Policy for Safeguarding Children (Child Protection) – CLP047
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Policy Statement
Northamptonshire Healthcare Foundation Trust (NHFT) supports the view that children
and young people must be valued and protected. NHFT is committed to promoting the
welfare of children and to protecting them from the risks of harm.
The Trust has a legal duty under Section 11 of the Children Act (2004) to ensure that safe
working systems are in place for staff working with children and families. A think family
model must be applied and where there are care needs impacting the parent/carer’s
ability to parent, then there is a duty of care to the adult and subsequently their family’s
wellbeing in its entirety. NHFT champions the rights of all children and young people not
to be abused, neglected, or exploited. They have the right to be happy, healthy, safe, and
productive in their contribution to society.
NHFT aims to safeguard and promote the welfare of all children and young people, whilst
ensuring equal access regardless of race, religion, first language, ethnicity, gender or
sexuality, age, health status or disability, political or immigration status. All services
provided are delivered in a non-discriminatory manner, they are child centred, and
respect the individuality of the child and their lived experience.

Introduction
The Children Act (1989) provides a comprehensive framework for the care and
protection of children. The fundamental principle that underpins the Children Act (1989)
is that the welfare of the child is paramount. Achieving positive outcomes for children
requires all those with responsibility for assessment and provision of services to work
together for children to meet their full potential. In addition, the Children Act (2004) sets
out duties for a wide range of bodies. Each body must carry out its functions regarding
the need to safeguard and promote the welfare of children. This duty extends to
contracted services. All those who encounter children, and their families have a
responsibility to support the welfare of the child and act to support the prevention of
child abuse. - Safeguarding is everybody’s business.
NHFT is committed to safeguarding and promoting the welfare of children. This policy
applies to all children and young people who are in contact with NHFT either as a service
user or through association i.e., children of service users. NHFT has a duty to ensure staff
members acknowledge their individual responsibility for safeguarding and promoting
the welfare of children as well as the commitment of leadership and management
structure to support them in this. All staff have access to expert advice, support,
safeguarding supervision and training in relation to safeguarding children & young
people. The Trust’s arrangements for safeguarding children are robustly monitored via
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numerous external organisations, including the Care Quality Commission (CQC),
Integrated Care Board (ICB) the Northamptonshire Safeguarding Children Partnership
(NSCP) and the NHS Litigation Authority. The Safeguarding Children policy is congruent
to the Northamptonshire Safeguarding Children Partnership Board’s Child Protection
Procedures (2021).
The ‘Working Together to Safeguard Children’ (2018) guidance, acknowledges that
patterns of family life vary and there is not one perfect way to bring up children.
Parenting can be challenging, and parents themselves require and deserve support. A
wide range of services are available to provide this support to families. In most cases it
should be the decision of parents when to ask for help and advice in bringing up their
children (The Human Rights Act 1998: Article 2), the upbringing and parenting of a child
should not be held to an unrealistic standard, and research dictates that the expectation
of parenting is that it is ‘good enough’ (Winnicott 1953). It is only when there is a risk to
the child(ren) of significant harm that compulsory intervention in family life is required
as per section 47 of the Children Act (1989). Whilst recognising that child-rearing
practices are highly diverse and that all differences are to be valued and understood, it is
also important that any judgments about the care and protection of children is based on
objective assessment of facts. Sensitivity to parental behaviour or assumptions of divergent
cultures, religion, or ideology must not mean that children from any background receive a
lower level of care or protection. Lord Laming, in his original report following the death
of Victoria Climbié in 2000, recognised that those who take on the work of protecting
children at risk of deliberate harm, face a tough and challenging task, because, in every
judgment they make, staff must balance the rights of a parent with that of the protection
of the child (Laming 2003).

Scope of Policy
This policy applies to all staff working for NHFT and all independent staff contracted to
the Trust. Every member of staff has an individual responsibility for the protection and
safeguarding of children and young people, irrespective of their role within NHFT. All
managers must ensure that their staff are aware of, and able to access the policy, and
ensure its implementation in their line of responsibility and accountability.

Definitions/explanations
NHFT – Northamptonshire Healthcare Foundation Trust
A Child - Anyone who has not yet reached their 18th birthday. Once the child becomes an
adult, it is accepted that the number of support services significantly decrease. The
transition process is particularly difficult for disadvantaged young people who need
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additional support to meet their full potential. Therefore, children who have been looked
after in care from 16 years onwards or have a learning disability will have access to
children specific services up to the age of 25, despite being an adult (Children Act 1989).
Safeguarding and promoting the welfare of children - the process of protecting
children, including the unborn from abuse or neglect, preventing impairment of their
health and development, and ensuring that they grow up in circumstances consistent
with the provision of safe and effective care that enables children to have optimum life
chances and enter childhood successfully (HMG 2018).
Child Protection -The process of protecting individual children identified as suffering, or
at risk of suffering significant harm because of abuse, as defined in S47 of The Children Act
(1989).
Unborn - An unborn child or ‘the child that will be’ has no legal responsibility over their
mother until they are born (Scott 2002). However, an unborn child can be accessed via the
child protection process of the Children Act (1989), in preparation for their impending birth.
Once the child is born, they are then afforded the same protection and safeguarding
processes as any other child.
Looked after Children (LAC) or Children in Care (CIC)- A child is looked after by a local
authority if he or she has been provided with accommodation for a continuous period of
more than 24 hours, in the circumstances set out in Sections 20 and 21 of the Children
Act (1989) or is placed in the care of a local authority by virtue of an order made under
part IV of the Act. Children who are ‘looked after’ of have been taken into care, have
diminished life outcomes/opportunities than children who were not. Children in care
are exposed to the trauma from being separated from their parent/care giver and then
the residual trauma of the abuse that caused the separation in the first instance. Children
who are looked after are particularly vulnerable to extra-familiar harm and can be
targeted or groomed by abusers, who also endorse other forms of exploitation i.e.:
gangs/county lines/ Child Sexual Exploitation (CSE). It can appear that children have
become willing participants in their exploitation, however a child cannot consent to
their own abuse.
Equality and Inclusion - All children have the right to be safeguarded from harm and
exploitation whatever their age, disability, gender or gender identity, sexuality, migration
status, cultural background or ethnicity, religion, or belief.
Multi Agency Safeguarding Hub (MASH) - Staff from a range of agencies are co-located
within the Police Criminal Justice Centre in Northampton. Most child protection referrals
are received into MASH with a view to ensuring earlier, better quality decision making
through improved data sharing mechanisms and procedures.
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Private Foster Carer- Private fostering is where a child under the age of 16 years (18
years if disabled) resides with a non-immediate or non-family member for a period of
time that exceeds 28 days. Children can live with family members with the consent of the
parent/carer who holds the parental responsibility indefinably. This is considered a
‘family agreement’. However, should there be concerns of harm for the child regardless
of their residence then routine child protection processes apply.
Should a child(ren) be identified to be privately fostered then it is essential that Social
Care is contact to review the safety of the placement and either regulate or removed the
child(ren).

Aim of the policy
To ensure all staff, including contracted staff are aware of their roles and responsibilities
for safeguarding children and to provide a framework of accountability at all levels on
need and in accordance with Northamptonshire Safeguarding Partnership Thresholds
and Pathway Document (2018).
The policy is complaint with legislation (The Children Act 1989:2004) and national and
local guidance, therefore defining the needs of NHFT as a service and ensuring staff have
the ability to identify levels of need and risk of harm when protecting the most vulnerable
and champion a ‘Think Family Model’ and therefore ensuring the service supports
positive outcomes for all involved.

Operational responsibilities
Overall responsibility and accountability for safeguarding and protecting children lies
with the Trust Board in accordance with the Children Act (2004).
The Trust Board has a duty to ensure that there is:
•
•
•
•
•
•
•
•

Senior management commitment to the importance of safeguarding and
promoting the welfare of children and young people.
A clear statement of the agency’s responsibility towards children and young
people.
A clear line of accountability within the organisation for work on safeguarding and
promoting the welfare of children.
Service development that takes account of the need to safeguard and is confirmed,
where appropriate, by views of children and families.
Training and development for all staff working within, or in contact with children
and families underpinned by a funded training strategy, based on roles and
competencies for health staff.
Safe recruitment and vetting processes.
Effective interagency working.
Effective information sharing.
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•
•
•

Contribute effectively to Local Safeguarding Children Partnership.
Identify named professionals.
Ensure safeguarding is integral to clinical governance and audit.

Individual and Professional Responsibilities
All staff should work to promote children’s rights as detailed in the articles of the UN
Convention on the Rights of the Child (1989). This is congruent with the Human Rights
Act (1998) and the Children Act (1989:2004). It is imperative that all staff can:
•
•
•
•
•

Recognise the potential indicators of abuse the child(ren) are exposed to.
Know where to access guidance, procedures, advice, and support.
Understand the principles of information sharing to protect a child(ren) at risk.
Refer to the appropriate agency within appropriate timescales.
When appropriate, contribute effectively to subsequent multi-agency working
to protect children

The roles and responsibilities of all staff groups at NHFT regarding safeguarding children
are outlined in the Statutory Guidance section of Working Together to Safeguard Children
guidance (2018), and all staff and managers should be aware of their role’s requirement,
and all understand elementary safeguarding knowledge.
Chief Executive Officer
Responsible for ensuring that the health contribution to safeguarding children and
promoting their welfare is resourced and discharged effectively.
Board Members (Executive and Non-Executive)
Consider the requirement of safeguarding children and promotion of their welfare in all
activities related to their role, whilst maintaining a knowledge base through reports,
bulletins, training, and development sessions. Have a continued awareness of current
safeguarding children’s issues and NHFT responsibilities and accountability.
Head of Safeguarding
The Head of Safeguarding is the strategic lead for NHFT. The post holder will have a
working knowledge of both children, and adult safeguarding; however, the operational
function of practice is devolved to the named professionals.
•
•

They will provide leadership for safeguarding activity within NHFT through
effective partnership working with internal and external individuals and
agencies.
Represent NHFT & proactively participate in relevant internal/external meeting
and forums. Work in collaboration with the Head of Safeguarding for the
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•
•
•

Integrated Care Board (ICB) and lead and manage safeguarding practice and
governance across the service.
Ensure safeguarding best practice is maintained and staff are trained and
supported to provide safeguarding best practice.
Successful deliver assurance programmes against required internal/external
governance regulatory requirements and standards
Work with senior management to maintain clinical outcomes for safeguarding.

The Named Professionals and Specialist Safeguarding Professionals
Have specific responsibilities as set out in the Intercollegiate Document (RCPCH 2019).
These include:
•
•

•
•

•
•
•
•
•
•
•
•

Effective communication of local safeguarding knowledge, research, and findings
from audits.
Working with the safeguarding/child protection team and partners in other
agencies to conduct safeguarding training needs analysis, and to communicate,
commission, plan, design, deliver and evaluate single and inter-agency training
and teaching for staff in the organisations covered.
Provide appraisal of safeguarding practice of individuals and departments.
Undertaking and contributes to Child Safeguarding Practice Reviews/case
management
reviews/significant
case
reviews/individual
agency
reviews/internal management reviews, and undertakes chronologies, and the
development of action plans where appropriate.
Working effectively with colleagues from other organisations, including the Multi
Agency Safeguarding Hub (MASH) to provide advice where appropriate.
Providing advice and information about safeguarding to the employing authority,
both proactively and reactively – this includes the board, directors, and senior
managers.
Providing specialist advice to practitioners, both actively and reactively, including
clarification about organisational policies, legal issues, and management of child
protection cases.
Providing safeguarding/child protection supervision.
Participating in sub-groups as required.
Leads/oversees safeguarding quality assurance and improvement processes
Undertakes risk assessments of organisation’s ability to safeguard/protect
children and young people.
Maintaining professional knowledge and competences.

The Trust Safeguarding Team
The Trust has a duty to ensure there is senior accountability for safeguarding children.
This has been delegated to the Director of Nursing and Quality, who represents the Trust
at the NSCP Board meeting and chairs the internal Safeguarding Group.
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The Trust’s Head of Safeguarding will present an annual report to the Trust Board, and
regular updates as required.
The Safeguarding team will act as an expert source of safeguarding knowledge and
support other divisions to provide assurance that they are meeting their safeguarding
requirements which are reviewed in their own governance process and then via the SSG.
The Trust has the responsibility to ensure there is a Named Nurse and Named Doctor for
Child Protection in post, with clear lines of accountability to the Head of Safeguarding and
access to support and supervision by the respective countywide Designated Nurse /
Doctor for Safeguarding Children.
The Safeguarding team will work in conjunction with external partners to share pertinent
information and act as a conduit to improve practice both strategic and operational.
Individual Responsibilities
Every employee of NHFT has a duty to ensure the welfare of children and protect children
from abuse. All staff, irrespective of whether they are primarily working with adults, or
with children and young people, must recognise and ensure that the welfare of children
forms an integral part of all aspects of care. It is essential that staff are aware of their duty
to identify and where possible prevent harm to children.
This duty also includes effective risk assessment and management of individual cases in
accordance with the NHFT Working with Risk Policy CLP021 and local Interagency Child
Protection Procedures (2021). Staff must always act on any concerns about child
maltreatment in accordance with this policy. This is important as even though a health
professional may not be working directly with a child, they may be seeing a parent, carer,
or other significant adult, and may have knowledge which is relevant to a child's safety
and welfare. This is also stipulated in The National Institute for Health and Clinical
Excellence (NICE 2017) clinical guidelines ‘When to suspect child maltreatment’
Staff employed within NHFT have a duty to:
•
•
•

•

Ensure they attend mandatory child protection training appropriate to their role
Know how to access, and be familiar with the contents of, the NSCP Interagency
Procedures Manual (2021).
Identify where problems may be arising for children and their families and ensure
that they can access early help services as a method of support and prevention of
deteriorating needs. Guidance can be found through the Early Health Assessment
(EHA) information (2022) on the NSCP website.
Respond appropriately to concerns or allegations of abuse of a child.
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•

•
•

Share information with the principal aim of protecting a child, and within legal and
professional constraints and in accordance with General Data Protection
Regulation (2018) and including information sharing advice for professionals.
Work in partnership with other organisations to effectively contribute to child
protection investigations, discussions, and meetings.
Keep a sufficient record of any complaint, allegation of, and response to, suspected
abuse of a child.

Understanding Abuse
All professionals have a duty to safeguard children by recognising their potential
vulnerability, needs and ensuring children and young people’s interests are represented
at all levels of the organisational and clinical activity. ‘Safeguarding is everybody’s
business’ and ‘everybody’s responsibility’ and as an organisation and on an individual
basis we need to ‘make safeguarding personal’ (WTG 2018). There is no excuse to not
act upon an observed risk of harm or concern for a child’s safety.
Children and young people (including the unborn) can be identified as of vulnerable in a
variety of settings and under several different circumstances. The categories of abuse
are classified under specific headings.
Neglect: Failure to meet a child’s basic physical and/or psychological needs resulting in
harm through living in poverty, or there being lack of emotional availability (lack of love),
not being brought to appointments, not attending school, inadequate or non-weather
appropriate clothing, needs not met or lack of /or inappropriate supervision, parental
substance misuse which means they are unable to meet the child(ren’s) needs etc (NSPCC
2022).
Emotional Abuse: The persistent emotional maltreatment of a child such as to cause
severe and persistent effects on the child's emotional development. This may involve
conveying to children that they are worthless or unloved, inadequate, or valued only
insofar as they meet the needs of another person. Imposing age or developmentally
inappropriate expectations on children, these may include interactions that are beyond
the child's developmental capability, as well as overprotection and limitation of
exploration and learning, or preventing the child participating in normal social
interaction. Seeing or hearing the ill-treatment of another e.g., where there is domestic
violence and abuse. Serious bullying, causing children frequently to feel frightened or in
danger and exploiting and corrupting children. Some level of emotional abuse is involved
in all types of maltreatment of a child, though it may occur alone (NSPCC 2022).
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Physical Abuse Any incident where harm has occurred either by commission or
admission (e.g., a child is unsupervised and harm occurs which could have been avoidedthis can also be a form of neglect), punching, kicking, this can also be peer to peer abuse,
burning, scalding, hit with an object, poisoning, breaking bones, drowning etc (NSPCC
2022). Young people who are 16 years and above maybe subject to domestic abuse rather
than physical abuse when the harm is via a peer (above 16 years old) or a parent
(Domestic Abuse Act (2021).
Bruising/marks on non-mobile infants: Infants who have yet to acquire independent
mobility (rolling/crawling) should not have bruises/ marks or other injuries without a
clear explanation. Numerous serious case reviews, both locally and nationally, have
identified the need for heightened concern about any bruising in any pre-mobile baby.
Any bruising is likely to come from external sources and should raise child protection
concerns. It is also important to be aware that serious case reviews have repeatedly
shown that infants can sustain serious injuries without any visible bruising. Consider
injury as a possible cause where an infant appears to be in discomfort or not using a limb.
All children who present with marks/bruising who are not mobile should be reviewed
with the differential diagnosis of non-accidental injury (NAI). NAI should be considered
as a diagnosis to be excluded and not proven. The NSCP(2016) guides for practitioners
can be found at: Bruising or Marks found upon non-mobile infants . See Appendix 9
Female Genital Mutilation (FGM): Female Genital Mutilation (FGM) is illegal in England
and Wales under the FGM Act (2003). It is a form of child physical abuse and violence
against women. It is defined by the World Health Organisation as, “all procedures that
involve partial or total removal of the external female genitalia, or other injury to the
female genital organs for non-medical reasons”.
Reporting of FGM in those less than 18 years old should be made to the Police by calling
the 101 service and should be carried out within 24 hours of becoming aware that the
child has suffered mutilation, and at the latest 28 days after being made aware of FGM.
Where there is an immediate risk that a child is about to suffer FGM, the Police should be
contacted via 999.
Wider safeguarding implications should also be considered, especially where there are
others at risk within the family/community or where the parental situation indicates that
there may be on going abuse or neglect for other family members.
Sexual Abuse: There are two types of sexual abuse- contact and non- contact:
•
•

Contact can include inappropriate touching of a child, dressed or not, forcing a
child to preform sexual acts, or having acts preformed on them, grooming, rape.
Non- contact can include being forced to watch sexualised material, creation of
indecent images, online conversations/grooming, images created and shared via
the internet etc (NSPCC 2022).
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Whilst young people over 16 can consent to sex, young people under the age of 18 cannot
consent to sell or exchange sex. There is no such thing as a child prostitute – they are
victims of abuse Sexual Offences Act (2003). Children who are under the age of 13 years
are not able to consent to sex in any format despite it being recognise that children under
the age of 16 years may participate in sexual activities. However, any sexual activities
should be between two consenting parties where there is no control, coercion, or
imbalance of power.
Disclosures of sexual abuse made by children and young people may not be clear or
direct; therefore, any suspicion of sexual assault or abuse must be taken seriously and
acted on promptly.
In the UK 1 in 20 children have been sexual abused. However, the figure is believed to be
much higher in view that there are limited disclosures for many reasons for children
experiencing sexual abuse
Practitioners’ responses should acknowledge that children cannot make informed
choices to enter or remain in sexual exploitation situations, but do so from coercion,
enticement, manipulation, or desperation.
All cases of sexual assault in children MUST be reported immediately to social care/MASH
and to the police via 101 to safeguard the child and other children that may be at risk.
When disclosures are made by children, the child or young person must be informed
about our duty to share information with the appropriate service, however sensitivity
and appropriate information sharing will be applied. All sexual assaults must be reported
to MASH and the police for those under the age of 18 years.
It is important that when a child has reported abuse that they are not re-traumatised though
further assessment. The physical assessments regarding sexual abuse of a child, require
specialist assessment at a SARC- Sexual Assault Referral Centre. In the absence of physical
injury that requires medical treatment, children should not be brought to ED. There is a
locally agreed Community Sexual Assault Pathway which is held in Appendix 1.

Contextual Safeguarding: Contextual safeguarding is a form of abuse that focuses on
children who are exposed to extra-familiar harm rather than the abuse by parents.
However, child protection plans can also feature both parental and extra- familiar and are
not exclusive to each other. Extra- Familiar harm includes:
• Child Exploitation: (Gangs, County lines, use of weapons because of gang activity,
drug use and modern Slavery).
• Child Sexual Exploitation: (grooming, trafficking)
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The descriptions of the categories of abuse are not exhaustive list or the examples only
specific to these headings. Professional curiosity is required to determine the immediate
level or risk of harm pertaining to the child/children/unborn in question.
A child(ren’s) level of need is determined through applying the NSCP Thresholds and
Pathways Document (2018). When there is consistent and sustained risk of harm to a
child(ren) from their family, it may be necessary for the local authority to request legal
action to separate the child(ren) from their family. Children who are separated from their
parents and become the responsibility of the local authority are Looked After Children
(LAC) or Children in Care (CIC).

Child Sexual Exploitation (CSE): Is a form of child sexual abuse. It occurs where an
individual or group takes advantage of an imbalance of power to coerce, manipulate or
deceive a child or young person under the age of 18 into sexual activity:
(a) in exchange for something the victim needs or wants, and/or
(b) for the financial advantage or increased status of the perpetrator or facilitator.
The victim may have been sexually exploited even if the sexual activity appears
consensual. Child sexual exploitation does not always involve physical contact, it can also
occur via technology (Department for Education, 2017). The grooming process often
creates what is known as a “willing victim”, however, it is vital for staff to remember that
children and young people cannot consent to their own abuse.
Sexual exploitation is an area which has significant child protection concerns. Whilst
young people over 16 can consent to sex, young people under the age of 18 cannot
consent to sell or exchange sex. There is no such thing as a child prostitute – they are
victims of abuse Sexual Offences Act (2003).
Within Northamptonshire, there is the multi-agency RISE (Reducing Incidents of Sexual
Exploitation) team who work with high-risk children and young people at risk of/or
currently being sexually exploited. Northamptonshire Safeguarding Children Partnership
has developed a Child Sexual Exploitation Toolkit for all practitioners working with
children to use as a guide and within this is the Child Sexual Exploitation Assessment.
These are available from NSCP website.
Child Criminal Exploitation (CCE): Occurs where an individual or group takes
advantage of an imbalance of power to coerce, control, manipulate or deceive a child or
young person under the age of 18 into any criminal activity. The criminal exploitation of
children often occurs (thought isn’t exclusive to) instances through gangs and county
lines and other forms of criminal activity. It is important that if there are concerns that
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a child is involved with CCE and/or gangs; that a Gang toolkit is completed, and
referrals made to MASH and the Police unit: Community Initiative for Reducing
Violence (CIRV). Details can be found on their website: www.aimonline.org.uk and via
NSCP information pages.
The picture in Northamptonshire, as elsewhere, is rapidly moving and evolving.
Practitioners should be alert to the fact that this is the case as tactics will change to avoid
specific law enforcement and disruption approaches. In the county there are several
clearly identified street gangs which have children and young people at various levels of
their hierarchy. At present these are predominantly in Wellingborough, Northampton,
and Rushden, but this can change quickly. There is also clear evidence of violence
between these rival gangs, involving weapons which include knives, guns and, on one
occasion, corrosive liquids:
County lines: Is a term used to describe gangs and organised criminal networks involved
in exporting illegal drugs into one or more importing areas, using dedicated mobile phone
lines or other form of ‘deal line’. The criminals in question are likely to exploit children to
move and store the drugs and money. To do this the criminals will often use coercion,
intimidation, violence (including sexual violence) and weapons (Home Office, 2018).
Drug dealers will sometimes take over the home of a vulnerable person to use it as a base
for county lines drug trafficking, this is known as Cuckooing.
Human trafficking: Human trafficking involves the recruitment or movement of
people for exploitation by the use of threat, force, fraud, or the abuse of
vulnerability. Trafficking is a crime that can occur across international borders or within
a country (Gov.uk 2022).
People can be trafficked for many different forms of exploitation such as forced
prostitution, forced labour, forced begging, and forced criminality, domestic servitude,
forced marriage, forced organ removal.
It is important to note that when children are trafficked, no violence, deception or
coercion needs to be involved: simply bringing them into exploitative conditions
constitutes trafficking. Modern slavery, including child trafficking, is child abuse. When
an agency meets a child who may have been exploited or trafficked, Local Authority
Children’s Services (MASH) and the police should be notified immediately.
All children, irrespective of their immigration status, are entitled to safeguarding and
protection under the law (UNCRC 1989). When there is reason to believe a victim of
trafficking or modern slavery could be a child, the individual must be given the benefit of
the doubt and treated as a child until an assessment is carried out.
Children at risk of radicalisation (PREVENT): The Prevent Strategy (Home Office,
2011) defines the term ‘radicalisation’ as “the process by which a person comes to
support terrorism and forms of extremism, leading to terrorism”. Prevent is aimed at
front line staff and is designed to help make staff aware of their role in preventing
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vulnerable people being exploited for terrorist purposes. The Counter Terrorism and
Security Act (2015) places a duty on a range of organisations to have due regard to the
need to prevent people of all ages being drawn into terrorism.
If a staff member has concerns that a child or adult may have been radicalised or is at risk
of radicalisation, staff must report their concerns and complete a Prevent referral to the
Local Authority. All concerns relating to Prevent must be escalated. In the case for
children, a MASH referral should be completed and for an adult, a Safeguarding adult’s
referral needs to be completed and where necessary further advice can be sought via the
Trust Prevent leads (Safeguarding Team).
The Prevent referral process can be described in three stages; Notice, Check and Share.
•
•

•

Notice - staff must be aware of an individual’s vulnerability to radicalisation,
changes in behaviour, ideology, and other forms of extremism.
Check out your concerns with the individual where possible, and where safe, with
your line manager, colleagues, and multi-disciplinary clinical meetings. Checking
out your concerns with the Safeguarding Team will help to ensure a proportionate
response to the concerns.
Share your concerns with partner agencies via MASH, and as far as possible be
open and honest with the individual about the duty to share your concerns.
Northamptonshire Healthcare NHS Foundation Trust has a stand-alone PREVENT
policy, CLP016.

Missing Children: Refers to young people who go missing from home or care provision.
These young people are at serious risk of being targeted for involvement with gangs,
trafficking, criminalisation, exploitation, and violence. Recognising the risk at the time a
child is reported as missing and offering appropriate support on their return may prevent
the situation escalating.
For those children living within the Local Authority care system their vulnerability to
these risks is even greater, and they are disproportionately represented within the group
of children known to be exploited. It may be appropriate for social care to convene an
Adolescent Risk Management (ARM) meeting. The process for an ARM is where a meeting
is convened which includes representation from the service involved in the child’s care
and wellbeing. A multi- agency plan will be created in response to the assessed level of
risk for the child. Though an ARM follows the principles of a child protection conference,
the harm is not in relation to the parents’ actions/family’s need but is from an external
source to the family rather than within it – this is known as extra familiar harm and has
been developed via the theory of Contextual Safeguarding.
Domestic Abuse: The Home Office definition of domestic abuse (2021) is as follows:
The behaviour of a person (“A”) towards another person (“B”) is “domestic abuse” if A
and B are each aged 16 or over and are personally connected to each other, and the
behaviour is abusive.
Behaviour is “abusive” if it consists of any of the following:
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•

physical or sexual abuse

•

violent or threatening behaviour

•

controlling or coercive behaviour

•

economic abuse

•

psychological, emotional, or other abuse

Any incident or pattern of incidents of controlling, coercive or threatening behaviour,
violence and abuse between those aged 16 or over, who are or have been intimate
partners or family members regardless of gender and sexuality.
Children can be affected by seeing, hearing, and living with domestic abuse as well as
being caught up in any incidents directly, whether to protect someone or as a target.
Controlling behaviour - is a range of acts designed to make a person subordinate and/or
dependent by isolating them from sources of support, exploiting their resources and
capacities for personal gain, depriving them of the means needed for independence,
resistance and escape and regulating their everyday behaviour.
Coercive behaviour - is an act or a pattern of acts of assault, threats, humiliation and
intimidation or other abuse that is used to harm, punish, or frighten their victim.
The Impact of Parental Mental Health Needs: We must always consider the impact on
children when they are living with a parent with a severe or enduring mental illness that
is not well controlled. The most effective response to children and families affected by
mental ill health comes through all agencies adopting a ‘Think Family’ approach. This
includes professionals considering the needs of the parent and the child simultaneously.
Additional factors potentially associated with mental health concerns can include drug
and alcohol use which may contribute to additional support to care and keep safe their
child from harm or neglect.
Whilst mental illness is not a precursor for families to need support through statutory
intervention, some parents with a severe mental illness may need additional support
systems to reduce any potentially identified risk to their children.
Staff in adult mental health services caring for a parent must always consider the child’s
needs and the potential for physical or psychological harm. It is essential as with all
safeguarding practice that there is a co-ordinated approach to the maintain the safety of
both adult and child where mental health may be a feature.

Safeguarding Processes
How children are safeguarded is statute in law. The Children Act (1989:2004) has been
written to prevent behaviour that can harm children or require action to protect children.
The Working Together Guidance (2018) sets out the required role that organisations
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should do to play their part to keep children safe. Each county or local authority and
organisation may have their own processes and pathways; however, their procedures will
be congruent with the principles and adherence to legislation.
Signs of Safety Model: The ‘Signs of Safety Model’ is a way of making sure that everyone
involved in a child's life has the same understanding of the strengths and the worries and
agrees the goals that need to be reached to make sure that your child is always safe and
well. The model allows a visual demonstration of where the family’s needs to improve
their situation and reduce situations of harm. The Signs of Safety Model scoring starts at
0/10 (immediate risk of harm, separation from parent/care giver indicated) or 10/10
(where there are no concerns and intervention is not warranted). More information is
available: on the NSCP (2017) website. See Appendix 6.
Early Help Assessment (EHA): Where there are concerns for a family, which do not
meet Tier 4 criteria of needs of the Thresholds and Pathways document (2018), then an
EHA offer should be made to the family as means of a preventative support service. This
is a consensual process that aims to provide interventions for a family before they reach
crisis point. Any service that is working with a family can commence an EHA, it does not
require the support of social care to lead this multi-agency team that works around the
family.
Any professionals working with children, or their parents must be aware of when it is
appropriate to instigate an EHA. Within the Health services this includes GPs, health
visitors, school nurses’, midwives and other health professionals and should not be
dependent on band or position, but rather on staff competence and degree of involvement
with, and knowledge of, the young person (Working Together to Safeguard Children,
2018).
Children in Need: It is important to recognise that not all children who are vulnerable
are always at risk of harm. Where there is a family who have additional needs of support,
they can be offered the support of a multi-agency plan led by social care in the form of a
Child in Need plan (CIN). A CIN plan is directed by Section 17 of the Children Act (1989).
Though a CIN meets tier 4 of the Thresholds and Pathways Document (2018), the
child(ren) is not at risk of significant harm. Therefore, a CIN plan requires consent of the
parents to proceed.
However, parents can also request that their family are assessed to determine if they can
be supported by a CIN plan. The request may be related to children for who have
additional needs that would only become available with the involvement of social care.
An example would be a child with Special Educational Needs (SEN)- who would need
additional support regarding their health, education, opportunities, and their quality of
life to achieve the same standards as a neurotypical child. All SEN children are Children
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in need. It is important to remember that all children with a Learning Disability are
children in need due to their vulnerabilities and not any risk of harm. However, children
with SEN needs can also be at risk of harm when other safeguarding concern exist.
Child Protection Plan: Where it has been determined that a child is at risk of harm and
the child(ren) do not need an immediate response, an Initial Child Protection Conference
(ICPC) will be convened. An ICPC is a conference of relevant professionals chaired by an
independent reviewing officer. Following the conference, a decision will be made as to
whether the child(ren)/unborn need to be made subject to child protection plan. The
plan will identify key elements regarding how to reduce the risk of harm to the child +/sibling group.
The plan can change dependant on need and further review conferences will determine
progress and subsequent actions. In-between conferences there are regular meetings
including the members of the conference; or ‘core group’ meetings. Core group meetings
are there to support the family to not drift from the plan and access additional support
as required. Child Protection plans meet Tier 4 of the Thresholds and Pathways
Document (2018). All plans with be categorised as either neglect, sexual, physical, or
emotional abuse.
Adolescent Risk Management (ARM): An ARM is a divergent process of a child
protection plan- this process has been created to support concerns for a young person
(adolescent) who is affected by extra familiar harm, rather than due to abuse related to
parenting practice. Core members of the meeting should be of sufficient experience and
seniority to be able to effectively contribute to managing the risks to the child(ren). They
will need to be able to give direction regarding how to meet the needs of the young
people referred for discussion.
There specialist knowledge and expertise will aid planning. Capturing the voice of the
child (young person’s/adolescent) is imperative to ensure that their lived experience is
understood, and they are able contribute to their plan. The involvement of the young
person provides a level of autonomy and control over their future and encouraging
better outcomes from the ARM process. The premise and planning process of an ARM
and a Child protection process are similar in their construction. Further information is
available on the NSCP procedures 2018.
Vulnerable Adolescent Panel (VAP): The panel has been created in response to the
national concern of organised and violent crimes, e.g., gangs, county lines, weapons etc
and how best to support children and young people who are at risk and suffering harm
due to exploitation. It is common for the children and young people to also be supported
through ARM (as above), Child Protection plans and via LAC and multiagency services.
The Vulnerable Adolescent Panel is a multi- agency forum, whereby those children who
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are most at risk of exploitation are risked assessed for any protective interventions that
can take place to mitigated further harm. The Specialist Exploitation Nurse for NHFT is a
participating member and health representation at the VAP.
Strategy Meetings
Where there is a concern that a child(ren) or unborn child has suffered or likely to suffer
abuse and considered to be at significant risk of harm as per S47 of the Children Act
(1989), a Strategy Meeting will be convened. The meeting will allow information sharing
from the partners to ensure that there is a full understanding of the risks faced by the
child and/or siblings.
Once the multi-agency assessment has taken place, there will be a decision about
immediate actions in relation to a child and/or sibling group. For a Strategy Meeting to
be quorate there needs to be a representative from the triumvirate of the partnership,
police, health, and social care (HMG 2018).
Information should not be risk assessed in silo. Information sharing between the
partners (and relevant bodies) is essential to making meaningful and proportionate
decisions. Following a strategy meeting there will be a clear plan and expectation of
professionals. The process is available via NSCP procedures manual (2019). On
completion of a strategy meeting outcomes could include an immediate response (police
protection) further assessment (child in need or protection) or no statutory
intervention. However, in the event of not needing statutory intervention, there should
always be offer of an early help assessment to support the emerging needs that
instigated the strategy meeting.

MASH Referrals
Reporting of concerns and support needs is via the Multi-Agency Safeguarding Hub
(MASH)/Northamptonshire Children’s Trust. When creating a MASH referral, consent to
make the referral from the parent/care giver is preferrable. However, there will be
instances where consent is refused, and support declined by a parent/care giver. As a risk
to the child(ren) has been identified a referral to MASH is required regardless of consent.
It remains preferrable that the parents are still aware and informed that the referral for
support will proceed. It is imperative that clear rationale as to why the lack of consent
has been overridden is documented by the author. In some instances, it is inappropriate
to ask for consent or inform a family that a referral is going to be made to MASH. To not
seek consent is appropriate when the request would cause more harm or risk to the child
and/or family. An example includes concerns re: domestic abuse in the home whereby
informing the parents of the referral may cause an escalation in harmful behaviours
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towards a victim and/or child. Therefore, it is in remit of the professional making the
referral not to ask for consent or inform the parent/care giver of the impending referral.
Where there is an immediate risk to a child which requires social care (+/- police) then
contact with MASH can take place via telephone discussions. Telephone referrals must
be followed up as soon as possible in writing via MASH NCTrust referral form which is
also accessible directly from the child’s SystemOne record (within MASH details view). All
allegations or disclosures of abuse or neglect must be treated seriously and reported to
Social Care for further investigation.
Where it is not clear if a situation involves child protection concerns, then there should
be a discussion with a member of the Safeguarding Team, this could be via the
consultation line or direct supervision. All Agencies including NHFT, have a statutory
duty, identified in Section 11 of the Children Act (2004) to assist, and provide
information in support of such child protection enquiries.
Children’s Social Care should respond within one working day of receiving the referral,
to advise what type of response will be required to meet the needs of the child. If this
does not occur within three working days, the referrer should make contact again and if
necessary, speak to a line manager to establish progress.
MASH decision outcomes will be shared with the referrer and no one else. If there is a
discrepancy between services regarding the application of the thresholds for the needs
of the child in question which cannot be resolved through positive professional
challenge, then escalation of the concern is required to ensure that the child and family
receive the correct level of support for their needs.
When a Strategy meeting has determined further assessment is required by social care,
these assessments may result in an Initial Child Protection Conference (ICPC). When the
ICPC is convened, all agencies must try to ensure attendance. It is essential that the
pertinent professionals working with the child (+/- sibling group) attended in order to
have a full understanding of the risks and support needs of the chil(ren) and their family.
Should an invited professional be unable to attend a child protection conference, every
effort should be made to send a substitute. All ICPC and review conferences require the
submission of a report no later than 3 days prior to a conference. This is essential should
there not be the ability for a NHFT representative be available. The report is sent to the
conference chair via the Safeguarding Quality and Assurance Service. Parents and
children where appropriate, should be made aware of the contents of any report. See
Appendix 2 and 3.
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Escalation and Conflict Resolution
At no time must professional disagreement detract from ensuring that the child is
safeguarded. The child's welfare and safety must remain paramount throughout.
Professional and positive challenge is to be welcomed and expected between partners.
The NHFT Safeguarding Team are available to support practitioners to escalate issues of
concern. Please refer to Escalation/Conflict Resolution flowchart. See Appendix 7.
Potential areas of disagreement:
•

A referral not considered to meet the threshold for assessment by Children's social
care.

•

Children's social care conclude that further information should be sought by the
referrer before a referral is progressed.

•

There is disagreement as to whether the child protection procedures should be
invoked.

•

There is a disagreement over the sharing of information and/or provision or
services.

•

There is disagreement over the outcome of any assessment and whether the
appropriate action plan is in place to safeguard and promote the welfare of the
child.

Documentation and Communication
Information sharing and recording of information will always comply with the Trust
policies and professional codes of conduct relating to confidentiality. Trust staff will be
made aware of the current countywide child protection/ safeguarding documentation
and be confident in their ability to use it.
This will be achieved through a robust induction programme for all staff and regular
updating, including mandatory refresher training. Written/electronic records must be
kept, fully documenting any concerns, allegations, or disclosures of abuse, noting dates,
times, and incidents.
Any discussions with parents, managers, the child/young person, or other
agencies/professionals must be documented. Staff should listen carefully to any child
who discloses abuse and record any information obtained immediately in the child’s
health record. The record must clearly indicate exactly what the child disclosed and
capture their voice and lived experience. Staff must not promise confidentiality in
respect of such information or attempt to interrogate the child and a trauma informed
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approach should be utilised. Practitioners will know how to contact their named child
protection professionals within the Trust for advice and support on child welfare issues.

Managing allegations against staff
NHFT adheres to the procedure set out in the current NSCP Procedures Manual (Aug
2021). This procedure is designed to enable NSCP member agencies to deal fairly and
consistently with allegations of child abuse against staff. The procedures offer guidance
on managing situations in the workplace, as well as allegations made against an
individual as a parent/carer outside of the Trust, either in or out of working times.
If an allegation of abuse or concern of risk to a child is made involving any member of the
Trust staff, this allegation automatically becomes a serious incident (SI). Consideration
should also be made to refer to the Designated Officer within the Local Authority if the
member of staff works with children and there is a confirmed risk to children.
Action will always be taken against any staff that are confirmed to have abused any child
in line with the NHFT Disciplinary Policy and Procedure (HR001). There may be a range
of outcomes or parallel processes including one or all the following actions:
•
•
•
•
•

Internal disciplinary action.
Investigation by the police and possible subsequent prosecution.
Referral to any relevant professional body.
Independent Safeguarding Authority (ISA) referral.
No case to answer.

It may be necessary to remove the member of staff concerned in accordance with the
NHFT Disciplinary Policy. Suspension from duty is not disciplinary action. It is a neutral
action pending further enquiries or other measures.
Where staff raise concerns about a colleague they will be supported by the following
policies:
•
•

Freedom to Speak Up, (raising issues of concern) Policy – HR0009
Incident policy (CRM002) covering near misses and serious incidents

Once a concern has been raised in respect of a member of staff, the appropriate line
manager will be notified, and advice should be sought immediately from the Trust Human
Resources (HR) department who will support and manage process regarding the member
of staff against whom an allegation has been made.
The Trust Named Senior Officer and Named Senior Managers will need to be informed
and kept up to date with any on-going investigation. It may also be necessary to complete
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a DATIX form and a 24-hour report, which should be submitted to the Trust Risk
Department/Patient safety team. See Appendix 4.

Child Safeguarding Practice Reviews (CSPR) formally Serious Case Reviews
(SCR)
All staff working with children and young people must be aware of the CSPR procedures,
directed by the Children Act 2004 (as amended by the Child and Social Work Act 2017)
and directed by The Working Together Guidance (2018).
When a child dies, and abuse or neglect are known or suspected to be a factor in the death,
local agencies should consider whether there are any lessons to be learned about the
ways in which they work together to safeguard children. Where this is the case the
Northamptonshire Safeguarding Children’s Partnership should conduct a review into the
involvement of agencies with the child and family. Additionally, where a child has
sustained a potentially life-threatening injury, serious or permanent impairment or has
been subjected to particularly serious sexual abuse the NSCP should consider whether a
review should be conducted.
Initially, a Serious Incident Notification will be created by social care and then a Rapid
Review will take place with information collected by the involved organisations of the
safeguarding partners. It is the responsibility of the Local Authority to share
information with the National Panel. The National Practice Review Panel will consider
the involvement of organisations and professionals in the lives of the child(ren) and
family. The Panel is responsible for national learning and will commission a national
review of case(s) where rapid reviews demonstrate themes of child harm. At a local
level, the NSCP/Local Learning and Review Subgroup (LLR subgroup), will consider if
a CSPR or alternative form of review is required. The lessons learned should be
disseminated effectively, and the recommendations should be implemented in a
timely manner across all multiagency service providers.
CSPR’s and alternative reviews aim for contemporaneous sharing of findings and
learning. The collation of information consumes significant amounts of time for the
investigator/author to complete. The Trust must ensure that staff are given sufficient
time, clerical, and emotional support to complete the ascribed methodology for the
review. An organisation maybe asked to provide a panel member as well as an author.
The ‘panel’ review the involved organised amalgamated information as an overarching
body. On occasion the author and the panel member maybe the same person. However, it
is preferable that both author and panel member are independent of the events to ensure
that there is not a concern re: unconscious bias, or conflicts of interest. It is in the scope
of all professionals to request a CSPR take place. The request must meet the criteria to be
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accepted for review, however alternate learning maybe considered by and monitored by
the LLR subgroup if the requested does not meet CPSR criteria.
Other reviews can include Thematic reviews or Case mapping exercises. These are a
multi-agency piece of work conducted through several meetings to elicit information
from agencies; determine what went well/otherwise; what learning there is, and future
actions required.
Following a review of any type, the LLR subgroup will support in deciding what evidence
is required to meet the reviews recommendations. NHFT’s Safeguarding Group and
Incident Assurance Meeting (IAM) Group will ensure that recommendations from serious
case reviews are appropriately implemented ad reviewed.

Trauma Informed Care – Adverse Childhood Experiences (ACEs)
When children and young people have faced difficulties or challenges in their lives this
may result in them suffering Adverse Childhood Experiences (ACEs). ACEs are described
as “highly stressful, and potentially traumatic, events or situations that occur during
childhood and/or adolescence. They can be a single event, or prolonged threats to, and
breaches of, the young person’s safety, security, trust, or bodily integrity.” (Young Minds,
2018)
The impact of ACE’s is significant and enduring. If a child has experienced 4 or more ACE’s
they are 4 times more likely to misuse substances, suffer with mental illness, and engage
in criminal behaviours etc, and therefore making them more susceptible to exploitation.
The more a child is embroiled in exploitation, the harder it becomes to support the young
person to access additional services to meet their needs to escape exploitation.
The NHS Long Term Plan (2019), has made commitments to improving outcomes for
children and young people. The plan includes using a trauma informed approach, to
address support needs rather than compound issues or traumatize further.
How professionals manage the care of children who have experienced ACE’s is
important. The experience of trauma shapes are responses to life situations. Therefore,
there is a need to practice trauma informed care to achieve the best outcomes possible
for affected individuals.
The young person’s ability to trust has been impaired. They will be suspicious of the offer
of help from professionals and will often reject the offer of help; their lack of engagement
must not be a deterrent to professionals. Children with complex trauma will likely need
a holistic and individualised package of care. This package may need the involvement of
many other services. This can include the support of social care, mental health services,
RISE (Reducing incidents of Sexual Exploitation) RISE Team | Victim and Witness Support
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- Northamptonshire (voicenorthants.org) and other assertive outreach services such as
CIRV (Community Initiative Reducing Violence) CIRV - Community Initiative to Reduce
Violence (cirv-nsd.org.uk).
Sometimes it is possible to identify individual children or young people with emerging
trauma experiences. A service available in Northamptonshire is the ACE support
programme. Any professionals can refer a child or young person for support via:earlyhelpadvice@nctrust.co.uk

Housing Protocol for 16-17 year olds
The Local Authority has an agreed Housing Protocol for the assessment of 16 and 17 year
old young people who present as homeless and need accommodation or accommodation
related support.
No single agency has sole responsibility for homeless 16 and 17 year old young people.
Children’s Social Care and local Housing Authorities have statutory duties to these young
people, and other statutory and voluntary agencies provide a range of services to them.
The purpose of this Protocol is to ensure that, in Northamptonshire, partners continue to
work together to provide a consistent and co-ordinated response to 16 and 17 year old
young people (including teenage parents and pregnant teenagers) who present as
homeless and are in need of accommodation or accommodation-related support.
The protocol helps to promote and safeguard the wellbeing of the young person and
prevent homelessness, returning young people to their family wherever possible. If a
return home is not possible, the objective is to find the most suitable accommodation for
the young person and to help them to remain in that accommodation until they are ready,
if appropriate, to move on to more suitable accommodation.
When a young person is found to be or at risk of being homeless a referral should be
made to MASH. It may also be that there are accompanying safeguarding events/needs
that lead to the young person being in that situation whereby they are homeless.
The NSCP homeless protocol can be found at:
http://www.northamptonshirescb.org.uk/assets/files/207/APPROVED-Version-ofHomelessness-Protocol-16-17-Year-Olds-2-.pdf

Perplexing Presentations (PP) / Fabricated Induced Illness (FII)
Since the publication of the Royal College of Paediatrics and Child Health (RCPCH)
guidance on Fabricated or Induced Illness by Carers (FII) in (2009), there have been
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significant developments in this field. The RCPCH Child Protection Companion (2013)
extended the definition of FII in 2013 by introducing the term Perplexing Presentations
with
new
suggestions
for
management
(RCPCH
2021).
https://childprotection.rcpch.ac.uk/wp-content/uploads/sites/6/2022/06/FC59055Perplexing-Presentations-FII-Guidance-updated.pdf
The term Perplexing Presentations (PP) has been introduced to describe the commonly
encountered situation when there are alerting signs of possible FII (not yet amounting
to likely or actual significant harm), when the actual state of the child’s physical, mental
health and neurodevelopment is not yet clear, but there is no perceived risk of immediate
serious harm to the child’s physical health or life. The essence of alerting signs is to have
open discussions with parents/carers about a lack of medical reasons for a child or
young person’s presentation.
Fabricated or Induced Illness (FII): FII is a clinical situation in which a child is, or is
very likely to be, harmed due to parent(s) behaviour and action, carried out to convince
doctors that the child’s state of physical and/or mental health and neurodevelopment is
impaired (or more impaired than is the case). FII results in physical and emotional abuse
and neglect, because of parental actions, behaviours, or beliefs and from doctors’
responses to these. The parent does not necessarily intend to deceive, and their
motivations may not be initially evident (RCPCH 2021).
The new guidance is clear that FII/PP should not be a presentation that needs to be ruled
out due to a lack of medical explanation. FII/PP should be considered, as a differential
diagnosis.
Any delay to diagnosis or consider PP/FII can lead to an inadvertent collusion of the
paediatrician/health care professional with the parents though performing intrusive
investigations that may not be required.
It is important to distinguish the relationship between FII and physical abuse / nonaccidental injury (NAI). In practice, induce illness is a form of physical abuse and
fabrication of symptoms or deliberate induction of illness in a child, falls under Physical
Abuse (HMG 2018).
Children in these situations usually have complex health needs. They can often have an
existing medical diagnosis, or may have started out with an underlying illness, which will
make assessment more difficult. The parent’s accounts may therefore be true, partially
true, or mixed with other accounts that are fabricated or misconstrued. This makes it
more difficult to explore their credibility (RCPCH 2021).
There are many signs that may suggest concerns. Children may often appear complicit
by demonstrating the behaviours described by the parent. This may be due to a wish not
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to displease their carer/parent, or they may have been ‘brain washed’ into believing the
reports due to frequency of reported concerns and amounts of hospital appointments.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Parents’ insistence on continued investigations instead of focusing on symptom
alleviation when reported symptoms and signs not explained by any known
medical condition in the child.
Parents’ insistence on continued investigations instead of focusing on symptom
alleviation when results of examination and investigations have already not
explained the reported symptoms or signs.
Repeated reporting of new symptoms.
Repeated presentations and attendance at medical settings including Emergency
Departments.
Inappropriately seeking multiple medical opinions.
Providing reports by doctors from abroad which conflict with UK medical
practice.
Child repeatedly not brought to some appointments, often due to cancellations.
Parents not able to accept reassurance or recommended management, and
insistence on more, clinically unwarranted, investigations, referrals, continuation
of, or new treatments (sometimes based on internet searches).
Objection to communication between professionals.
Frequent vexatious complaints about professionals.
Not letting the child be seen on their own.
Talking for the child / child repeatedly referring or deferring to the parent.
Repeated or unexplained changes of school (including to home schooling), of GP
or of paediatrician / health team.
Factual discrepancies in statements that the parent makes to professionals or
others about their child’s illness.
Parents pressing for irreversible or drastic treatment options where the clinical
need for this is in doubt or based solely on parental reporting.

Paediatricians should not underestimate indicators of family dysfunction and what is
already known about the child and family by the wider professional network when
assessing the needs of children. To be able to make a full assessment of the child, then a
multi-agency approach is required to compare the functionality of the child in the
community compared to the described symptoms and behaviours reported by the
parent/carer and child.

Guidance on Children in Hospital and Children Visiting
All children who come into the hospital environment must be kept safe. This may be a
child or children who are visiting NHFT hospital premises (see CLP 046, Policy for
Children Visiting In-Patient and Residential Units), or children who are themselves
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admitted as patients (see CLPr012 Protocol for the Emergency Admission of Adolescents
to Adult In-patient Units in Northamptonshire).
The Trust has a duty to ensure that visits to wards or units where children are
accommodated must be safe. Staff working in these areas must:
•
•
•
•

Draw up a list of agreed visitors for each child/young person on their admission
to a ward/unit in conjunction with the child/young person and their parents or
carers.
Staff are responsible for verifying the identity of all visitors to the ward or unit. All
visitors must sign in on entry.
Ensure that all visitors to children’s wards/units aged 16 years or younger are
accompanied by an adult.
Clinical staff are responsible for ensuring that visitors and contractors are not left
unescorted or unobserved in areas occupied by patients.

In addition, all children’s wards/units should develop local protocols which are in
keeping with the geography and working practices of the area and which are aimed at
further ensuring the protection of all children for whom they are providing care from
abuse.

Children and Young People supported by the Mental Health Act (1983)
There is an increasing number of children being detained in hospital under Section 2 of
the Mental Health Act (1983). This can lead to significant challenges when caring for
those young people in mental health crisis and/or presenting with dysregulated
behaviour.
When caring for a child or young person there may be situations where there is a need to
assess that child or young person’s capacity to decide about their care and/or treatment.
Young people over 16 years of age can be accessed via the Mental Capacity Act (2005) and
children between the age of 10-16 years via the Gillick competence and Fraser Guidance
(1986) to determine if they have capacity to make their own decisions.
Section 131a of the revised Mental Health Act 1983 creates a duty to accommodate
children and young people who are admitted under the Act, or under any other legal
power, in an environment suitable for their age. If in exceptional circumstances, a child
must be admitted to an adult ward, this must be notified to the Trust Risk Department
using the Datix incident report and the Senior Nurse for Safeguarding must also be
notified.
Children can be ‘held’ to the hospital under Section 5.2 of the Mental Health Act (1983)
by any doctor for a period of 72 hours. In this time, the child should be assessed by an
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Approved Mental Health Professional (AMHP) to understand what is required to provide
the best care for their condition and needs. If the AMPH assessment of a child is that they
need to be cared for in a specialist facility, then the child can be detained to the
appropriate facility to meet their needs. The detention would be via Section 2 of the Act.
There is no minimum age limit for detention in hospital under the Mental Health Act.
However, where decisions are been taken in respect of children and young people below
the age of 18 under the Mental Health Act 1983 it is essential that practitioners:
•

•

•
•

Be familiar with how the Act regulates treatment for under 18s and when
consideration should be given to the option of using section 25 of the
Children Act 1989 for the care of children or young people whose liberty
must be restricted.
Understand the importance of knowing who has parental responsibility for
the child or young person and what is meant by the “scope of parental
responsibility”.
Make every effort to ensure that a child or young person is accommodated in
an environment suitable for their age and needs.
Notify the local authority Children and Adult Services when a child has been
accommodated in hospital for three months or more in accordance with
statutory guidance set out in section 85 of the Children Act (1989).

When a child is distressed and unable to leave the ward/hospital then there may be need
for suitable supervision to keep the child/young person safe. There is collaboration
between the hospital and CAMH’s to ensure that there is the right level of supervision.
Supervisees could include mental health nurses and/or Security or the Enhance care
team. A risk assessment will be required to make sure the child is safe as possible.

The Effects of Covid 19
Covid-19 has irrefutably changed society on all levels. There has been an impact on all
individuals and not just the most vulnerable- there continues to be concerns and risk for
many of the population despite active resistance through changes in service delivery and
the dedication of health and social care services.
It is unlikely that the full extent of damage caused by Covid regarding children is known.
However, what is known is:
•
•
•
•
•

Decreased levels of educational attainment.
Decreased ability to interact socially between children and their peers.
Increased risk of exploitation CSE/CCE.
Increased gang activity and county lines.
Increased domestic abuse in the home.
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•
•
•
•
•
•
•
•
•

Increased use of substance misuse.
Increased mental health problems- parents and children.
Lack of accommodation.
Lack of services to address any of the support needs.
Hidden children.
Child poverty.
Child in Need with SEN not having required support.
Increased neglect.
Lack of extended family support.

There is also an overarching concern of systematic trauma, therefore a trauma informed
approach will be essential when reviewing future services as a social response.
There will need to be a period of recovery for the UK (and the wider world). However,
the extent of how Covid has affected children and young people is not clear, nor how this
will affect society. Services continue to be vigilant to signs that a child needs protection,
however the visualisation by professionals of children remains a concern as does the
need to promote resilience for all.

Training requirements associated with this policy and professional
development
Mandatory Training: The Trust acknowledges that safeguarding children activity is
often complex and stressful. It is paramount that all staff, have the level of knowledge
required to safeguard children. Safeguarding training is mandatory for all Trust staff and
they must be up-dated every 3 years at the appropriate level for the practitioner. Line
managers should ensure that all staff attend mandatory training and maintain training
records.
Mandatory training is recorded via ESR. The Safeguarding Team, in conjunction with the
Trust Learning and Development Team, will ensure that enough training events will be
provided at the appropriate level for individual staff groups.
The revised version of Working Together Documents (2018) directs healthcare
organisations to the intercollegiate safeguarding framework and states that ‘All staff
working in healthcare services – including those who predominantly treat adults – should
receive training to ensure they attain the competencies appropriate to their role and
follow the relevant professional guidance (Royal College of Nursing, 2019).
Levels of training
Level 1: All non-clinical staff working in NHFT: This level is basic child and adult
protection awareness, and it is the required level for those staff groups who may have
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limited contact with children or families. Examples of staff groups who need to meet
attainment at level 1 include for example receptionists, administrative, hotel services,
transport, and maintenance staff.
Level 2: All clinical staff whose clinical caseload is adults: This is the minimum level
required for clinical staff whose clinical caseload is made up of adults. These clinicians
may have some degree of contact with children and young people however they do not
see them as part of their clinical caseload. Some non-clinical managers who may
supervise or appraise staff who work at level 1 may also need to undertake Level 2
Safeguarding Training. Examples of staff who need level 2 training include: health care
students, pharmacists, dentists, dental care practitioners, adult physicians/psychiatrists,
psychologists, nurses working in adult acute/community services, allied health care
practitioners and all other adult orientated health care professionals, including
technicians, hotel services managers.

Level 3: All clinical staff working therapeutically with children, young people
and/or their parents/carers: Staff working at this level must demonstrate proof of
training or competence on a three-yearly basis as a minimum requirement. Confirmation
of attendance at a face-to-face training event or evidence of attainment of the skills and
knowledge is essential for the purpose of meeting mandatory training requirements.
It is the responsibility to individual staff members and their line managers to ensure that
they attend training in line with their personal development plans. This will be monitored
as part of individual staff appraisal.
The Learning and Development Department will keep and manage the database of all
Trust staff who attend child protection training. Attendance at training will be monitored
by the Trust Safeguarding Group, with special attention being focused on failure to attend.
Information in respect of training attendance will be reported to the Trust Board via the
Governance Committee/safeguarding board meetings.
Where it is identified that there is persistently poor attendance in specified Trust service
areas, then the Safeguarding Group will identify an appropriate action plan and the
relevant service managers will be notified with a directive that the action plan being
implemented.

Support and Supervision for Staff
The Trust recognises that being involved in child protection cases, can be stressful for
staff and they need additional direction and support to safeguard children effectively.
Provision of advice, support and guidance for staff is also available via the Safeguarding
Team. All staff who works substantively with children must receive regular specialist
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child protection supervision as per policy (HR 033). Additional avenues could of support
could include:
•
•
•
•

Their line managers.
Named Professionals for Safeguarding Children Colleagues.
The
NHFT
intranet
for
Safeguarding
-The
STAFFROOM
https://thestaffroom.nhft.nhs.uk/
Manager of the local Children and Young People Teams (Social Services) or, if the
case is already open, from the allocated social worker – Tel: 0300 126 7000.
Within the policy on Guidance for Staff Raising Issues of Concern - see Policy
HR009 Freedom to speak up (Raising issues of concern).

Support and Advice for Service Users
Working in partnership with parents is a key element of the Children Act 1989. The Think
Family approach recognises that parent’s matter, and that a shift in mind-set is needed to
focus on the strengths and difficulties of the whole family rather than those of the parent
and child in isolation. Whilst most parents are a source of resilience and want the best for
their children, there are a small minority who can be a source of risk. It is important that
parents who are experiencing difficulties are identified and supported.
Listening to and involving service users is an important part of safeguarding children. It
is especially important that the voice of the child is heard and that, in accordance with the
Children Act (1989), the wishes and feelings of a child are always considered.
A child’s age, understanding and lived experience must always be considered. Effective
measures to safeguard children should not be seen in isolation from the wider range of
support services available to meet the needs of children and their families. Professionals
working with children and young people, or their parents, must make every effort to
envisage what life may be like for the children they may meet as part of their professional
role and respond accordingly. This is even more important where children are unable to
express their views because of age or disability.
Where children or parents have specific requirements, for example because of learning
disability/difficulty, communication problems or mental health needs, it is important that
they receive advice and support and where appropriate, that reasonable adjustments are
made.
It is essential that all professionals adapt to the needs of the family so that they can
accesses services in a meaningful way and to ensure that those in needs of reasonable
adjustment are able to experience the same supportive services as any typical service
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users. Other means of support could include advocacy, interpreting or signing services,
interpreters, communication aids, sensory adjustments and all means that ensure
equality for the service user. The Equality Act (2010) must be adhered to so as to ensure
that all service users have inclusive access to care and they are not discriminated against,
or placed at a disadvantage.
It is of great importance that consideration is always given to the capacity of a child or
parent to understand child protection processes to ensure that they can fully engage in
what is happening.
Where a child lacks capacity to make a time and specific decision then the scope of
parental responsibility maybe an appropriate use of legislation. However, all decisions
made on behalf of the child must always be in the best interests of the child. Where there
is dispute then Inherent Jurisdiction of the Court of Protection maybe required to
determine how best to proceed with the child’s care.
However, where the child has capacity and is at risk to themselves or others then the
Mental health Act (1983) provides powers to hold or detain a child to the most
appropriate care provision.

Audit and Evaluation
Safeguarding training compliance is to be discussed and documented at annual
appraisals.
The content of all Safeguarding Children training provided within the Trust will be
reviewed and updated annually or more frequently to reflect the changing landscape.
The local Northamptonshire Safeguarding Children’s Partnership, NHFT’s Quality
Governance and commissioners as well as the Safeguarding Children’s Team will actively
support the relevant services to implement recommendations from CSPR and monitor
effectiveness to confirm that these actions are embedded in practice.
NHFT will participate in Multi Agency Case Audits (MACA) and embed and disseminate
learning into practice.
An audit schedule will be devised and evaluated on an annual basis to monitor activity,
quality and compliance safeguarding processes within the Trust.
Document control details
Author:
Approved by and date:
Responsible Committee:

Head of Safeguarding
Trust Policy Board – 09.08.2022 (ratified virtually)
Safeguarding
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Appendix 2 –MASH Referral Flow Chart
Do you have
reasonable cause
to suspect that a
child is at risk of
significant harm?

Yes

Is the child(ren)
or young person
in immediate
danger?

Yes

Find a place of
safety and phone
999 to inform the
Police of your
concerns

Referring to the Thresholds document
make a MASH referral without parental
consent. Document in the referral why
you believe the risk increases if consent
is gained. Refer via the SystemOne link
or via NCT’s website

No

https://www.nctrust.co.uk/help-and-protectionfor-children/Pages/report-a-concern.aspx

Can the family be
supported by way of
an Early Help
Support Plan?

No

Yes

Do you have
parental/carer
consent to
refer to MASH?

Refer to Northamptonshire
Children’s Trust (NCT) to
initiate early help support
https://www.nctrust.co.uk/helpand-protection-forchildren/protecting-childreninformation-forprofessionals/Pages/earlyhelp.aspx

Yes

or by telephoning 0300 126 7000
(although you will be asked to follow
this up in writing)
Remember to emphasise the Voice of the
Child and provide your Signs of Safety Scale

No

Do you think that the
risk to the child or
yourself will increase if
you discuss your
concerns with the
parent/carer to gain
their consent to refer
to MASH?

Yes

No

After calling the
Police, call your line
manager and/or the
Safeguarding Team
for a debrief and
supervision and
complete a MASH
referral

Referring to the Thresholds document
make a MASH referral via the
SystemOne link or via NCT’s website
https://www.nctrust.co.uk/help-and-protectionfor-children/Pages/report-a-concern.aspx

or by telephoning 0300 126 (3)7000
(although you will be asked to follow
this up in writing)
Remember to emphasise the Voice of the
Child and provide your Signs of Safety Scale

Discuss your
concern with
the family and
recommend
that a MASH
referral is
submitted for
an assessment
to be
undertaken
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Talk to your Line Manager and contact the Safeguarding
Team for advice and supervision
safeguarding.children@nhft.nhs.uk

Appendix 3 –Report a concern about a child or an adult working with children and
young people through a MASH referral
The most up-to-date version of the interagency referral form for help and protection for children report a concern can be found directly from SystemOne:
Guidance on accessing the referral form
1.
2.
3.
4.
5.

Open the child’s records on the SystemOne
Open the safeguarding folder within the clinical tree (down the left-hand side)
Click on MASH details view
Click on the Orange arrow pointing to the right
Click on (Step 1) MASH Referrals - This link will take you directly to NCT’s Link “To Report a
Concern” as below.
6. Proceed as below from No.2
7. Click on step 2, returning to SystemOne template upon completion of the Referral form as this
will leave information within the SystemOne journal reflecting that you have submitted a
MASH Referral.

Or by accessing the link below:
https://www.nctrust.co.uk/help-and-protection-for-children/Pages/report-a-concern.aspx
Guidance on accessing the referral form
1.
2.
3.
4.
5.
6.

Click on the link above
Click on “Guidance” I am a professional with a concern about a child
Refer to the NSCP’s Thresholds Guidance
Refer to the guidance on the MASH Referral form for instructions on signing up (if required)
Click on Complete a MASH Referral
Sign up now to register or log in (if you are registering for the first time, provide your email
and a password (*remember this for future sign ins)
7. *Top Tip many practitioners find it useful to write a draft on a word document and then copy
and paste it over onto NCT’s MASH Referral form, in case of internet issues.
8. Complete the form and save in clinical record, if possible, otherwise record actions in
SystemOne records and then submit.

MASH referrals should also be made to report all cases in which it is alleged that any person who
works with children has:
•
•

behaved in a way that has harmed, or may have harmed, a child
possibly committed a criminal offence against children, or related to a child
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•

behaved towards a child or children in a way that indicates they may pose a risk of harm to
children, for example if their conduct falls within any of these categories of abuse: physical,
emotional, sexual, neglect

Your allegation will go into the MASH. You can do this by following the previous Link:
https://www.nctrust.co.uk/help-and-protection-for-children/Pages/report-a-concern.aspx
but this time click on: “I have a concern about an adult working with children and young people” or
by going directly to the following link:
https://www.nctrust.co.uk/help-and-protection-for-children/protecting-children-information-forprofessionals/Documents/Designated%20Officer%20Referral%20Form%20Professionals.pdf
Your MASH Referral will go to a designated officer (also known as LADO). Designated officers are
accountable to the Northamptonshire Safeguarding Children Partnership (NSCP) and operate
independently within children’s services to help safeguard children. The designated officer will contact
you to let you know if this allegation has met the threshold for further investigation.
Designated Officer (formerly LADO) referral form for professionals

If the concern warrants further investigation, the designated officer will also:
•
•
•
•

Capture and co-ordinate the sharing of all the information relating to the case with the officers
and agencies that need to be informed
Provide advice and guidance to the employers or voluntary organisation
Monitor and track the progress of the case through to its conclusion, with the aim to resolve
it as quickly as possible
Look at an emerging patterns of behaviour
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Appendix 4 – Managing Allegations & Concerns of Abuse Against People
Working within NHFT
Overview
Individuals can sometimes be abused by people who work with them, and Northamptonshire
Healthcare Trust always takes seriously any allegations of abuse against service users.

Where children are concerned, the Trust has an explicit duty under the Children Act 2004 to safeguard
and promote the welfare of children. This duty extends to having in place clear procedures for
responding
to
allegations
of
abuse
of
children
by
staff.

In accordance with locally agreed procedures for children, the Trust has appointed a named senior
officer and two named senior managers to ensure procedures are followed and allegations are
managed
appropriately.

Northamptonshire Children and Young People’s Service has appointed two officers known as
Designated Officers (DO) one specifically for schools and education settings and one for all other
agencies.

All allegations in respect of children should be reported to the named senior manager who will, in
consultation with the DO, advise on and monitor the progress of any ensuing investigations.

Where allegations or concerns in respect of adults are raised, NHFT proposes to reflect the
arrangements for children. Instead of the DO, the Local Authority Safeguarding Adult Coordinator will
be consulted in order that the Trust’s management of all allegations or concerns of abuse by staff is
transparent
and
open
to
scrutiny.

These procedures must be followed in addition to any standard procedural investigations into abuse
of either children or adults.
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NHT Internal Management of Allegations against Staff

Concern/Allegation raised
report to line manager

▪
▪
▪
▪

Investigation

▪

Lead Director/Named Senior Manager & HR
informed
Police informed where appropriate
Inform Safeguarding Co-ordinator or Designated
Officer who will advise accordingly.
Lead Professional/ Named Senior Manager
informed
File started
▪

Report to named professional and
Safeguarding Co-ordinator/DO for
consideration/advice.

▪

Discussion with named professional
and Safeguarding Co-ordinator

Director leading investigation to
consider

No Further
Action

Disciplinary
Procedure
Performance
Management

No Further Action

Environmental
Change
▪
Possible criminal
prosecution (including
malicious allegation

▪

Discuss outcome with named
professional and Safeguarding Coordinator/DO
If no further action compile Action
Plan to reintroduce /manage staff.

Feedback to Safeguarding adult
committee and/or LSCB

Please refer to Northamptonshire Inter Agency Child Protection Procedures for comprehensive
guidance in respect of allegations against children
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Appendix 5 – Key Contact Numbers
•
•
•

Key Contacts for NHFT
NHFT Safeguarding Children Team
Address:
Castle Unit
Isebrook Hospital
Irthlingborough Road
Wellingborough
NN8 1LP

•
•
•

Office Tel: - 0300 0272223
Consultation Line - 07795 110355, (available 9.30hr – 16.30hr)
1:1 Supervision Clinics – every fortnight (bookable via team email)

•

Email: safeguarding.children@nhft.nhs.uk

•

Child Exploitation Nurse: 101 ext 343357. RISE team office: 01604 888345

•
•

NHFT Safeguarding Adult Team
Address:
Castle
Isebrook
Irthlingborough
Wellingborough
NN8 1LP

•

safeguarding.childrenteam@nhs.net

•
•
•

Office Tel: - 03000 272226
Email: safeguarding.adults@nhft.nhs.uk
Key Contacts for partners
North Northants Council – Office Tel: 0300 126 3000
Email: safeguardingnorth.ncc@northnorthants.gov.uk

•
•

West Northants Council – OfficeTel: 0300 126 7000
Email: safeguardingwest.ncc@westnorthants.gov.uk

•
•

Useful Links for professionals:
http://www.northamptonshirescb.org.uk/police/toolkits-professionals/

Unit
Hospital
Road
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Appendix 6 – The Signs of Safety

2018
What is the Signs of Safety Approach?
In Northamptonshire, families and professionals are starting to hear about Signs of
Safety. The aim of this information is to give you a better understanding of what it
means for you and your child or children.
What is Signs of Safety?
Signs of Safety is a very clear way of working with children and their families.
Signs of Safety is about family members and professionals (health visitors, social
workers, teachers, doctors, police etc.) working together to meet children and young
people’s needs in the best way possible. It puts children, young people and their
parents at the heart of the work. Families play a key part in working alongside
professionals when we are looking at the worries and concerns that are identified for
their child, (who is worried and why?), identifying the things that are going well in the
child and family’s life (strengths), and agreeing what needs to be done (goals).
Together, our aim is to build on the strengths and reduce the worries.
What difference will Signs of Safety make to the way professionals work with me and
my children?
Signs of Safety is a way of making sure that everyone involved in a child’s life has the
same understanding of the strengths and the worries and agrees the goals that need
to be reached to make sure that your child is safe. Signs of Safety helps everyone
involved with a child/young person – including the child/young person themselves – to
think about ways to keep safe, healthy and settled, wherever they are living.
Talking to children
Talking to children is at the heart of Signs of Safety. It is important that children, as well
as adults, have an opportunity to talk about what they are worried about, what makes
them happy, and what they would like to see happen in their family and community to
keep them safe. The Signs of Safety approach uses a range of tools, but one tool in
particular, called The Three Houses, is used to talk to children and ask them their views:
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How does this change your “assessment”?
The Signs of Safety assessment will also include professionals working with your
child, such as teachers, nurses, doctors and police. During an assessment the four
key questions (alongside others) will be asked of you, your child, your wider family
and anyone who else who helps to support you and your child:

1. What are we worried about for your child/ren?
2. What is working well in your family?
3. What needs to happen to make sure your child/ren are safe and well in the
future?
4. How worried we all are about your child/situation on a scale of 0 to 10?
(0 meaning the child is in danger, 10 meaning the child/ren are safe. These will
become more specific as the goals are established.)
This becomes a plan which looks like this:
What are
about?

you

worried What’s working well?

Harm - What has happened Safety – when harm is
that worries us?
present, who/what happens
to make sure the children
aren’t hurt/harmed?
Complicating factors – what
Strengths – what are the
makes
things
more
strengths
within
the
complicating?
family/situation?

What needs to happen?
Safety Goal – what do we
need to see to know the
children are safe?
Next Steps – What are we
going to do to reach our
goals?

On a scale of 0-10, where 10 means there are no real concerns about the child and family
and 0 means that things are so unsafe for the child, immediate action needs to be taken,
where would you scale this today?
0___________________________________________________________________10

You will be given a copy of your child’s assessment plan as well as the
professionals
who are working with you and the children.
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The same plan will also be used in meetings between you and your child/ren’s
social workers.
Your child/ren’s social worker will review progress against the plan of what needs
to happen, with the aim of everyone involved in their lives - family members and
professionals - working together to increase the wellbeing and safety for your
child/ren.
If you have further questions about Signs of Safety that this information doesn’t
answer then please discuss these with your child/ren’s social worker.
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Appendix 7 – Escalation Flowchart
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Appendix 8 - Think Family! Key Principles for the Assessment of Risk and
Provision of Help and Support
Working with families
Many families experience multiple disadvantages and there is a clear relationship between parentbased disadvantage and outcomes for children.
In order to improve the outcomes for children and their families it is essential that we focus on the
problems faced by parents that have an impact on entire families.
Parents matter because they provide the critical early resources that help children grow, develop, and
achieve.
For professionals working in NHFT ‘Thinking Family’ sometimes necessitates a shift in mindset,
requiring a focus on the strengths and difficulties of the whole family, rather than those of the parent
or child in isolation.
A ‘Think Family’ approach is essential in order to ensure that services and professionals can identify
problems and intervene earlier to meet the needs of children and their parents.
We need to work in partnership with parents in order to provide the best possible support and enable
them to fulfil their parenting responsibility.
Key Considerations for Assessment and Intervention
For all professionals who come into contact with children or their parents, the following must be taken
into consideration:
1. Who is living with the service user? Record name, relationship and dates of birth of any
children.
2. Who has parental responsibility for any children? Do they need support with parenting?
Consider EHA and record when offered or declined.
3. Mental health practitioners should always follow the practice principles of the Care
Programme Approach (CPA) – good communication, information sharing, good working
together and accurate recording.
4. Do you hold any information that may be helpful to other practitioners, and which might
ensure the better provision of safe and effective care? Don’t work in isolation. When making
difficult decisions use your colleagues, supervisor, manager or safeguarding lead
professionals. Assessing risk is not an exact science – it requires making reasoned judgements
in collaboration with others.
5. Ensure that you understand the limits of confidentiality and the key principles of information
sharing. Don’t confuse confidentiality with secrecy. Work openly and honestly from the outset
and discuss with your service user when and in what circumstances you may need to speak
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6.

7.

8.

9.
10.

with others and share information. Risk to children or other vulnerable individuals overrides
confidentiality. Any impact on the therapeutic alliance can usually be overcome.
Consider the impact of any parent or carer behaviours on children, including domestic abuse,
substance misuse, self-harm or suicidal ideation. When assessing adults who self-harm or who
may be a risk to others, if parents identify children as being a protective factor, records must
be clear about what this means in practice. There is a significant difference between those
situations where children are taking direct responsibility for ensuring parental safety, and
those where a parent has a healthy attachment relationship with a child or children, which
would act as a deterrent to them committing harm.
Consider whether the parent/carer’s personality, background, mental or physical illness is
affecting their insight, their ability to empathise or to care for their children or to recognise
the needs of other vulnerable people. Always ensure that the voice of the child forms part of
your assessment and decision- making.
Are there any young carers in the family? It is important that a child or young person who is
taking on any tasks or responsibilities normally associated with an adult is recognised as a
carer. This recognition carries with it certain rights to services, such as an assessment of need.
Consider whether your service user, child or adult, may be vulnerable to relationships where
they may be subjected to exploitation of any kind.
Always keep an open mind, be curious and employ respectful uncertainty and be able to “think
the unthinkable” when working with families where there is a known history, or you suspect
that abuse or neglect is occurring. Consider whether there are any specific safeguarding
concerns that would require you to activate safeguarding procedures. These may include
needs arising from neglect, physical, sexual, emotional or domestic abuse or specific issues
relating to age.

REMEMBER THAT SAFEGUARDING IS EVERYBODY’S RESPONSIBILITY
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