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SY&SH Safeguarding Children (2010)
POST-COURSE READING


Safeguarding Children: Good Practice Guideline for general practice

Putting the child's needs first.
Safeguarding children is a difficult area for general practice. We must consider the welfare of the child first, but must also maintain a relationship with the family.
Getting Help. You can get advice from:
· named and designated doctors and nurses. These are health professionals specially trained in safeguarding children. 

· social services.

It is important to get help early when you have concerns about a child, especially if the problem is 'grey' or unfamiliar. 

The role of the GP in safeguarding children.
· GPs have an important role in primary prevention and early recognition of problems. It is much better to offer help to families before there is a safeguarding children concern 

· GPs deal with families, and may have important information about the child and his/her parents. Issues such as drug and alcohol problems or adult mental health problems can profoundly affect parenting ability. It is therefore very important to communicate appropriately with other members of the practice team (such as health visitors) and experts outside the practice (such as social workers)
· GPs are not usually safeguarding children experts and should seek advice and guidance from named or designated safeguarding children staff or social services
· GPs need to know how to make appropriate & timely referrals to other health professionals, social services or police
· GPs have an important role in contributing to assessment and continuing management of safeguarding children problems. GP activity does not end with referral. 
Keeping up to date.
· Education involving case discussion, and encouraging reflective practice is helpful. Case discussion with named or designated staff can be especially valuable
· Safeguarding children issues in general practice need not only recognition but robust systems of note-keeping and recording, message handling, communication of concern and understanding/maintenance of procedures. These are whole practice issues. GPs are responsible not just for their own safeguarding children education, but also for that of their employees.
Knowing the system.
· Know the system in your own practice for making safeguarding children referrals
· Know your local advice and referral pathways
· Write a safeguarding children protocol for your practice (note-keeping, communication, procedure and education).
Confidentiality.
· Under most circumstances you should seek appropriate consent for the release of confidential information or referral of a child. However, the safety of the child is paramount and there are circumstances where release of confidential information and/or referral without consent will be required (HM Government Information Sharing: Guidance for practitioners and managers DCSF 2008)
· Disclosure is a difficult area for GPs, especially with respect to confidential information about third parties. If in doubt, seek advice from named or designated professionals or from your defence organization. 

CHILD SEXUAL ABUSE: Everyday practice in the primary care setting
What is Sexual Abuse?

· Involves forcing or enticing a child or young person to take part in sexual activities, whether or not the child is aware of what is happening 

· The activities may involve physical contact, including penetrative (e.g. rape or buggery) or non-penetrative acts

· The activities may include non-contact activities (e.g. involving children in looking at, or in the production of, pornographic material or watching sexual activities, or encouraging children to behave in sexually inappropriate ways). 

Prevalence

· Sexual abuse by a parent is relatively uncommon 

· A large study conducted by the NSPCC showed:

–    4% of the sample had suffered sexual abuse by a family member (1% parent, 3% other relative)

–   11% of the sample had suffered sexual abuse by another non-related but known person. 

Warning signs
(a)   Strongly associated with sexual abuse:

· Disclosure by the child – what the child says should always be taken seriously 

· STDs 

· Pregnancy

· Sexualized behaviour or inappropriate sexual knowledge

· Bruising or signs of injury in the genital area

(b)   Not specific, but sexual abuse should be considered in the differential diagnosis:

· Symptoms of local trauma or infection such as vaginal discharge, perineal soreness, rectal bleeding, anal trauma, genital warts

· Symptoms related to emotional effects such as enuresis, encopresis, loss of concentration, change in behaviour or self-harm.

General Reminder

· Both boys and girls are sexually abused
· The perpetrators can be male or female
· Children with a disability are more likely to suffer abuse of all kinds.
The effects of abuse

· Short-term (on the child): Include behaviour problems, education and learning problems, anxiety, depression and withdrawal

· Long-term (on the adult): Include mental health problems, sexual adjustment problems, somatisation, delinquency and acts of violence.

CHILD EMOTIONAL ABUSE: Everyday practice in the primary care setting
What is emotional abuse?

· Emotional abuse is the persistent emotional ill treatment of a child such as to cause severe and persistent adverse effects on the child's emotional development

· It may involve conveying to the children that they are worthless or unloved, inadequate, or valued insofar as they meet the needs of another person. It may feature age or developmentally inappropriate expectations being imposed on children

· It may involve causing children frequently to feel frightened or in danger, or the exploitation or corruption of children

· Some level of emotional abuse is involved in all types of ill-treatment, though it may occur alone. 

Prevalence

· A large study conducted by the NSPCC showed 6% of children suffer severe and persisting emotional abuse

· It is present to some degree in all forms of abuse and has to be assessed along a continuum

· Emotional abuse leaves no visible injury and rarely precipitates a crisis, and is therefore probably the most hidden and underestimated forms of abuse

· It is possible in all families and institutions, and in all social strata. 

Warning signs 

(a) In the child (which depend on the child's stage of development):

· Babies may show sleeping/feeding problems, or excessive irritability. They may be apathetic towards their carers, or be excessively attached to them

· Toddlers and young children may show the above, plus indiscriminate affection, language delay, fearful and anxious behaviour, or inability to play. They may be withdrawn and very quiet, or may be overactive and destructive. Attachments to carers may be anxious and/or ambivalent

· Between ages 3-6, as above but also may experience difficult peer relationships, have difficulties at school or poor social skills

· Between ages 6-12, as above but also may begin to develop delinquent behaviour (e.g. run away, bully, truant)

· Aged 12+, as above but also may display signs of depression, aggression, anxiety, self-harm, substance misuse or criminal activities.

(b)   In the parent: 

· They may terrorize (this is the commonest form), e.g. threatening the child with 'bogey men' or threats to things the child loves, such as pets, or threats of being sent away 

· They may engage in proxy attacks by harming someone or something the child loves, such as a possession or a pet. Domestic violence between carers can be a form of proxy attack 

· They may seek psychological control and domination, e.g. attempting to control thinking or isolating a child from its peers

· They may seek psycho-physical control and domination, e.g. locking a child up, or washing out its mouth with soap and water.

· They may seek to humiliate/degrade via attacks on the child's self worth or self-esteem, which can be verbal or non-verbal

· They may withdraw, withholding affection

· They may display antipathy (a marked dislike of the child).
CHILD NEGLECT: Everyday practice in the primary care setting
What is neglect?

· Neglect is the persistent failure to meet a child's basic physical and/or psychological needs, likely to result in the serious impairment of the child's health or development

· It may involve a parent or carer failing to provide adequate food, shelter and clothing, or protect a child from physical harm or danger, or ensure access to appropriate medical care or treatment

· It may also include neglect of, or unresponsiveness to, a child's basic emotional needs. 

Prevalence

· A large study conducted by the NSPCC showed that 6% of children suffered from 'serious absence of care’. This included frequently going hungry, frequently having to go to school in dirty clothes, not being taken to the doctor when ill, frequently having to look after themselves because parents were away or ill from drug or alcohol misuse, being abandoned or deserted, or living in a home in dangerous condition

· Neglect can be very insidious, and therefore difficult to recognize

· Children may be neglected physically, emotionally or socially, and they may have their health or educational needs neglected

· Neglect may co-exist with any other form of abuse, and may go unacknowledged or be tolerated by professionals until attention is drawn to it by another event, e.g. an episode of physical abuse. 

Warning signs

(a) In the child (potentially physical, developmental or behavioural, and dependent on the age/ developmental stage of the child):

In infants: 

· Failure to thrive (but then gain weight well outside the home environment) 

· Common conditions untreated until they become very severe; repeated admissions to hospital

· Avoidable accidents, possibly recurrent

· General developmental delay

· Social delay or social avoidance  

In pre-school children (as above, plus): 

· Failure to thrive may present as short stature

· Dirty and unkempt presentation; general health may be poor

· Language delay, poor attention and immaturity 

· Behaviour aggressive, overactive or passive and withdrawn

· Indiscriminate friendliness, and seeking emotional comfort from strangers 

In school-children (as above, plus):

· Learning difficulties and lack of confidence

· Poor relationships

· Poor school progress

· Wetting, soiling

· Destructive behaviour

In teenagers (as above, plus): 

· Short +/-underweight or +/- obese

· Delayed puberty

· School failure

· Truancy

· Drug and/or alcohol problems.

· Sexual promiscuity, stealing, running away

· Destructive behaviour (of self, others, property)

(b)   In the family:

· Persisting failure of the carers to recognize and or meet the child's need, or to comply with professional advice

· Poverty or other adverse social circumstance

· May also occur in socially advantaged households, but may be more difficult to recognize as parents may 'buy their way out' of the situation

· Poor adherence to medication schedules and immunization: simple medical problems difficult to deal with, complex ones impossible

· Chaotic households, often 'known’ to other agencies such as housing, police, or educational welfare

· May persist over many months or years, and involve extensive professional involvement

· May be trans-generational 

· Children with a disability (more at risk from neglect and other forms of abuse).

           Child Protection: Good Practice Guideline
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Literature and policy relevant to GP registrar education in child protection

1. Research:
There is very little research that deals directly with the issue of GP registrar education in child protection. 

1.1 GP registrar  learning needs in Child Protection:

Bannon et al (1) report a questionnaire study conducted among 112 GP registrars in North Thames. Half (46%) had received no post-graduate training on child protection at all. Aspects of child protection more specific to primary care were not covered in training.   

Key themes identified by participants included:

· What to do and say when abuse was suspected during the course of a consultation

· Awareness of local child protection guidelines, and strategies for their implementation at practice level

· How to maintain working relationships with families during and after the child abuse investigative process

· Attendance at child protection case conferences, and preparation of relevant reports.

Discussion with experienced child protection trainers (from the NSPCC) added other themes, most importantly:

· An appreciation of interagency working

· Clinical indicators of child abuse and neglect

· Understanding one's own attitude to children abuse and neglect, and how this might influence clinician behaviour

· Knowledge of child protection process/procedures at national and local level
· The legal framework for child protection. 

From this, a model programme of three half-day sessions was developed and evaluated. The course resulted in significant changes in confidence, role clarity and knowledge. 

1.2 GP learning needs in child protection
A survey (2) of 1000 post vocational training GPs in England identified training needs to be:
· Improved standards of identification of abuse 

· Improved understanding of the legal aspects of child protection work (Children Act 1989) as well as an appreciation of the medico-legal implications for doctors of their involvement in the child protection process

· Procedures and thresholds for intervention when abuse was suspected 

· Liaison and communication between agencies
· Improved performance/understanding re child protection case conferences (implications for GPs themselves when they attended conferences; preparation and presentation of reports for conferences; how to deal with the presence of parents at conferences).
1.3 Policy Performance Split:

Lupton (3) draws attention to an important policy performance split that confounds educational efforts. This research found that the view of the GP is that there is little role beyond recognition. Other professionals view the GP role more in line with policy, i.e. that there is a role in detection, assessment and continuing management.
1.4 The RCGP view: 

The RCGP position statement on the Role of Primary Care in the Protection of Children from Abuse and Neglect (4) reviews the literature and gives a good summary of the difficulties GPs have in engaging with child protection.

2. POLICY:

2.1 Policy on GP registrar training in child protection (5)
The new MRCGP curriculum specifies a learning outcome of training as being able to ‘deal effectively with abuse of children and young people’. This involves ‘recognising the clinical factors, knowing about local arrangements for child protection, referring effectively and playing a part in assessment and continuing management including prevention of further abuse’.
2.2 Policy on GP training in Child Protection
2.2:1 GMC:
For all GPs, education needs to be seen in the context of GMC guidance on keeping up to date (6). The GMC also draws attention to the need to be aware that some parts of medical practice (and child protection is an example of such an area) are governed by law or are regulated by other statutory bodies. 'You must observe and keep up to date with the laws and statutory codes of practice which affect your work.'
2.2:2 The Law:
With respect to child protection, The Children Act, 1989, places a statutory duty on all health services to help social services departments with their inquires. This message is also underpinned by the GMC guidance 'Confidentiality: Protecting and Providing Information' (7).

2.2:3 Working Together: 

For all GPs, GP education in child protection needs to be seen in the context of policy.

'Working Together to Safeguard Children' (8) sets out the roles and responsibilities of GPs with respect to both their own performance and that of their practice. In particular, attention is drawn to the role of the GP: 

· GPs both promote the welfare (though health promotion and early intervention) and safeguard children (through the child-protection and child-in-need process)

· GP are professionals who work with children and  their parents,and are therefore well placed to recognize issues that affect the ability to parent 

· GPs have a pivotal role within the PHCT. 

Attention is also drawn to the need for child-protection training and regular updates, and the responsibility GPs have as employers to ensure the education of those whom they employ. 

Good practice re note-keeping, communication, knowledge and maintenance of local procedure, are also highlighted. 

2.2:4 Assessment Framework:

The 'Framework for the Assessment of Children in Need and their Families' (9) re-emphasizes these roles and responsibilities, and specifically underlines the 'paramountcy principle'' in the context of general practice ('While GPs have responsibilities to all their patients, the child is particularly vulnerable, and the welfare of the child is of paramount importance'. 5.23)

2.2:5 Children's NSF:

The emerging Children's NSF (10) points out that children in need of child protection are not to be seen in isolation, but should be placed in the context of children in special circumstance; issues strongly related to child protection, such as domestic violence, therefore have a high priority. 

2.2:6 New Contract::
The New Contract Statutory Requirements state that (11) 'Individual healthcare professionals should be able to demonstrate that they comply with the national child protection guidance…'

2.2:7 Victoria Climbie Inquiry:

The Laming Inquiry (12) has several recommendations concerning child-protection education for GPs. It is very likely that these will appear in the impending government Green Paper on Children at Risk. 

2.2:8 Lauren Wright Review:

The Lauren Wright Independent Health Review emphasizes the need for child-protection training, regularly updated throughout a GP’s professional lifetime. 

2.2:9 RCGP Position Statement::
The RCGP (4) position statement has clear recommendations concerning GP education in child protection.
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Useful phone numbers:


Named nurses: ………………..???


Named Doctors: ……………...??? 


Designated nurse: …………….???


Social Services: ………………???insert contact sheet here


Others: ………………………..???





GPs and their employees must have up to date child protection training


Your practice should have a child protection protocol.





Referrals to social services


You should refer all cases of child abuse. This should usually be to social services.


Make a referral by phone and follow up with written referral within 48 hours. Use the Interagency Referral form. Record the referral and discussion with social worker in the notes. Expect a decision and feedback about your referral, if none chase them up!


If action by social services not what you expect, get advice from designated doctor or nurse. You may be right, your concerns may not have been fully understood.


Send a copy of your referral to your named nurse 


REMEMBER: It is good practice to refer families in difficulty early, before there is a child protection concern.  








Make a clear entry in child's notes, appropriately Read coded. Consider entry in sibling, parents' and other household members' notes.





THEN DECIDE: Never do nothing:


Are you going to share concerns, observe and collect more information within the practice?


Are you going to get advice outside the practice? 


Are you going to make a referral? 








Seeking advice:


You can seek advice on a 'what if?' basis, which avoids consent issues, but you should still record the contact in the notes. . 


You can seek advice on a named patient basis, in which case, unless there are good reasons, you should have appropriate consent. 


You can seek advice from social services, the named or designated doctor or nurse, or a senior hospital paediatrician (if you think a child may need medical care/admission or if it is out of hours). 











STOP: Is This Child Safe? 


If you have concerns about a child's safety, seek advice or make a referral urgently


 





Check notes of child, siblings, parents, and other household members 





Share concern with parent/carer unless inappropriate to do so.Inform child and family team and other GPs. Inform other clinicians as appropriate





ACTION BY GP





Child protection concern recognized in the practice. 





Referrals to other doctors


Where hospital admission is needed make doctor to doctor contact with a senior paediatrician. Record your concerns in referral letter and agree with the paediatrician how they will let you know the outcome of the consultation.  Expect feedback. If not obtained, chase it up! 


Where sexual abuse is suspected, contact the named or designated doctor for advice.


If you are uncertain, and would like a paediatric opinion, seek advice as above. 








N.B.  This course, and associated reading, is derived from the work by Ruth Bastable (Cambridge) & Andrew Mowat (Lincolnshire). This was specifically demonstrated in ‘A Safety Check’: an RCGP child protection course run at Nottingham City Hospital in March 2006.








Concerns about child’s welfare- discuss in house (HV/Docs etc), check household notes, make notes. Discuss with parent/child as appropriate





Discuss with NN, ND, DD, DN 





No longer has concerns, OR dealt with in house or referral to elsewhere





Child protection concerns





Refer to social services, follow up in writing within 48 hours- USE IA REFERRAL FORM-copy to named nurse. If possible OBTAIN CHILD /PARENT CONSENT FOR REFERRAL. YOU DO NOT NEED CONSENT IF FOR CHILD PROTECTION REFERRALInform HV/docs, safety net.





Feedback to referrer - SS acknowledge receipt of referral within 3 days





Social worker and manager decide on next course of action within one working day.





No further social services involvement at this stage, although other action may be necessary e.g. onward referral





Initial assessment required





Concerns about child’s immediate safety





See flow chart 2 on initial assessment





See flow chart 3 on emergency action  � HYPERLINK http://www.doh.gov.uk/safeguardingchildren/#intro ��http://www.doh.gov.uk/safeguardingchildren/#intro� 






































