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SECTION 10: SAFEGUARDING CHILDREN IN SPECIFIC CIRCUMSTANCES

SECTION 10.11 FABRICATED OR INDUCED ILLNESS IN A CHILD

10.11.1 Introduction

a) Fabricated or induced illness is where a parent or main carer fabricates or induces physical illness in a child.  This causes the child to have unnecessary and sometimes dangerous investigations and medication.

b) There are three main ways of the carer fabricating or inducing illness in a child (these are not mutually exclusive):

· Fabrication of signs and symptoms – may include fabrication of past medical history.

· Fabrication of signs and symptoms, falsification of hospital charts and records or specimens of bodily fluids.  This may also include the falsification of letters and documents.

· Induction of illness by a variety of means.

c) Fabrication or induction of illness in a child by a carer is considered to be rare. There are very few epidemiological studies published. McClure et al 1996 suggested an incidence of one child per million per year, Watson et al 1999 an incidence of 89 per 100,000. However it is believed to be under-reported and detected.

10.11.2 Spectrum of cases where F11 concerns may arise.

The Royal College of Paediatrics and Child Health – Fabricated or Induced Illness by carers:  A practical guide for Paediatricians 2009.  Suggests there is a range of explanations that should be considered when there are concerns that F11 may be a factor.

I. Parental anxiety due to lack of knowledge, over interpretation of normal/trivial features of childhood, which may be associated with depressive illnesses in the carer.
II. Child’s symptoms are misperceived, perpetuated or reinforced by the carers behaviour; carers may genuinely believe the child is ill or may have fixed beliefs about illness.

III. Carer actively promotes sick role by exaggeration, non treatment of real problems, fabrication or falsification of signs, and or induction of illness.

IV. Carer suffers from psychiatric illnesses (e.g. delusional disorder) which leads them to believe child is ill.

V. Unrecognised genuine medical problem becomes apparent after initial concerns about F11.

10.11.3 Child Welfare Concerns

There are numerous circumstances in which child welfare concerns may arise.  These may be:

· Reported symptoms and signs found on examination are not explained by any medical condition from which the child may be suffering.

· Physical Examination and medical investigations do not explain the reported symptoms.

· There is an inexplicable poor response to the prescribed medication and other treatments to the ailment in question.
· New symptoms are reported on resolution of previous ones, or reported symptoms and signs found are not seen to begin in absence of the carer.

· Over time the child is repeatedly presented with a range of signs and symptoms.

· The child’s normal, daily activities are being curtailed beyond that which might be expected for any medical disorder from which the child is known to suffer.

There may be a number of explanations for these circumstances and each requires careful consideration and review.  The characteristics of fabricated or induced illness are that there is a lack of the usual corroboration of findings.  It is this puzzling discrepancy that may alert the medical clinician to possible harm being suffered by the child.

10.11.4 Carer’s Behaviours

A key task is to distinguish between the very anxious carer who may be acting reasonably and those who exhibit abnormal behaviour.  Possible behaviour’s exhibited by carers are:

· Deliberately inducing symptoms by administering medication or other substances, obstructing airways, or interfering with the child’s body causing physical signs.

· Interfering with treatments.

· Claiming a child has symptoms which cannot be verified unless observed directly and can lead to unnecessary investigations/treatments which may cause secondary physical problems.

· Exaggerating symptoms and action as above.

· Obtaining specialist treatments or equipment for children who do not require them.

· Alleging psychological illness in a child.

· Reluctance to allow anybody else (family or professional) to care for their child.

· Threats to involve complaints process or litigation when challenged by professionals.

· Frequent requests to change medical practitioner.

10.11.5 Roles and Responsibilities

Health Organisations and Professionals

· All health professionals in the NHS or private sector may come across children about whom there are concerns of fabricated or induced illness.  These children may present to NHS Direct, a walk-in centre, primary care teams or hospitals.

· Health professionals may also identify a carer who is fabricating or inducing illness in themselves.  In these cases professionals must consider whether the health and development of any child cared for by that adult is being impaired.

· Health practitioners that have suspicions about fabricated or induced illness should consult the Named or Designated Doctor or Nurse for Safeguarding Children.  Detailed notes should be kept of all discussions.  Health professionals should not discuss their concerns with parents/carers at this time.

· All health professionals, whether working with children or adults, should be aware of the LSCB Safeguarding Children policies and procedures relating to fabricated or induced illness.  Health professionals may experience a conflict of loyalty when their primary client is not the child.  In this situation it is their duty to safeguard the child and promote their welfare.

· Where there are suspicions of parents fabricating or inducing illness and the child is in hospital any equipment should be secured and dated for police investigation.

Primary Care Trusts

Professionals in primary health care teams may have unique knowledge of uncorroborated, odd or unusual presentations, or where there is a discrepancy between the child’s reported signs and symptoms and those observed or where there is a history of abnormal illness behaviours in the family.  The team should:

· Be familiar with early signs and symptoms of fabricated and induced illness.

· Be aware that the welfare of the child overrides any loyalty to the family.

Nurses, Midwives and Health Visitors

· Nurses, midwives and health visitors work with families and children in a range of roles and environments.  Fabricated or induced illness is an aspect of safeguarding children of which all nurses, midwives and health visitors should be aware.

· If concerns arise that a carer is impairing a child’s health and development by fabricating illness they should consider the presenting information to see where it is on the continuum from parental concern, over-anxiety through to suspected significant harm, in consultation with the Named or Designated Nurse.

· If fabricated illness or induced illness is suspected, a referral must be made to Social Care.  Concerns should not be discussed with the parents/carers at this time.  Accurate records should be kept.  This part of the records should be kept secure and the parents should not have access at this stage.

· Midwives should consider the possibility of fabricated or induced illness when booking information given by women about unusual complications of pregnancy which are not substantiated, complicated medical histories, or unexplained deaths in the family.  The Named Midwife should be consulted if there is any concern.

· Evidence of illness having been fabricated in an older sibling should be considered during any subsequent pregnancy and discussed with the Named Midwife and Designated Doctor/Nurse.

· During the course of medical evaluations, nurses and doctors may be responsible for the collection of specimens and evidence.  These should be collected and sent off for analysis in such a way that they cannot be tampered with.

· 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 Fraser competent and a parent seeks access to their medical notes, access to all or part of the notes can be denied if disclosing the information would, in the view of an appropriate health professional, be likely to cause serious harm to the physical or mental health of the child or any other person.

Paediatricians

· Paediatricians who suspect that some or all of the child’s symptoms of illness are being fabricated or induced by a carer should take on the role of the RESPONSIBLE PAEDIATRIC CONSULTANT

· The responsible Paediatric Consultant should take the lead responsibility for all decisions about the child’s healthcare.

· The responsible Paediatric Consultant should consult the Named Doctor about child safety concerns and keep him or her informed in the process.  If the RPC is the named doctor they may wish to consult with the Designated Doctor, discussion with a senior colleague in social care may also be helpful in deciding whether and when a referral should be made.

· Second opinions should usually only be requested on specific issues, with the approval of both the RPC and the Named and Designated professionals.

· The RPC should ensure a high standard of record keeping and that records are stored securely.
· In any case of suspected or induced illness it is essential that the RPC carefully reviews the child’s medical history, this should include.

a) Reviewing all available medical notes.

b) Liaising with the child and family members, GPs and health visitor(s).

c) Child health records should be accessed.

d) Consideration given to making enquiries of other local hospitals.

e) If the child has recently moved into the area contact should be made with the paediatric service in the previous area – the Named Doctor in the previous area can facilitate this process.

f) Drawing up a medical chronology will help confirm if there are or are not concerns and the urgency of these concerns.

Other Consultants

· Another consultant may give an opinion as to whether any organic or rare disorder may have been overlooked.

· If the consultant who has a concern is not a paediatrician then a referral must be made to a paediatrician.

· All information from consultations with other doctors must be sent to the RPC and if there is ongoing involvement the RPC should be sent  regular updates.

Where a consultant has reasonable cause to suspect that a child is suffering or likely to suffer significant harm a referral should be made to the Social Care local to the hospital where the child is an in-patient.  If this is a different Social Care Department to where the child normally resides,  is the doctor or the Social Care department dealing with the initial referral who has the responsibility to liaise with the appropriate Social Care Department.

General Practitioners

· If a GP has concerns regarding fabricated or induced illness they should ensure a referral is made to a paediatrician for assessment.  There may be specific examples where it is impossible for GPs to provide information but in general the Local Safeguarding Children Board expects GPs to co-operate with a request for a medical chronology from the lead paediatrician.

· Sharing of low level information about children and young people – the Professional Executive Committee (PEC) has agreed the following amendment to the Caldicott Guardian guidance:  ‘Sometimes a situation arises where a number of professionals involved with a child are worried that there may be a risk of serious harm but are not able to establish that, and wish to view other information in case it adds to the picture.  The problem here is that if nobody has enough information to establish a risk of serious harm then the threshold for sharing information for child protection purposes has not been crossed.  The solution to this problem is that everybody should pass the information they have to a senior medical professional (perhaps a consultant) who will decide in the light of all the information whether the threshold for information sharing has been crossed.’

· The GP should consider if there are any known mental health issues in the adults involved in the child’s care, and consider if they may impact on the care of the child.

· If a carer has mental health issues, consideration should be given to refer them to the adult mental health services for assessment. 

Child and Adolescent Mental Health Services (CAMHS)

Fabricated or induced illness in mental health settings is particularly difficult to identify for a variety of reasons.  The role of CAMHS professionals may include recognition of situations where emotional (psychological or psychiatric) and behavioural symptoms are being fabricated or induced.  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.  The service will need to respond promptly in these circumstances.

CAMHS professionals may be involved in the assessment of families where fabricated or induced illness is an issue.  The service will received requests from various sources during the course of overall assessment and should contribute to the assessment.

Adult Mental Health Services

A range of adult mental health professionals may be involved in the assessment, planning and treatment of a carer.  Through their involvement with a patient, adult mental health professionals may become concerned about the welfare of a child.  In particular, this may be if a carer has a somatising disorder or is known to fabricate or induce illness in themselves.  If adult mental health professionals have concerns about a child they should discuss these concerns with a Named or Designated Doctor/Nurse in the NHS Trust or with their local Children’s Social Care.

10.11.6 Use of Covert Video Surveillance on NHS Premises or wherever the care is provided’

If the police wish to undertake surveillance the Chief Executive of the NHS Trust should be consulted and the Chief Executive of the PCT informed.

The police should undertake the surveillance and accountability for it held by a police manager.

Supervision and support should be available to all health staff involved by the Named and Designated Doctors and Nurses.

10.11.7 Education Services

a) Schools and nurseries are best placed to detect fabricated or induced illness at an early stage.  Education services should be aware that their responsibilities to safeguard and promote the welfare of children are contained in Working Together to safeguard children 2010 (pg 77. para 2.1.55), the Education Act 2002, and Children Act 1989.  

b) School attendance under 85% or where there is cause for concern must be referred to the Education Welfare Officer.  The Education Welfare Officer will contact the child’s GP in cases where medical reasons are given for frequent school absence.

c) If fabricated or induced illness by a carer is suspected, schools should consider first the possible reasons for the signs and symptoms.  They should determine whether illness is being used, for example, to avoid certain lessons or being bullied.  Whilst these have an impact on a pupil’s behaviour and academic performance, these should be dealt with under existing guidance
 and school policy and do not fall within the scope of this policy.

d) Fabricated illness is often, but not always, associated with emotional abuse. Professionals need to be alert to the possibility of fabricated illness and remain vigilant and questioning about symptoms described to them. If appropriate they should  ask for confirmation of the diagnosis.   Factors that may indicate risk of harm could include:

· Frequent and unexplained absences from school, and from particular lessons/activities.
· Regular failures to keep medical and other health related appointments eg opticians, physiotherapists.
· Repeated claims from carers that the child is frequently unwell and that he/she requires medical attention for symptoms that, when described, are vague in nature, difficult to diagnose and which teachers themselves have not noticed e.g. headaches, stomach aches, seizures, dizzy spells. It may include frequent contact with  health professionals via school and/or requests for referrals for second opinions.

· Over use/inappropriate use of drugs, including non-prescription drugs such as Calpol, laxatives, etc.

· Refusal of permission for school medicals and/or other health related checks ( eg hearing) .

· Frequent illness, treatments or ailments not consistent, or considered to be excessive, in relation to a child’s disability.

e) The child may disclose ill treatment by carers  to staff or complain about frequent doctor’s visits.  Carers, siblings and the child may present conflicting stories about illnesses and deaths.  Where siblings are in the same school, concerns should be discussed with the relevant staff to establish if similar patterns apply to all children in the family. This should be done by the Designated Senior Officer for Child Protection in the school. 
f) Schools/nurseries must not make their own enquiries if they have reason to suspect possible or actual harm.  School staff should refer any child welfare concern to the Designated Senior Officer for Child Protection in their school, who is then responsible for notifying Social Care.

g) Schools should collate a record of absences and, where known, the reasons given by the carer for the absence. They should also record any discussions with the child, including verbatim comments, using their internal recording procedure which is identified in their safeguarding children policy.   The date, time, place and the names of any people present at the time should be recorded.  This should be included in the referral made to Social Care.
h) Staff should not advise parents/carers about the suspicion of fabricated illness as there is evidence that this can increase the harm and it may also damage evidence. The Designated Senior Officer should discuss with Social Care what the parent/carers will be told, by whom and when. 
i) The designated senior officer for child protection will be invited to attend any strategy discussions or child protection conferences.  The Designated Senior Officer  will be notified  by Social Care of the extent to which the carers have been informed of concerns and what information can be shared.

10.11.8 Role of the Police

· Any suspected case of fabricated illness may also involve the commission of a crime and therefore the Police should always be involved.  The Police should be alerted to suspected cases of fabricated and especially induced illness as early as possible.  It may be critical to the ongoing criminal investigation that the carer is not made aware of the child protection concerns.

· The Police Service is the prime agency for gathering evidence in connection with criminal cases.  There is sometimes reluctance to involve them but it must be remembered that all professionals should be working towards the same gaol, safeguarding the child.

· Evidence must be gathered to the highest standards and the investigation should be led by an experienced senior investigating officer.  The Police enquiries may well assist in identifying that the underlying explanation for the child’s symptoms is not harm caused by the carer.

· The Police should carry out any work within a hospital sensitively and delicately, with any disruption to normal ward life 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.  The inter-agency management team should, if possible consider the arrest strategy in advance of it being carried out.

· Where a decision has been made at a multi-agency strategy discussion to use covert video surveillance (CVS) in a case of 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/CDs.  Doctors and other professionals should not independently carry out covert video surveillance.

· The police should take into account, the good practice advice for police officers.

10.11.9 Referral Process

Making a Referral

a) Before making any referral it is important that there is careful consideration given to each of the circumstances highlighted above, as there may be a number of explanations for the child’s presentation.  Consultation with peers or colleagues in other agencies is important to make sense of the underlying reason for these signs and symptoms.

b) When fabricated or induced illness is suspected a referral should be made to Social Care.  While professionals should seek, in general, to discuss any concerns with parents, this should only be done where this will not place a child at increased risk of significant harm (from paragraph 5.6 Working Together).  Decisions should be agreed between the referrer and the recipient of the referral, in line with Stockport Safeguarding Children Policies and Procedures, about that parents will be told, by whom and when.  This should be recorded and held on the child’s file.

c) Within one day of the referral, Social Care should decide what action/response is necessary.  In order to safeguard the child’s welfare it is important that all three disciplines (Health, Social Care and Police) work closely together in making and taking forward decisions about any future action, recognising each other’s roles and responsibilities.  All decisions about what information is to be shared with parents should be made jointly.

d) Responsibility for the child’s health care and decisions pertaining to it will lie with the paediatric consultant, whereas Social Care will retain lead responsibility for action to safeguard and promote the child’s welfare.

e) All assessments should be undertaken in accordance with the Framework for Assessment.

10.11.10 Local Authority Responsibilities

The Local Authority is responsible for ensuring that all children living in their area are protected from harm and are well safeguarded.  They have a duty to plan services for children in need, in consultation with a wide range of other agencies.  All Local Authority services have an impact on the lives of children however some services working in areas such as housing, sport, leisure and environmental health are less likely to be involved in cases of fabricated illness. However if they are involved or suspect an illness is fabricated or induce they should follow the guidance in Working Together (paragraphs 2.9 – 2.26).  Children’s Social Care is the part of the Local Authority which carries children’s social services functions.

Children’s Social Care functions fall into four main areas: assessment including S47 enquiries, planning, provision of services and reviewing children’s progress. (refer to HM Government Guidance, Safeguarding Children in whom illness is fabricated or induced) for further information.

Initial Assessment – S17 Children Act 

a) An initial assessment under S17 is undertaken to determine ”whether the child is in need, the nature of any services required, and whether a further detailed core assessment should be undertaken “ (paragraph 3.9, Assessment Framework). 

b) Children’s Social Care has lead responsibility for the initial assessment but this should be completed in close liaison with all other relevant agencies. It needs to be carefully planned, with clarity about who is doing what and when and what information will be shared with parents. The assessment should be undertaken in collaboration with the medical consultant who is responsible for the child’s health care. It is the medical consultant who will have an overall view of the child’s health and advise as to whether further investigation should be carried out. 

c) On completion of the initial assessment, which may be brief if it quickly becomes clear that there is reasonable cause to suspect the child is suffering or is likely to suffer significant harm,  Children’s Social Care (the Social Worker and Team Manager) together with the medical consultant should decide on the next course of action. Again careful consideration should be given to what the parents are told. 

d) If there is no suspected actual or likely significant harm, then the child may be a child in need and it may be appropriate to complete a core assessment. If there is suspected actual or likely significant harm then Children’s Social Care are required to complete a S.47 enquiry. The Police will need to be informed straight away and a strategy discussion held. This will take place in the form of a Strategy Meeting which will be coordinated and chaired by the Safeguarding Children’s Unit. Concerns should not be raised with a parent if it is judged that this action will jeopardise the child’s safety.

e) If medical evidence indicates that the child's life is at risk or at risk of serious harm, then immediate action should be taken to safeguard the child and consideration given to the protection of any siblings. If a child has been intentionally suffocated or poisoned then immediate action to safeguard the child should be taken. 

Strategy Meeting

a) If there is reasonable cause to suspect the child is suffering or is likely to suffer significant harm from fabricated or induced illness, the Social Worker who is allocated to the case will contact the Safeguarding Children Unit who will convene and chair a strategy meeting. Safeguarding Children Unit will record the decisions made, who is responsible for each action and the timescales agreed. Each agency invited will be expected to bring a detailed chronology of concerns and events relating to that child and their parents or carers. 

The purpose of the strategy meeting is: 

· To agree whether to initiate S47 enquiries or support the family via child in need

· To complete a core assessment 

· Share available information 

· Decide whether it is necessary for supplementary records to be kept in a secure place 

· Agree the conduct and timing of any criminal investigation 

· Decide whether the child requires constant professional observation; 

· Reach decisions about undertaking covert video surveillance (CVS). If CVS is to be used this should be undertaken by the police. 

· Agree who will carry out what actions, timescales for carrying them out and for what purpose, in particular planning of further paediatric assessment 

· Identify the needs of parents or care

· Determine if legal action is required 

· Produce a multi-agency chronology of events 

· Determine and plan what information will be shared with the parents or carers and the timescales for this 

· Draw up contingency plans and whether any legal action is needed 

· Decided whether a child protection conference is required or to support the family via child in need.  A further strategy meeting should only be held if there are complex issues.

b) The minimum representatives to be invited to the strategy meeting will be: 

· Social Worker allocated to the case

· Team Manager for the Social Worker

· Police 

· Medical Consultant (if the child is an in-patient then senior ward nurse as well). 

Consideration should also be given to inviting: 

· A medical professional that has expertise in the branch of medicine, which deals with the symptoms and illness processes, caused by the suspected abuse. 

· General Practitioner for the family 

· Health Visitor 

· Education Representative 

· Local Authority’s legal representative. 

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.

At the Strategy meeting a decision needs to be made as to whether the concerns are serious enough to initiate a S47 enquiry and a Child Protection Conference held, this is likely where the child’s circumstances are complex or to work with the family under the Child in Need model.  In most cases there should only be a need for one Strategy meeting.

Section 47 enquiries as part of a core assessment: As well as making the usual S47 enquiries as outlined in Stockport’s Safeguarding Handbook there are other specific issues which need to be given close consideration.

· The child’s understanding, if old enough, of their symptoms and the nature of their relationship with each significant family member; each of the caregiver’s relationships with the child, the parents’ relationship with each other and with the children in the family, as well as the family’s position within their community.

· The core assessment should include systematic gathering of information about the history of the child and each family member.  Particular emphasis should be given to health, 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.

· A range of specialist assessments maybe required.  Such as physiotherapists, occupational therapists, speech and language therapists and child psychologists. Child and adult mental health may also be involved in assessments of the family.

· It is important that there is careful and detailed note taking by all professionals involved which maybe needed 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 by staff.  Records should be timed, dated and signed and most importantly should be kept in a secure manner so that they cannot be accessed by unauthorised persons.

Outcome of S47 enquiries

Concerns not substantiated:  medical tests may identify a medical condition which explains the child’s signs and symptoms and so further safeguarding is unnecessary.  In this situation it is important to discuss with parents what further help or support them may require.  This should be done in the form of a child in need meeting which will be involve professionals from other agencies.

Concerns substantiated, but child not judged to be at continuing risk of significant harm: The S47 may concluded that a child has suffered significant harm but it is agreed between agencies involved that a plan can be implemented to ensure the future safety and welfare of the child without the need for a child protection conference. For example if the carer has taken full responsibility for harm they have caused and are working open and honestly with professionals; or the families circumstances have changed.  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.  In these circumstances Social Care should convene a child in need meeting and chair the initial meeting to draw up a child in need plan with clear objectives and actions.

Concerns substantiated and child judged to be at risk of continuing risk of significant harm: Where the agencies involved judge that a child may continue to suffer or to be at risk of suffering significant harm, Children’s Social Care should convene a child protection conference.

10.11.11 Allegation Management

If it is suspected that a professional is involved in fabricating or inducing illness in a child they are caring for the:

· The safety of the child should be immediately secured.

· The LSCB policy and procedure for managing allegations against people who work with children and young people must be followed.  The policy can be located at: www.safeguardingchildreninstockport.org.uk 

· The senior manager in conjunction with the named senior officer for the professional must make a judgement if the threshold of harm has been met, discuss the situation with the LADO and make the decision if the staff member should be suspended from duty.

THIS POLICY SHOULD BE READ IN CONJUNCTION WITH:

1. Safeguarding Children in Whom Illness is Fabricated or Induced, HM Govt 2008

2. Duties of Doctors and Other Health Professionals in Investigations of Child Abuse, 20.07.07, www.ecm.gov.uk/resources-and-practice
3. Information Sharing: Practitioners guide, HM Govt 2006

4. Fabricated or Induced Illness by Carers – The Royal College of Paediatrics and Child Health Report 2002

5. Working Together to Safeguard Children, HM Govt 2006

6. Framework for the Assessment of children in Need and their Families, DH, DEE and the Home Office 2000

7. Good Practice advice for Police Officers – National Police Improvement agency, specialists operations centre.
8. Training Resource, DVD Incredibly caring DH 2009

9. Fabricated or induced illness by carers (F11):  A Practical Guide for Pediatricians’ Royal College of Pediatricians and child health 2009.
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