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Policy Summary

This policy contains descriptions of different categories of abuse and the procedures that must be followed when abuse is identified.  
It also contains an appendix about Organised Abuse. 

Specific information about other types of abuse eg. Allegation Management, Child Trafficking, FGM, Sexual Exploitation, is contained in policies elsewhere in Stockport Safeguarding Children Board procedures.    
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SECTION 4: RECOGNISING ABUSE

This section sets out the process to be followed when a child who lives in Stockport or is found in Stockport, is suffering or is likely to suffer significant harm.
1. DEFINITIONS 

The Children Act 1989 provides the legal framework for defining the situations in which local authorities have a duty to make enquiries about what, if any, action they should take to safeguard or promote the welfare of a child. 

S.47 of the Act requires that if a local authority has ‘reasonable cause to suspect that a child who lives or is found in their area is suffering or is likely to suffer significant harm’ the authority shall make, or cause to be made, such enquiries as they consider necessary…..’

Under s.31 (9) of the Children Act 1989 as amended by the Adoption and Children Act 2002:

• ‘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’ includes physical and mental health

• ‘Ill treatment’ includes sexual abuse and forms of ill treatment, which are not physical

Under s.31 (10) of the Act, where the question of whether harm suffered by the child is significant turns on the child’s health and development, his/her health and development shall be compared with that which could reasonably be expected of a similar child.

There are no absolute criteria on which to rely when judging what constitutes significant harm. It is the responsibility of Children’s Social Care to make a judgement if a referral about abuse and / or neglect of a child falls into the criteria for a s.47 enquiry based on the multi-agency information obtained about a case.

Working Together to Safeguard Children (2010)
 sets out definitions and examples of the 4 broad categories of abuse and neglect which are used for the purposes of deciding whether a child should be made the subject of a Child Protection Plan:

· Physical abuse

· Emotional abuse

· Sexual abuse and

· Neglect
These categories overlap and an abused child does frequently suffer more than one type of abuse.


Physical abuse may involve hitting, shaking, throwing, poisoning, burning or scalding, drowning, suffocating or otherwise causing physical harm to a child. Physical harm may also be caused when a parent or carer fabricates the symptoms of, or deliberately induces, illness in a child.


Emotional abuse is the persistent emotional maltreatment of a child such as to cause severe and persistent adverse effects on the child’s emotional development. 


It may involve conveying to children that they are worthless or unloved, inadequate, or valued insofar as they meet the needs of another person. It may include not giving the child opportunities to express their views, deliberately silencing them or ‘making fun’ of what they say or how they communicate. It may feature age or developmentally inappropriate expectations being imposed on children. These may include interactions that are beyond the child’s developmental capability, as well as over-protection and limitation of exploration and learning, or preventing the child participating in normal social interaction.
 It may involve seeing or hearing the ill-treatment of another. It may involve serious bullying (including cyberbullying), 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 maltreatment of a child, though it may occur alone.


Sexual abuse involves forcing or enticing a child or young person to take part in sexual activities, including prostitution, whether or not the child is aware of what is happening. The activities may involve physical contact, including assault by penetration (for example rape or oral sex) or non-penetrative acts such as masturbation, kissing, rubbing and touching outside of clothing. They may include non contact activities such as involving children in looking at, or in the production of, sexual images, watching sexual activities, encouraging children to behave in sexually inappropriate ways, or grooming a child in preparation for abuse (including via the internet). Sexual abuse is not solely perpetrated by adult males. Women can also commit acts of sexual abuse, as can other children

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. Neglect may occur during pregnancy as a result of maternal substance abuse. Once a child is born, neglect may involve a parent or carer failing to:

· provide adequate food and clothing, shelter (including exclusion from home or abandonment);

· protect a child from physical and emotional harm or danger;

· ensure adequate supervision including the use of inadequate care-givers); 
· ensure access to appropriate medical care or treatment. 


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

2. The impact of child abuse and neglect

The sustained abuse or neglect of children physically, emotionally or sexually can have major long-term effects on all aspects of a child’s health, development and well-being. Sustained abuse is likely to have a deep impact on the child’s self-image and self-esteem, and on his or her future life.

Difficulties may extend into adulthood: the experience of long-term abuse may lead to difficulties in forming or sustaining close relationships, establishing oneself in the workforce and to extra difficulties in developing the attitudes and skills needed to be an effective parent.
Physical abuse can lead directly to neurological damage, physical injuries, disability or – at the extreme – death. Harm may be caused to children both by the abuse itself, and by the abuse taking place in a wider family or institutional context of conflict and aggression. Physical abuse has been linked to aggressive behaviour in children, emotional and behavioural problems, and educational difficulties.
Sexual abuse has been linked to disturbed behaviour including self-harm, inappropriate sexualised behaviour, sadness, depression and a loss of self-esteem.

Its adverse effects may endure into adulthood. The severity of impact on a child is believed to increase the longer abuse continues, the more extensive the abuse, and the older the child. A number of features of sexual abuse have also been linked with severity of impact, including the extent of premeditation, the degree of threat and coercion, sadism, and bizarre or unusual elements. A child’s ability to cope with experience of sexual abuse, once recognised or disclosed, is strengthened by the support of a non-abusive adult carer who believes the child, helps the child understand the abuse, and is able to offer help and protection. 
A proportion of adults who sexually abuse children have themselves been sexually abused as children. They may also have been exposed as children to domestic violence and discontinuity of care. However, it would be quite wrong to suggest that most children who are abused will inevitably go on to become abusers themselves.
Emotional abuse has an important impact on a developing child’s mental health, behaviour and self-esteem. It can be especially damaging in infancy. Underlying emotional abuse may be as important, if not more so, than other more visible forms of abuse in terms of its impact on the child. Domestic violence, adult mental health problems and parental substance misuse may be features in families where children are exposed to such abuse.

Severe neglect of young children is associated with major impairment of growth and intellectual development. Persistent neglect can lead to serious impairment of health and development, and long-term difficulties with social functioning, relationships and educational progress. Neglect can also result, in extreme cases, in death.

3. RISK INDICATORS 

The Department of Health ‘Framework for the Assessment of Children in Need and their Families’ (2000) provides a systematic framework for collecting, analysing and recording information to support professional judgements about how to best support children and families.

The framework has been developed for the assessment of all children in need, including whether the child is suffering or likely to suffer significant harm and what actions and services are required to best meet the needs of the child and their family. 

The Children Act 1989 introduced the concept of significant harm as a threshold for compulsory intervention into families in the best interests of the child. The Local Authority has a duty under Section 47 to make enquiries, or cause enquiries to be made, where it suspects that a child is at risk of significant harm or likely to be at risk. In order to understand and establish significant harm, it is necessary to be able to recognise abuse and understand the risk indications.
 Recognising physical abuse 

The presence of the following injuries may indicate that further enquiries should be undertaken: 

· Soft tissue bruising, particularly around the head and neck

· Bruising of different ages

· Bruising or any injuries to an immobile baby

· Injuries to a baby’s mouth

· Bruising or marks that reflect the use of an object (e.g. handprints)

· Scalds and burns inconsistent with the explanation given

· Bite marks

· Unexplained fractures

· Any unexplained injuries.

The list should not be considered comprehensive. The presence of one or more of these factors is not proof that abuse has occurred but must be viewed in the context of the wider history.  If physical abuse is suspected, medical advice must be sought. 

The presence of the following factors should be cause for concern:

· Discrepancy between the injury and the explanation

· Conflicting or changing explanations or no explanation for the injury

· Delay in seeking treatment

· Parents taking a child to different hospitals when injured

· Injuries of different ages

· History of previous injuries or concerns

· Previous abuse 

· Evidence of substance misuse

· History of aggression and past violence

·      An allegation of abuse from the child.

NB. Any injuries to a baby or very young child should be viewed seriously. The homicide rate for under ones is nearly five times greater than the average with 59 offences per million of the population of under ones compared to 14 offences per million of the population as a whole. (Home Office, 2000).

Physical abuse can lead directly to neurological damage, physical injuries, disability or, at the extreme, death. Harm may be caused to children both by the abuse itself, and by the abuse taking place in a wider family or institutional context of conflict and aggression. Physical abuse has been linked to aggressive behaviour in children, emotional and behavioural problems, and educational difficulties. 
The following diagram identifies the sites where bruising may well signify non-accidental injury:
Common sites for non-accidental injury

[image: image1.png]Eyes: bruiing, blac
(Particulaly both ey

\

" Cheelside of face:
bruicing, finger marks

Shall: fxcse, brsising o7~
bleeding under kull (om
hakingd)  you,
tom sl
Shoulde
s, 535

Chest: _—
b,
raop marks




Recognising emotional abuse 
Emotional abuse may be difficult to recognise, as the signs are usually behavioural rather than physical. The manifestations of emotional abuse might also indicate the presence of other kinds of abuse. The indicators of emotional abuse are often also associated with other forms of abuse. An emotionally abused child may show some or all of the following characteristics:
• Delays in physical, social or emotional development such as poor growth, speech delay, under-achievement in school, difficulty in forming peer relationships, difficulty becoming independent, concentration difficulties or limited ability to explore

• Abnormal attachments between a child and parent/carer e.g. anxious attachment

• Indiscriminate attachment or failure to attach

• Extreme behaviours such as over-compliant or disobedient, over-passive or aggressive

• Inability to accept boundaries

• Scapegoating within the family

• Low self esteem and lack of confidence

• Problems with habits such as rocking, thumb-sucking, over-eating, disturbed sleeping and excessive masturbation

• Problems with behaviour such as withdrawal, stealing, destructiveness, smearing and bedwetting, attention-seeking behaviour and running away

• Problem with emotion such as anxiety, depression, low self-esteem, lack of confidence, inappropriate seeking or avoiding of affection, frozen watchfulness and absence of attachment behaviour

• Self-harm behaviours such as head banging, scratching or cutting skin, pulling out hair, attempted suicide.
It must be understood that these signs may be caused by issues other than abuse in the child’s living arrangements, including poverty, bereavement, stressful change, discrimination, concerns at school. They are not in themselves indicative of emotionally abusive acts by parents. It is important to remember that for emotional abuse to be said to be present there must be evidence of a causal link between the sign in the child and specific chronic abusive acts by carers. However, there are certain parental behaviours which unless changed will impact detrimentally on the child and which should meet the threshold for the likelihood of harm. Such behaviour has been categorized as follows:

Persistent negative attitude towards the child

• Repeated and persistent denigration, hostility, belittling or blaming of the child.

• Holding the child responsible for misfortunes and threats or actually severe punishment consonant with the parental belief about what the child deserves.

• Conditional parenting, in which the child’s secure place within the family, is made contingent on his / her good behaviour.
Emotional unavailability, unresponsiveness and neglect

• Maternal depression, parental alcohol abuse and childhood experiences may leave parents unable to recognise or respond to their children’s attachment and emotional needs.
Failure to recognise or respect the child’s individuality and psychological boundary

• This is where is child is expected to fulfil the psychological needs of the parent (s) and is expressed by parental behaviours and attitudes, or deployment or deprivation of the child.

Inappropriate or inconsistent developmental expectations and considerations

• Premature impositions of physical and psychological responsibility on the child.
• Inappropriate or inconsistent expectations of a young child.

• Failure to protect from inappropriate experiences.

• Confusing communications and distortion of objective truth.

• Overprotection and failure to provide age appropriate opportunities for cognitive and emotional learning experiences.

Persistent inappropriate socialisation:
• Actively overprotecting a child and denying developmental need

   Preventing participation in normal social interaction
Recognising sexual abuse
It must be remembered that child sexual abuse is an extremely emotive and sensitive subject for all concerned. Boys and girls of all ages may be sexually abused and are frequently scared to say anything due to guilt and/or fear.

Recognition can be difficult, as there may be no physical signs and indications are likely to be emotional/behavioural. Diagnosis and management in these situations is a complex multi-disciplinary process.

A child or young person may have disturbed behaviour or changes in behaviour. This is a very difficult area as most behaviours associated with child sexual abuse are not specific to sexual abuse, only indicating that a child or young person is distressed. The cause of this distress may have other causes such as parental disharmony or bullying at school. Those behaviours with a higher but not invariable association with sexual abuse include:

• Sexualised behaviour (particularly in young children)

• Sexual knowledge or awareness beyond that expected for their age

• Prostitution or sexually risky behaviour
• Self-mutilation

• Running away
Some physical indicators which may be associated with this form of abuse are:

• Inappropriate sexualised conduct

• Pain or itching of genital area

• Sexually explicit behaviour, play or conversation, inappropriate to the child’s age

• Continuous and inappropriate or excessive masturbation

• Blood on underclothes

• Pregnancy in a younger girl where the identity of the father is not disclosed

• Physical symptoms such as injuries to the genital or anal area, bruising to buttocks, abdomen and thighs, sexually transmitted disease, presence of semen on vagina, anus, external genitalia or clothing

• Self-harm, self mutilation and suicide attempts

• Involvement in prostitution or indiscriminate choice of sexual partners

In addition, the emotional disturbance witnessed in emotional abuse may be evident.
Recognising Neglect 
Many families under great stress nonetheless manage to bring up their children in a warm, loving and supportive environment in which the children’s needs are met and they are safe from harm.

Sources of stress within families may, however, have a negative impact on a child’s health, development and well being, either directly or indirectly, because they affect the parent’s capacity to respond to their child’s needs.
This is particularly the case when there is no other significant adult who is able to respond to the child’s needs.

Many families who seek or are referred for concerns about their children’s welfare suffer multiple disadvantages. Poverty may mean that children live in crowded or unsuitable conditions, have poor diets, health problems or disability, be vulnerable to accidents, and lack ready access to good educational and leisure opportunities. Racism and racial harassment are additional sources of stress for some families and children.

Neglect in child protection terms must be viewed as the sustained neglect of children in certain dimensions of their lives. It may be over a long period or it may occur in episodes or ‘bad patches’ in parents’ lives causing harm to children’s development. Evidence of neglect is built up over a period of time and can cover different aspects of parenting. Typical features include:

• Failure by parents or carers to meet the basic essential needs e.g. adequate food, clothes, warmth, hygiene and medical care

• A child seen to be listless, apathetic and unresponsive with no apparent medical cause

• Failure of child to grow within normal expected pattern, with accompanying weight loss

• Observed thriving of child away from the home environment

• Child frequently absent from school

• Child left with adults who are intoxicated or violent

• Child abandoned or left alone

• Developmental delay without other clear cause

• Lack of social responsiveness

• Repeated failure by parent/carer to prevent injury

• Non-organic failure to thrive
Babies and children who are physically and emotionally neglected are at high risk of suffering:
• Gross under-stimulation

• Poor growth and developmental delay

• Disturbances in emotional attachment

• Language delay

• Conduct disorder

• Poor educational performance

• Severe nappy rash and other skin infections

• Recurrent and persistent minor infections
As they grow older they may feel:
• Unloved and unloving

• Powerless and hopeless

• A severe lack of self-esteem

• Isolated from peers and adults
NO ASSUMPTIONS SHOULD BE MADE ABOUT ANY OF THE ABOVE INDICATORS.

ANY INDICATOR MUST BE CONSIDERED IN THE CONTEXT OF THE APPROPRIATE ASSESSMENT OF THE CHILD IN LINE WITH THESE SAFEGUARDING PROCEDURES. 
4. BACKGROUND FACTORS WHICH INCREASE RISK OF CHILD ABUSE OCCURRING 

Parents

· Both immature and young

· Socially isolated

· History of deprivation/abuse/rejection

· Show jealousy and rivalry to child

· Expect child to meet their needs

· Unrealistic expectations/rigid ideas about child development

· The partner is not the parent of all the children, or there are:


- Frequent changes of partner


- A known history of aggressive behaviour.
The Child
· Bonding impeded due to neo-natal problems

· Perceived as 'difficult' by parents

· Unresponsive

· Anxious or fearful

· Indiscriminately affectionate

· Unkempt, dirty, inappropriately dressed

· 'Role reversal' in older children appearing to look after or protect parent.

Disabled Children may be particularly vulnerable for the following reasons:

· They have fewer independent contacts outside the family than other children

· They receive intimate personal care, possibly from a number of carers, which may both increase the risk of exposure to abusive behaviour, and make it more difficult to set and maintain physical boundaries

· They have an impaired capacity to resist or avoid abuse
· They may have greater difficulty in communicating, so cannot tell others what is happening to them

· They may be inhibited about complaining because of fear of losing services

· They may be especially vulnerable to bullying and intimidation

· They may be more vulnerable than other children to abuse by their peers

· Their behaviour may be more challenging, possibly increasing the potential for greater risk.
Family Circumstances

Stress can be a very important factor in triggering child abuse.  Stressful circumstances can include poor housing, unemployment, low income, ill health, pregnancy, a new baby, bereavement, disability etc.  Several stress factors occurring within a short period of time can cause a breakdown in otherwise competent and loving families. Stressful circumstances may be particularly important when:

· The family lacks a 'lifeline' in the form of supportive family or friends, able to give practical help and understanding

· The family has moved several times and has no local roots

· There is known history of previously unexplained or inadequately explained injuries, or of previously known abuse of this child or other children in the family

· The family already has a high concentration of the characteristics described previously in particular the presence of the ‘toxic trio’ of substance misuse, parental mental illness and domestic abuse.
The mental illness of a parent or carer 

Mental illness in a parent or carer does not necessarily have an adverse impact on a child, but it is essential to assess its implications for any children involved in the family.

The following may apply:

· With both mental and physical illness in a parent, children may have caring responsibilities placed upon them inappropriate to their years, leading them to be worried or anxious
· If they are depressed, parents may neglect their own and their children's physical and emotional needs

· In some circumstances, some forms of mental illness may blunt parents` emotions and feelings, or cause them to behave towards their children in bizarre or violent ways

· Unusually, but at the extreme, a child may be at risk of severe injury, profound neglect or even death.  A study of one hundred reviews of child deaths where abuse and neglect had been a factor in the death, showed clear evidence of parental mental illness in one third of cases

· Postnatal depression can also be linked to both behavioural and physiological problems in the infants of such mothers

· Parental illness may markedly restrict children's social and recreational activities.

The adverse effects on children of parental mental illness are less likely when parental problems are mild, last only a short time, are not associated with family harmony, and do not result in the family breaking up.  Children may also be protected when the other parent or a family member can help respond to the child's needs.  Children most at risk of significant harm are those who feature within parental delusions and children who become targets for parental aggression or rejection or who are neglected as a result of parental mental illness.

In all cases of abuse and neglect where a parent/carer is suffering from a mental illness, it is very important that the impact of the illness is assessed, alongside the other environmental and social factors.
It is essential that all professionals involved, including those working with the adults, ensure that the welfare of the child is paramount.
Drug and alcohol misuse

It is important not to generalise or make assumptions about the impact on a child of parental drug and alcohol abuse. However it is essential that the implications for the child are properly assessed.

The following factors should be taken into account:

· Maternal substance misuse in pregnancy may impair the development of an unborn child

· A parent/carer's practical caring skills may be diminished by misuse of drugs and/or alcohol

· Some substance misuse may give rise to mental states or behaviour that put children at risk of injury, psychological distress or neglect

· Children are particularly vulnerable when parents are withdrawing from drugs

· The risk will be greater when the adult's substance misuse is chaotic or otherwise out of control

· Some substance misusing parents may not give priority to the physical needs of their children and finding money for drugs and/or alcohol may reduce the money available to the household or may draw families into criminal activities

· Some children have been killed through inadvertent access to drugs

· In addition, children may be in danger if they are a passenger in a car whilst a drug/alcohol misusing carer is driving.

It is therefore very important that the impact of the parents/carers drug/alcohol abuse is assessed, alongside the other environmental and social factors.

Domestic abuse
Where agencies/professionals become aware that children are living in a household in which serious or persistent domestic violence is taking place, the matter should be referred to Children’s Social Care.
The police are often the first point of contact with families experiencing domestic violence.  When responding to incidents, the police should determine whether there are any children living in the household.

The police should refer to Children’s Social Care those families experiencing one serious incident when children are involved, three lesser incidents of domestic violence within 12 months and always when a child in the household has a Child Protection Plan.

Children’s Social Care will then need to consider whether to undertake an initial assessment on the basis that the children may be `in need`.  This may then lead to the need for a strategy discussion with the police and a Section 47 Investigation if child protection concerns are evident.

If the Section 47 Investigation concludes that children are at risk of significant harm either resulting from physical injury or impairment to their emotional and psychological development, a Child Protection Conference should be convened.

Whether or not the Conference decides to make a Child Protection Plan, it should consider how the non-violent parent might be supported, whether the alleged perpetrator should be referred to a suitable service, and what specific services the children and family might need. If appropriate this could be via a Team Around the Child plan.
Listening to the child 
Responsibility for making enquiries and investigating allegations rests with Children’s Social Care and Police FSU, along with other relevant agencies. It is recognised that a child may seek you out to share information about abuse or neglect, or talk spontaneously individually or in groups when you are present. In these situations you must:-
·  Listen carefully to the child. DO NOT directly question the child.

·  Give the child time and attention.

·  Allow the child to give a spontaneous account; do not stop a child who is freely recalling significant events.

·  Make an accurate record of the information you have been given taking care to record the timing, setting and people present, the child’s presentation as well as what was said.

·  Use the child’s own words where possible.

· 􀂃 Explain that you cannot promise not to speak to others about the information they have shared.

· 􀂃 Reassure the child that: 

· you are glad they have told you;

· they have not done anything wrong;

· what you are going to do next.

· 􀂃 Explain that you will need to get help to keep the child safe.

· 􀂃 Do NOT ask the child to repeat their account of events to anyone.
Failure to follow these guidelines may result in situation where the child is unprotected and the perpetrator of the abuse not successfully prosecuted.

The responsibility to make enquiries and investigate allegations lies with Children’s Social Care and the Police Public Protection Investigation Unit (PPIU), and in the case of sexual abuse, specifically trained doctors. Where abuse is alleged, the response should be limited to listening carefully to what the child has to say so as to:
• Clarify the concerns

• Offer re-assurance about how s/he will be kept safe and

• What action will be taken
The child must not be pressed for information, led or cross-examined or given false assurances of absolute confidentiality. Such well-intentioned actions could prejudice police investigations, especially in cases of sexual abuse. If it is concluded that the child has sufficient understanding to comprehend the significance and consequences of making a referral to Children’s Social Care s/he should be asked her/his view. Whilst the child’s view should be considered, it remains the responsibility of the professional to take whatever action is required to ensure the child’s safety.

Consultation with a parent 
Where possible, concerns should be discussed with the family and agreement sought for a referral to Children’s Social Care unless it is concluded that the process of discussing the concern may, either by delay or the behavioural response it prompts, place the child at increased risk. If the concerns relate to a physical injury it is appropriate to seek an explanation from a parent/carer or from the child directly; the details should be recorded.

If the concern relates to issues of chronic neglect and a detrimental emotional relationship over time, it will be appropriate normally to have discussed these concerns with the parents/carers before referral, advising them of the intention to refer.

However concern should not be discussed with the parent where:

• Sexual abuse is suspected

• Where organised or multiple abuse is suspected

• Where fabricated or induced illness is suspected.

A decision by any professional not to seek parental permission before making a referral to Children’s Social Care must be recorded and the reasons given.

Where a parent has agreed to a referral, this must be recorded and confirmed in the referral to Children’s Social Care. Formal referrals from named professionals cannot be treated as anonymous, so the parent will ultimately become aware of the identity of the referrer. Where the parent refuses to give permission for the referral, further advice must be sought from a manager or the designated nurse, doctor or teacher and the outcome fully recorded.

If, having taken full account of the parent’s wishes, it is still considered that there is a need for a referral:

• The reason for proceeding without parental agreement must be recorded

• Social Care should be told that the parent has withheld her/his permission

• The parent should be contacted to inform her/him that after full consideration of their wishes a referral has been made

In these circumstances, it would become a joint decision between Children’s Social Care and the referrer about how and when the parents would be approached.
Urgent Medical attention
If the child is suffering from a serious injury, medical attention must be sought immediately, and Children’s Social Care and the duty consultant paediatrician must be informed. Where immediate medical treatment is required this can be secured by calling an ambulance (dial 999) or taking the child to the nearest Accident and Emergency Department. Except in cases where emergency treatment is needed, Children’s Services and the police are responsible for ensuring that any medical examinations required as part of enquiries are initiated.

5. Duty to refer
Workers must make a referral to Children’s Social Care if there are signs that a child under the age of eighteen years or an unborn baby: is experiencing or may already have experienced abuse or neglect or is likely to suffer significant harm in the future. The timing of such referrals must reflect the level of perceived risk, but in any case should be within 1 working day of the recognition of risk. The safety and welfare of the child overrides all other considerations. 

Making the referral 
· In urgent cases where there are immediate concerns, Children’s Social Care must be notified immediately by phone via the Contact Centre on 0161 217 6028: If this is not possible, the concern should be reported to the PPIU at Stockport Police

0161 872 5050. 

· Confirmation in writing to the Contact Centre should be provided within 48 hours, by means of an unsigned completed CAF to fax number 0161 476 3504 .  In child protection cases parental consent is not required.
· If a CAF is being used as a referral to Social Care for a service other than child protection it must be signed by the parent/carer.   This should be sent to the Contact Centre, to the scanning team at the Contact Centre fax number 0161 419 0654 . A copy should also be sent to Common Processes team at the Safeguarding Unit fax number - 0161 419 0654.  The receipt of this CAF must be acknowledged. 
· If the child is known to have an allocated social worker, referrals should be made to her/him or in her/his absence the manager or a duty officer. In other circumstances referrals should be made to the duty officer.

· In urgent situations, out of office hours, the referral should be made to the

Out of Hours Team (OOH) on 0161 718 2118 or to the Police 0161 872 5050.

· When making a referral it is important to ensure that the nature of the concern i.e. a child protection matter is fully conveyed. A simple request to ring back is not sufficient.
· Children’s Social Care must acknowledge all referrals in writing, within one working day of receipt. Where no acknowledgement is received within 3 working days, the referrer must contact Children’s Social Care again.

6.  Boundary Referrals

Children’s Social Care will take referrals regarding children who are not normally resident in their area but who have or are likely to suffer significant harm while they are in the area. 

Children’s Social Care will take any immediate action required to secure the child’s safety and then negotiate with the child’s home Local Authority to undertake the child protection enquiries. If there is a significant geographical distance between the two Authorities, Children’s Social Care will be guided by the child’s home Authority about how they wish to proceed with the case.
Any unresolved issues regarding child protection in cross boundary situations should be referred to the Head of Safeguarding.

7. Ensuring Immediate Safety

The safety of children is paramount in all decisions relating to their welfare.

Any action taken by members of staff should ensure that no child is left in immediate danger. The law empowers anyone who has actual care of a child to do all that is reasonable in the circumstances to safeguard her/his welfare. A teacher should for example, take all reasonable steps to offer a child immediate protection from an aggressive parent. 
Where abuse is alleged, suspected or confirmed regarding children admitted to hospital, they must not be discharged to a situation of potential risk without:
♦ Children’s Social Care being notified immediately by phone via the Contact Centre that there are child protection concerns. 
♦ A strategy meeting / discussion being held involving relevant hospital staff
8. Recording
The referrer should keep a written record of discussions with child, parent, managers and the information provided to Children’s Social Care. The referral information should be confirmed in writing within 2 working days using the CAF. The referrer should keep a written record on file (including any notes made at the time) of the decisions taken in the course of the discussion with Children’s Social Care and ensure that these are clearly dated, timed and signed.
9. Referrals by members of the public
Members of the public will talk to agencies in different circumstances and may talk about the abuse of children known to them. They may specifically allege incidents or knowledge of abuse to children or may refer to it when discussing other issues. The children may be well known to them, or may be children of neighbours or others less well known. The type and nature of abuse may be quite specific or it may be described only in very general terms.

It is important that all such allegations or references to abuse are taken seriously and relevant details should be passed to Children’s Social Care for further enquiries to be made.

In such circumstances, you should be clear with that person that you have a duty to report any alleged abuse, and encourage the person to make a direct referral to Children’s Social Care themselves.

Keep clear notes of any such allegation within the child/families record if one is available and if possible, clarify details. If possible take the name and contact details of the person alleging the abuse - it may be necessary for Children’s Social Care or the Police to talk to them further.
It is important to note that the identity of the worker referring the concerns will be given to the family except in exceptional circumstances. Members of the public can remain anonymous if they wish. However it is important that you point out that the nature of the allegation often leads to families deducing who the referrer has been even when anonymity has been maintained. We must not offer an absolute guarantee of confidentiality since the matter may become the subject of legal proceedings.

Any professional from another agency receiving a child protection referral from a member of the public must:

•Advise the member of public to refer directly to Children’s Social Care.

• Inform Children’s Social Care of the details of the concern

• Note the details of the concern and the communication with Children’s Social Care.

The NSPCC and Childline Helplines offer an alternative means of reporting concerns. 

NSPCC Child Protection Helpline
0808 800 5000

Childline



0800 1111

10. Resources

WHAT TO DO IF YOU ARE WORRIED A CHILD IS BEING ABUSED

https://www.education.gov.uk/publications/eOrderingDownload/6840-DfES-IFChildAbuse.pdf
Appendix 1    ORGANISED ABUSE
1.  Definition. 
Complex (organised or multiple) abuse may be defined as abuse involving one or more abusers and a number of children; they may be using an institutional framework or position of authority to recruit children for abuse.

It reflects, to a greater or lesser extent, an element of organisation on the part of the adult/s involved and may involve:

· Aspects of ritual to aid or conceal the abuse of children;

· Child sexual abuse networks where adults plan and develop social contacts with children for the purpose of gaining access to them in order to abuse them;

· The production of child abuse images or abuse of children through sexual abuse and / or sexual exploitation;

· Abuse in residential homes, boarding schools or other institutions;

· Adult/s who seek contact with children for improper reasons through leisure or welfare organisations;

· Adults seeking to contact children via electronic means such as internet or mobile telephones.

In the cases of suspected institutional abuse needs to be read together with that on professional abuse and other relevant sections. 
2.  General principles
Each complex abuse investigation requires thorough planning, good inter-agency working, and attention to the welfare needs of the child/ren who have been harmed. The various agencies involved in a complex abuse investigation should be committed to working together in partnership to ensure that relevant information is shared and that appropriate action is taken to minimise the risk posed by alleged offenders to children and vulnerable adults.

Cases of organised abuse are often highly complex because of the number of children involved, the serious nature of the allegations of abuse, the need for therapeutic input and the complex and time consuming nature of any consequent legal proceedings.

Such cases usually require the formation of dedicated teams of professionals from the police and local authority. or Independent Enquiry and Assessment Service (IEAS), NSPCC for the purpose of the investigation.
In all investigations of organised abuse, it is essential that staff involved maintain a high level of confidentiality in relation to the information in their possession without jeopardising the investigation or the welfare of the children involved. Subsequent information generated throughout the investigation should only be shared on a ‘need to know’ basis.

The protection of any children identified as being at risk of harm remains paramount, but the sharing of information and confidentiality issues should be treated with due consideration for the alleged offender. Agencies should take appropriate practicable steps to minimise the potential disruption and damage to the alleged offender’s private and professional life caused by a protracted investigation, taking place in many cases many years after the alleged offence was committed. Where allegations are subsequently found to be ungrounded, or it can be proven that false or malicious allegations have been made, the needs of the alleged offender should be treated with sensitivity.

Research and experience have shown repeatedly that keeping children safe from harm requires professionals and others to share information. Often it is only when information from a number of sources has been shared that it becomes clear that a child is at risk of, or is suffering, harm. This is also true for vulnerable adult victims. 
Investigation teams should have visible support from the top ranks in the police and LA children’s social care and other agencies throughout the inquiry. This requires the involvement of senior personnel, at least at Commander and Assistant Director / Head of Service level in a central strategic management group. It is for each agency to determine their representative. These individuals must be empowered with full decision-making authority (e.g. in the allocation of resources). 

Relationships with LSCBs 

An investigation of organised abuse will be carried out under the auspices of the Stockport Safeguarding Children Board (SSCB), which should be kept informed of its progress. It should be the role of the strategic management group to liaise regularly with SSCB. However, SSCB should not take any direct role in the management of the inquiry. 
3.  Setting up an investigation
Professionals suspecting organised abuse should immediately consult their manager who will be responsible for liaising with the Head of Safeguarding, Safeguarding Children Unit and/ or the Police Family Support Team.

Responsibility for co-ordinating the investigation of organised abuse rests initially with the Head of Safeguarding based in the Safeguarding Children Unit. When the Head of Safeguarding receives information about the possibility of organised or institutional child abuse he will:
· Liaise with Senior Managers in Children’s Social Care, Police and any other relevant agency i.e. Health or Education.

· Convene a multi-agency Strategy Meeting/ Discussion with relevant senior and operational managers within the working day that the referral is received.  The strategy meeting / discussion must:

· Assess the information known to date;

· Decide what further information is required at this stage;

· Arrange for the gathering of all relevant information;

· Establish whether and to what extent complex abuse has been uncovered;

· Undertake an initial mapping exercise to determine the scale of the investigation and possible individuals implicated;

· Consider a plan for the investigation to be presented to the management and resources strategy group, including resource implications;

· Consider any immediate protective action required. The first consideration is whether any immediate action needs to be taken to ensure that no child is left at risk of significant harm and how this can be achieved in a way which is consistent with the conduct of the criminal investigation,

· The strategy meeting / discussion may include the referrer, if appropriate, a legal adviser and anyone else relevant to the meeting.

· Having considered and discussed the information, those persons must, if in their view the suspicion gives reasonable cause to suspect complex abuse, pass the information on to the Service Director - Children’s Safeguarding and Prevention.
4.  Senior Officers’ Steering Group
When it is clear that an investigation into organised or multiple abuse needs to be mounted, Senior Officers from Children’s Social Care, the Police and other relevant agencies should establish a Steering Group which is responsible for:

· The strategic planning of the investigation

· The terms of reference and the scope of the investigation

· Ensuring that the appropriate resources are deployed

· Ensuring that the staff are supported, as much of the work will be difficult and  distressing

· Handling the political and media issues arising from the investigation

· Ensuring that the investigating team will have full access to records and individuals that hold important information.

 Role of the Steering Group

The role of the steering group is to:

· Bring together a trusted and vetted team from Police and Children’s Social Care. It is essential to ensure independence and objectivity on the part of this Joint Investigation team. 

· Agree terms of reference and ways of working.

· Agree clear written protocols for recording and sharing information.

· Make a thorough assessment of victim’s needs and provide or access services to meet these needs.

· Secure access to expert legal advice.

· Ensure the availability of consultants/experts to support interviewing teams.

· Ensure that records are safely and securely stored.

· Use weekly strategic planning meetings to consider the conduct of the investigation, next steps and the effectiveness of joint working.

· Provide a confidential and independent counselling service for victims and families. In particular, the team will need to consider how to maximise support and co-operation from ‘safe’ family members and to minimise the trauma to children as much as possible.

· Arrange care and support for those involved with the investigation, including administrative staff.  Refer to the appropriate Staff Care Scheme/ Occupational Health or other resources as appropriate.

· Consider the use of an external consultant to debrief team, in particular after traumatic situations, or at the end of the investigation.

· The Senior Investigating Officer should have an operational media strategy in place from the commencement of the investigation.
5.  Joint investigation team responsibilities

The joint investigation team, supervised by the Senior Officers’ Steering group, is responsible for:

· Planning the overall investigation, involving record checking, evidence gathering, planning and undertaking a series of interrelated interviews and surveillance if required;

· Considering the implications of crossing geographical boundaries;

· Holding planning meetings for individual pieces of work (e.g. video interview of a child and / or to protect a child);

· Gathering other evidence including forensic evidence, interviews with alleged abusers, witnesses and other corroborative evidence;

· Communication and liaison with other agencies on a need to know basis;

· Convening interagency meetings and / or child protection conferences as appropriate;

· Co-ordination and timing of therapeutic services;

· Regularly updating the Senior Officers’ Steering Group on the progress made and recommending when to close the investigation;

· Consideration of arrangements for court hearings and support to children and families;

· Recommendations as to the placement of children and any contact involving children and their siblings, relatives or other adults.
6.  Specific considerations for the management of Case Conferences
Organised abuse investigations create considerable difficulties for both the management and chairing of case conferences. 

The management of the investigation and any ongoing allegations need to be kept separate from the conference process, so that conferences on children involved in organised abuse can focus exclusively on the protection needs of the child or sibling group involved. Groups of unrelated children should not be the subject of case conferences.

Professionals should only be invited to conferences because of the information they are able to provide about the specific child and family. Under current procedures parents can be excluded from case conferences where investigations are still continuing and it may well be appropriate to invoke this exclusion in cases of organised abuse.  However where investigations are complete, then as far as possible, normal procedures should apply and parents should be invited in the normal way.

The decision about whether to hold a case conference and whom to invite should be made by the lead members of the Steering Group, i.e. Police or Children’s Social Care. 
7.  Access to records  
One of the most difficult issues in complex abuse investigations relates to the tracing, use, management and disclosure of documentary information relevant to the investigation. The investigative team should consider what information is required and where it is likely to be and take immediate steps to secure it within each agency. The investigative team will also need to access a variety of records during the investigative process.
8.  Information sharing
Child abuse investigations rely critically on sensitive or highly confidential information being made available to investigators.  Agencies should refer to the Stockport Safeguarding Children Board’s  Information Sharing protocol. All members of the investigation team should be aware of, understand and observe the protocol. It is vital to establish clear understandings about the rules governing disclosure of information to members of the investigating team and those colleagues and supervisors who require access to the information, who must be regarded as forming a circle of confidentiality. Consideration should also be given to the use of confidentiality agreements with regard to individuals employed to undertake the investigation.
9.  Closure and review of investigation 
Where closing a case, the following tasks should be completed as appropriate: 

· Obtain final list of indictments (Protection of Children Act 1999);

· Inform all complainants / witnesses of the result of the case; 

· Inform all relevant agencies of the result of the case;

· Agree procedure for dealing with victims who identify themselves at a later date and / or victims who remember things after the event;

· Consider the need to offer continuing support to all witnesses, child victims and their families who have been in contact with the investigation;

Cases where the alleged perpetrator cannot be traced should only be closed on the authority of the Senior Investigating Officer, in consultation with a senior representative from the relevant LA children’s social care department. The same authority is required for the disposal of cases where the alleged perpetrator has been traced but the CPS has decided not to proceed on the grounds of insufficient evidence or public interest. 

All agencies should review the investigation once it is completed. The review should highlight any policies, procedures or discipline processes which need changing for the various agencies. SSCB may already have conducted a serious case review (although in some cases this may not be completed until the conclusion of court proceedings). It is good practice to conclude all major investigations with an overview report to the SSCB highlighting the prime activities and findings of the inquiry with recommendations for future inter-agency learning. This may lead to both inter-agency and individual agency action plans which will be monitored by the SSCB.
Records to be maintained and file storage

The Code of Practice made under the Criminal Procedure and Investigations Act 1996 sets out the minimum requirements for record retention in all criminal cases and defines action to be taken by the police in the context of retention and disclosure of material held by third parties. It is considered good practice to maintain a central registry and file storage facility for all cases that come within this guidance. The holding agency should ensure that all documents and files used and / or generated in the process of an investigation are retained securely. 

Agencies involved in such cases have differing requirements and are subject to a variety of regulatory and voluntary file retention periods. It is also necessary to cater for the production of material in connection with civil actions and the Freedom of Information Act. It is recommended that, against the various needs of agencies, all original files be retained for a minimum period of six years from the date of the completion of the investigation (whether or not proceedings are instituted) in consideration of the fact that information contained in these files may be required in subsequent criminal and / or civil proceedings. Such material may also be relevant as supporting evidence for compensation claims to the Criminal Injuries Compensation Authority. Certain material may be relevant to subsequent investigations and / or enforcement action by a regulatory body. 
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