 47 Enquiry is initiated.  The Core Assessment must be completed within 35 working days of the Strategy Discussion.

The Section 47 Enquiry should begin by focusing primarily on the information identified during the Common Assessment, Referral and Initial Assessment, which appears most important in relation to the risk of Significant Harm.

The assessment of risk will:

· Identify the cause for concern 

· Evaluate the strengths and weaknesses of the family 

· Evaluate the risks to the child or children 

· Consider the child’s needs for protection 

· Consider the ability of the parents and wider family and social networks to safeguard and promote the child’s welfare 

· Determine the level of intervention required both in the immediate and longer term 

This will inform the Core Assessment, which should cover all relevant dimensions in the Assessment Framework and be alert to the potential needs and safety of siblings or other children in the household or with whom the alleged offender may have had contact.

The Section 47 Enquiry/Core Assessment should be led by a qualified and experienced social worker from Children’s Social Care Services, who will be responsible for its coordination and completion.  The social worker must consult with other agencies involved with the child and family in order to obtain a fuller picture of the circumstances of all children in the household, identifying parenting strengths and any risk factors.  All agencies consulted are responsible for providing information to assist with the assessment process.

 At the same time, where there is a joint enquiry/investigation, the Police will have to establish the facts about any offence that may have been committed against a child and collect evidence.

Where the child is too young to be interviewed or verbal communication is difficult for any reason, alternative means of understanding the child’s wishes and feelings should be used. Specialist services may be required in order to assist in communicating with the child.

7. Paediatric Assessments 

7.1 When a Paediatric Assessment is necessary

Strategy Discussions must consider, in consultation with the paediatrician (if not part of the discussion or meeting), the need for and timing of a paediatric assessment. Consideration must also be given as to whether there are any other children in the household who may also require a paediatric assessment.

Paediatric assessments should always be considered necessary where there has been a disclosure or there is a suspicion of any form of abuse to a child.

Additional considerations are the need to:

· Secure forensic evidence 

· Obtain medical documentation 

In cases of severe neglect, physical injury or acute (recent) penetrative sexual abuse, the assessment should be undertaken on the day of the referral, where compatible with the welfare of the child.

Only suitably qualified health specialists may physically examine the child for the purposes of a paediatric assessment.  Other staff should note any visible marks or injuries on a body map and document details in their recording.

7.2 Purpose of Paediatric Assessment

The purpose of a paediatric assessment is:

· To diagnose any injury or harm to the child and to initiate treatment as required 

· To document the findings 

· To provide a medical report on the findings, including an opinion as to the probable cause of any injury or other harm reported 

· To assess the overall health and development of the child 

· To provide reassurance for the child and parent 

7.4 Arranging the Paediatric Assessment

Paediatric assessments must take into account the need for both specialist paediatric expertise and forensic requirements in relation to the gathering of evidence.

Only approved Consultant Paediatricians, Police Surgeons or other suitably qualified specialists may undertake paediatric assessments carried out as part of a Section 47 Enquiry.

There should be only one paediatric examination of the child. 

Where child sexual abuse is suspected, usually two doctors with complimentary skills will conduct a joint paediatric assessment.  A single doctor may carry out the assessment where he or she has the necessary knowledge, skills and experience for the particular case. 

Consideration should be given to the gender of the examining doctor in consultation with the child and the parents.

Referrals for paediatric assessments should be made by the social worker, who should contact the on call senior doctor and also make him/her aware of the circumstances of the case. A senior doctor is available for consultation at all times. The police will arrange attendance of a Police surgeon if required.  The extent of any questioning of the child by the doctor will depend on the type of abuse and the age and understanding of the child.

In planning the paediatric assessment, the social worker, the manager responsible, the Police CPPU and relevant doctor(s) must consider whether it might be necessary to take photographic evidence, for example, for use in care or criminal proceedings or where a second opinion may be necessary. Where such arrangements are necessary, the child and parents must be informed and prepared and careful consideration given to the impact on the child.

If the child refuses to be examined or becomes distressed during the examination, consideration must be given to arranging a further examination.

10.5 Recording of Paediatric Assessment

At the conclusion of the paediatric assessment, the doctor must give a verbal report explaining his or her findings to the social worker/Police officer attending, followed by a written report as soon as practicable.

Disclosure of the information contained in the report to the parent(s) of the child and/or the child should be agreed in consultation with the Children’s Social Care Service and the Police.

The report should include:

· Date, time and place of examination 

· Those present 

· Who gave consent and how (child/parent, written, phone or in person) 

· A verbatim record of the carer’s and child’s accounts of injuries and concerns noting any discrepancies or changes of story 

· Documentary findings in both words and diagrams 

· Site, size, shape and where possible age of any marks or injuries 

· Other findings relevant to the child e.g. squint, learning problems, speech problems etc. 

· Confirmation of the child’s developmental progress (especially important in cases of neglect) 

· Time examination ended 

· Medical opinion of the likely cause of injury or harm 

All reports and diagrams should be signed and dated by the doctor undertaking the examination.

If criminal or family proceedings are instituted, the doctor's written report may be filed and served as well as the doctor's statement of evidence.  The doctor's attendance at subsequent Court hearings may also be required.

11. Outcome of the Section 47 Enquiry

The Section 47 Enquiry is concluded at the point when an informed decision is made taking account of all information available as to whether the child is at continuing risk of Significant Harm or not. 

The Section 47 Enquiry will result in one of four possible outcomes:

1. Child protection concerns are substantiated and the child(ren) is (are) considered to be at continuing risk of Significant Harm, in which case an Initial Child Protection Conference will be convened. The Initial Child Protection Conference must take place within a maximum of 15 working days of the last Strategy Discussion/Meeting.  For details of the procedure for setting up the conference, see Initial Child Protection Conferences Procedure. In the meantime, an interim plan must be prepared and implemented giving due consideration to the following: 

1. Can the child be protected at home? 

2. If so, can the plan be agreed with the parents? 

3. Should the alleged abuser be asked to leave the family home? 

4. If not, can the child be placed with relatives with parental consent? 

5. If not, can the child be Accommodated with parental consent? 

6. If so, is a voluntary agreement appropriate and sufficient in the circumstances? 

7. Should legal action be considered? 

2. Child Protection concerns are substantiated but the child is not judged to be at continuing risk of Significant Harm, for example because the family circumstances have changed since the harm occurred, an alleged perpetrator has permanently left the household or the family is judged to be willing and able to co-operate with actions to ensure the child’s future safety and welfare.

In these circumstances, the Core Assessment should be completed and whatever process is used to plan future action, the resulting plan should be informed by the Core Assessment findings. 

3. Child Protection concerns are not substantiated but the enquiries have revealed services and/or further assessment are required.  In these circumstances, the child may still be regarded as In Need and the Core Assessment may continue.  In other cases, a meeting may be called under the local Common Assessment Framework

In relation to 2) and 3) above, the meeting of involved professionals and family members will agree what actions should be undertaken by whom and with what outcomes for the child’s health and development.  Such a meeting is also important to inform parents about the nature of any on-going concerns.  Any plan should set out who will have responsibility for what action, including a timescale for review of progress against planned outcomes. 

4. Child Protection concerns are not substantiated and no further action is required.  

CAFs and TACs

The Common Assessment Framework is a structure & process that helps 
The CAF is for children and young people with additional needs. These are children and young people who, according to the judgement of practitioners, require extra support to help them achieve the five Every Child Matters outcomes:

· being healthy

· staying safe

· enjoying and achieving

· making a positive contribution

· achieving economic well-being

The Common Assessment Framework as it names suggests involves a comprehensive and structured assessment of the child’s needs. It ensures all the appropriate agencies (whether statutory or voluntary) are involved and co-ordinated with an identified lead professional. 

Step 1: Preparation

This involves recognising potential needs and then discussing the situation with the child, involving parents or carers unless this is not appropriate. The practitioner may talk to their manager, colleagues, or others – possibly those already involved with the child. It is

important to find out whether a common assessment already exists. After reviewing the existing information a practitioner decides whether to undertake a common assessment with the agreement of the child and or family as appropriate.

Step 2: Discussion

This involves completing the assessment with the child and family, making use of

information already gathered from the child, family or other practitioners, and completing a consent statement. At the end of the discussion the practitioner should understand better the child’s strengths, needs, and what can be done to help.

Step 3: Delivery

This involves agreeing actions that the practitioner’s service or the family can deliver, and considering what may be needed from other services. According to local practice, decisions may be made through meetings with other practitioners and the family, and the appointment of one practitioner as lead professional where integrated support is required.

Note: the CAF does not give a practitioner the ability to guarantee a service from another organisation without consulting that organisation.

TAC Team around the child

Team Around the Child is a model of service provision following a Common Assessment Framework in which a range of different practitioners come together to help and support an individual child.

TAC allows a range of different professionals, for example council social workers, police and school nurses, health visitors, voluntary agencies etc to work together to develop care plans for children with additional needs in a multi-agency working environment. This is led by a single professional who is designated the Lead Professional. This is a proactive approach to caring for children to support early intervention. 

The Team around the Child approach means the team of professionals supporting each child will be different. TAC is flexible so that as a child’s needs change so too does the team of people around that child.

The function of the TAC 

· Agreeing the needs of the child and family. 

· Agreeing the family support needs. 

· Supporting the child to meet their identified needs. 

· Arranging, as necessary, additional support based on a common assessment, as a pathway to targeted and specialist services . 

· Reviewing the support given to the child and family. 

· Reporting, as required, to other review meetings or resource panels. 

· Identify gaps and inform planning and commissioning.

The TAC will operate as a supportive team, rather than as just a group of practitioners and parents. In this way there is direct benefit to parents who need the opportunity to discuss their child and family with key practitioners all in one place and to practitioners who might otherwise feel isolated and unsupported in their work with the child and family.

Lead Professional 

The people in the TAC will appoint a lead professional who will have the responsibility of ensuring that all agencies provide the services agreed as necessary to meet the needs that were identified during an assessment. 

The lead professional acts as a single point of contact for the child or family; coordinates the delivery of actions agreed; reduces overlap and inconsistencies in the services received and takes a lead role in ensuring intended outcomes are achieved by the team. 

These multi agency TAC teams will work from children's centres and extended schools to support this new way of working making sure integrated working is being developed in these settings. 

The Common Assessment Framework and lead professional role provide the 'glue' binding together the universal and preventative services around a child in a given area.

The implementation and adoption of CAF across the partnership as the 'entry' into preventative and targeted services, as well as the implementation of an e-CAF system (digital availability of CAF) are essential for the operational efficiency of TACs. 

Consent & children under the age of 16
Children in this age group are not deemed to be automatically legally competent to give consent. The courts have determined that such children can be legally competent if they have "sufficient understanding and intelligence to enable him or her to understand fully what is proposed". This concept - now known as Gillick competency - initially arose in the case of Gillick v West Norfolk & Wisbech HA in 1986. The term Fraser competency is also used in this respect (Lord Fraser was the judge who ruled on the case). Some authorities refer to Fraser competency when talking about contraception, and Gillick competency when talking about wider areas of consent. In many cases the two terms are used interchangeably. 

Much will depend on the relationship of the clinician with the child and the family, and also to what intervention is being proposed. Competency is something that can be developed over time by presenting the child with information appropriate to their age and level of education, and this process may be a rewarding one in the management of children with long-term conditions that involve several therapeutic procedures or investigations. The emphasis in the Department of Health's guidance is that the families of children in this age group should be involved in decisions about their care, unless there is a very good reason for not doing so. If however, a competent child under the age of 16 is insistent that their family should not be involved, their right to confidentiality must be respected, unless such an approach would put them at serious risk of harm.

Contraception, abortion and sexually transmitted infections (STIs) <16 years
You can provide contraceptive, abortion and STI advice and treatment, without parental knowledge or consent, to young people under 16 provided that:

· they understand all aspects of the advice and its implications

· you cannot persuade the young person to tell their parents or to allow you to tell them

· in relation to contraception and STIs, the young person is very likely to have sex with or without such treatment

· their physical or mental health is likely to suffer unless they receive such advice or treatment, and

· it is in the best interests of the young person to receive the advice and treatment without parental knowledge or consent.


You should keep consultations confidential even if you decide not to provide advice or treatment (for example, if your patient does not understand your advice or the implications of treatment), other than in the exceptional circumstances 
Remember in the UK sexual intercourse under the age of 13 = statutory rape. All such cases need to be discussed with the LSCB advice team!
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