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Safeguarding Children and Young People Policy 

 
Purpose 
 
The purpose of this policy is to set out the organisation’s operational and strategic management 
processes currently in place to safeguard children and young people and to provide procedural 
guidance and direction for the implementation of robust, high quality safeguarding services to all 
children and young people who come into contact with the organisation either directly or indirectly. 
The policy applies to all clinical and non-clinical staff whether registered, unregistered, bank, 
temporary, locum staff, volunteers and those on honorary contracts.  
This policy should be read in conjunction with the following policies and procedures: 
 
 

This policy is essential reading for the following groups of staff: 

 All Central and North West London (CNWL) staff  
 

The following groups of staff need to be aware of the existence of this policy: 

 All CNWL staff 
 
Key points of the policy  
Safeguarding children is everyone’s responsibility and not just the province of those working 
directly with children and families. In this document a child is defined as anyone who has not yet 
reached their 18th birthday. ‘Children or child’ therefore means ‘children and young people’ 
throughout. 
  
A child centred approach is fundamental to safeguarding and promoting the welfare of every child 
which means keeping the child in focus when making decisions about their lives and working in 
partnership with them and their families. 
 
Section 11 of the Children Act 2004 places duties on NHS organisations to ensure their functions, 
and any services that they contract out to others, are discharged having regard to the need to 
safeguard and promote the welfare of children. Therefore, has in place arrangements that reflect 
the importance of safeguarding and promoting the welfare of children. 
 
Health practitioners play a key role in assessing needs of both children and adults, following the 
Think Family approach and providing support, identifying safeguarding risk factors, communicating 
and sharing information effectively with other agencies and contributing to multi-agency 
assessments and reviews. 
 
Health practitioners are required to have sufficient training and guidance to identify welfare needs 
and safeguarding concerns regarding children and, where appropriate, provide support or seek 
advice. This is outlined in the Training section  which can be found on Page 25. 
   
  



Page 2 of 32 

 

 

 

 

 

 

 

 

 

Policy lead: 
Catherine Knights 

Associate Director: Quality, Safeguarding and Safety 

Ratifying Committee / Group Quarterly Safeguarding Group 

Status of Policy Final 

Policy Reference: TW/00195/19 – 24a 

 

Signed: 

  

 
 

 
Chief Medical Officer, Dr C Kelly 

 

 

Signed:  
 
 

 
Chief Nurse, Maria O’Brien 

 

 

 
Date of approval: 

 
    November  2019  

 
Date of revision: 

 
    November 2024  

 
 
 
  



Page 3 of 32 

 

 
 
 
 
 

Contents 
1. SCOPE ................................................................................................................................................ 4 
2. RESPONSIBILITIES .............................................................................................................................. 5 
3. DEFINITIONS ...................................................................................................................................... 7 
          3.1.   Safeguarding and promoting the welfare of children is defined as: ....................................... 7 
          3.2.   Child Protection is defined as: ................................................................................................. 7 
          3.3.   Child Abuse is defined as: ........................................................................................................ 7 
4. GOVERNANCE .................................................................................................................................... 8 
          4.1.   External Governance ................................................................................................................ 8 
          4.2.   Children affected by this policy ................................................................................................ 8 
5. THE POLICY ........................................................................................................................................ 9 
          5.1.   Child Abuse and Neglect .......................................................................................................... 9 
          5.2.   The Voice Of The Child – A child-centred approach ................................................................ 9 
                    5.2.1     Gillick competence and Fraser guidelines ................................................................. 10 
           5.3.  Safeguarding is everyone’s responsibility - a coordinated approach .................................... 10 
           5.4.  Early Help ............................................................................................................................... 11 
           5.5.  Referrals to Children’s Social Care ......................................................................................... 13 
           5.6.  Information Sharing ............................................................................................................... 13 
           5.7.  Record Keeping ...................................................................................................................... 14 
          5.8.   Professional Disagreement - Escalation and Challenge ......................................................... 15 
          5.9.   Responding To Historical Allegations of Abuse...................................................................... 15 
6. EMERGING ISSUES IN SAFEGUARDING CHILDREN .......................................................................... 16 
          6.1.  Contextual safeguarding  ........................................................................................................ 16 

                    6.2   Gangs and Youth Violence………………………………………………………………………………………………….17 
                    6.3   Criminal exploitation of children………………………………………………………………………………………..17 
                    6.4   Child Sexual Exploitation (CSE)…………………………………………………………………………………………..18 
                    6.5   Children at Risk of Extremist Ideology………………………………………………………………………………..19 

          6.6    Abuse through use of Technology ......................................................................................... 20 
          6.7    Female Genital Mutilation (FGM) .......................................................................................... 20 
          6.8    Forced Marriage and So-Called Honour Based Violence ....................................................... 21 
          6.9    Trafficked Children ................................................................................................................. 23 

                    6.10  Private Fostering……………………………………………………………………………………………………………….23 
          6.11  Fabricated or Induced Illness (FII) and Perplexing Presentations (PP) .................................. 23 
7. SAFEGUARDING PRACTICE REVIEWS .............................................................................................. 24 
8. ALLEGATIONS AGAINST STAFF AND VOLUNTEERS WORKING WITH CHILDREN & YOUNG PEOPLE25 
9. TRAINING......................................................................................................................................... 25 
10.     SAFEGUARDING CHILDREN SUPERVISION AND SUPPORT ............................................................. 26 
11.     RISK MANAGEMENT & GOVERNANCE ........................................................................................... 26 
Appendix A: Equality, Human Rights and Privacy Impact Assessment Form .......................................... 27 
Appendix B: Monitoring Compliance and Effectiveness of the Policy ..................................................... 30 

 
  



Page 4 of 32 

 

1. SCOPE 

 
This policy applies to: 
 

 All staff working within the Trust whether directly employed on substantive or honorary 
contracts, bank or agency staff or contractors. 

 

 This also includes students, apprentices, volunteers and work experience staff. 
 
This policy is underpinned by local safeguarding children partnership (LSCP) policies 
which provide detailed practical guidance to assist all staff working with children or their 
families / carers.  
 
Some services areas may have additional specialist guidance pertinent to the 
clinical specialty/patient cohort. 
 
 

LSCP Policies can be found at: 

London 
 

http://www.londoncp.co.uk/chapters/A_contents.html 

 

Milton Keynes 
http://mkscb.procedures.org.uk/ 

Surrey 
https://www.hampshiresafeguardingchildrenboard.org.

uk/procedures/4LSCP-procedures/ 

Hampshire 
https://www.hampshiresafeguardingchildrenboard.org.

uk/procedures/4LSCP-procedures/ 

Kent and Medway 
http://www.proceduresonline.com/kentandmedway/ 

 

 

 

  
 

 

  

http://www.londoncp.co.uk/chapters/A_contents.html
http://mkscb.procedures.org.uk/
https://www.hampshiresafeguardingchildrenboard.org.uk/procedures/4lscb-procedures/
https://www.hampshiresafeguardingchildrenboard.org.uk/procedures/4lscb-procedures/
https://www.hampshiresafeguardingchildrenboard.org.uk/procedures/4lscb-procedures/
https://www.hampshiresafeguardingchildrenboard.org.uk/procedures/4lscb-procedures/
http://www.proceduresonline.com/kentandmedway/
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2. RESPONSIBILITIES 

 

 
Individual / group 

 
Responsibility 

 

Trust 
Safeguarding 

Group 

 Approve and ratify policy 

Chief Executive 

 The Chief Executive Officer is accountable for Quality Governance 

and assurance within the Trust and therefore supports the Trust-wide 

implementation of this policy. 

The Trust 

 Demonstrate it is meeting its responsibilities to safeguard and 

promote the welfare of children in accordance with the Children Act 

1989 and 2004 and Working Together to Safeguard Children (2018).     

 Ensure that service specifications of all health providers from whom 

services are commissioned include clear service standards for 

safeguarding children and that they are monitoring arrangements to 

ensure that providers are meeting these standards.   

 Must meet the Care Quality Commission Regulations for service 

providers and managers  ‘Regulation 13: Safeguarding service users 

from abuse and improper treatment’ 

 Work with partners including active representation on the Local 

Safeguarding Children Partnerships and participation in the work of 

its subgroups 

Executive 
Directors, 

Directors, Non-
Executive 

Directors, and 
Associate 
Directors 

 Ensure that all relevant service specifications drawn up include 

service standards for safeguarding children, young people and their 

families/carers and that these are being met.   

 Ensure that safeguarding includes prevention of ill health, protection 

from harm and promotion of health, welfare and development.   

Operational 
Managers 

(including Service 
Directors and 
their Deputies, 
Team Leaders, 

and Senior 
Nurses) 

 Demonstrate leadership, be informed about and take responsibility for 

the actions of their staff that are providing services to children and 

families   Be responsible for ensuring that on recruitment of staff 

working with children or handling information on children, references 

are always verified, a full employment history is always available with 

any gaps in employment history checked and accounted for, that 

qualifications are checked and that DBS checks are undertaken at 

the appropriate level in line with the CNWL Recruitment Policy 

 Ensure safeguarding commitment/responsibilities are reflected on 

advertisements, job application forms, job descriptions and the KSF 

Framework   

 Ensure that safer recruitment policies are in place.   

 Ensure safeguarding responsibilities are identified in appraisal and 

reflected in Personal Development Plans as indicated 

 Ensure that the services are provided in a way that ensures a safe 

environment for children and young people and minimises any risks, 

informing the Named Professionals of investigations into clinical 

incidents that may have implications for safeguarding children   

 Ensure that staff are familiar with LSCP safeguarding policies, 

procedures and guidance 

 Ensure that staff make accurate and comprehensive healthcare 
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records for each child where significant harm is suspected and/or 

confirmed in line with clinical record keeping policies  

 Ensure that staff access safeguarding training and supervision 

appropriate to their role and responsibility within the required 

timescales  

Named 
Professionals 

 Named professionals includes nurses, doctors and social workers    

have specific safeguarding expertise and play a key role in promoting 

good professional practice within the organisation, supporting the 

local safeguarding processes, providing advice and expertise for 

fellow professionals and ensuring safeguarding training is in place.   

They work closely with the Safeguarding Lead, Designated 

Professionals in the CCG and their Local Safeguarding Children 

Board(s)  

 The Named Nurses/Professionals are responsible for the day to day 

operational management of their respective Safeguarding Team 

Human 
Resources  

(HR) Department 

 The HR Department is responsible for ensuring that safe recruitment 

processes are in place for the management of recruitment including 

safeguarding checks.  

 The HR Department also ensures that job descriptions include the 

Trust safeguarding statement and monitor Trust compliance with the 

Disclosure and Barring Service (DBS). 

Learning and 
Development 
Department 

 The Learning and Development Department Induction and Mandatory 

Training Manager is responsible for coordinating safeguarding 

induction and training and ensuring that there are enough places 

available for staff to attend at appropriately identified levels.  

 The Learning and Development Department will liaise closely with the 

Safeguarding Team to ensure suitable safeguarding training is in 

place, and that staff are able to access the safeguarding children 

training delivered by the Safeguarding Children Boards/Partnerships. 

All members of 
staff 

All staff working directly with children have a duty to ensure that 

safeguarding and promoting their welfare forms an integral part of 

all stages of the care they offer.  Other health professionals who 

come into contact with children, parents and carers in the course of 

their work also need to be aware of their responsibility to safeguard 

and promote the welfare of children and young people.  

This is important even when health professionals do not work directly 

with a child, but may be seeing their parent, carer or another significant 

adult. It is imperative that all CNWL staff providing care and support to 

children/ young people and their families/ carers are familiar with their 

role and level of responsibility to: 

 Recognise risks to children. 

 Recognise children in need of support and/or safeguarding. 

 Recognise the needs of parents who may need extra help in 

bringing up their children and know when to refer if further help is 

needed. 

 Respond to enquiries from other professional about children, their 

families and/or carers. 

 Liaise and share information with other agencies, including other 

health professionals.   

 Provide child focused holistic assessments identifying needs and 

risk to children, strengths/ difficulties and resilience factors 
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(recognising early help is beneficial to positive outcomes for 

children and that assessments are dynamic in process and 

require regular review). 

 Understand thresholds for referral to children’s social care. 

 Know how to make a referral to children’s social care. 

 Ensure an effective child centred delivery plan/ intervention is in 

place to address risk to / needs of the child with timely review of 

progress with the expectation of timely information sharing with 

relevant professionals/ agencies. 

 Provide constructive professional challenge, to ensure the welfare 

of the child is paramount at all times and escalating professional 

concerns where indicated, avoiding professional disputes that put 

children at risk or obscure the focus on the child. 

 Know what to do when there are allegations against people who 

work/ volunteer with children.  

 

3. DEFINITIONS 

3.1. Safeguarding and promoting the welfare of children is defined as:  

 

 Protecting children from maltreatment 

 Preventing impairment of children’s health or development 

 Ensuring that children grow up in circumstances consistent with the provision of safe 
and effective care; and 

 Taking action to enable all children to have the best outcomes.  

3.2.        Child Protection is defined as:  

 

 The term relating to activity undertaken to protect specific children who are suffering, 
or are likely to suffer, significant harm. 

3.3.         Child Abuse is defined as: 

 

 A form of maltreatment of a child. Somebody may abuse or neglect a child by 
inflicting harm, or by failing to act to prevent harm. Children may be abused in a 
family or in an institutional or community setting by those known to them or, more 
rarely, by others. Abuse can take place wholly online, or technology may be used to 
facilitate offline abuse. Children may be abused by an adult or adults, or another 
child/ children, or their immediate peers. 
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4. GOVERNANCE 

 
There is a range of legislation and guidance which governs and monitors the Trust’s obligation 
to safeguard children 
 

4.1.        External Governance  

 

 NHS organisations must demonstrate that they are meeting their responsibilities to 

safeguard and promote the welfare of children in accordance with the Children Acts 

1989 and 2004 (amended by the Children and Social Work Act 2017) and Working 

Together to Safeguard Children (2018). 1   

 Section 11 of the Children Act 2004 2 places duties on a range of organisations, 

agencies and individuals to ensure their functions, and any services that they 

contract out to others, are discharged having regard to the need to safeguard and 

promote the welfare of children. 

 The NHS England ‘Safeguarding Vulnerable People in the NHS –Accountability and 

Assurance Framework’ 3  stipulates that “Health providers are required to 

demonstrate that they have safeguarding leadership, expertise and commitment at 

all levels of their organisation and that they are fully engaged and in support of local 

accountability and assurance structures”. This particular relates to local 

safeguarding partnerships and regular monitoring meetings with commissioners. 

 CNWL must meet the Care Quality Commission Regulations 4 for service providers 

and managers  ‘Regulation 13: Safeguarding service users from abuse and improper 

treatment’ 

 CNWL must  ensure effective partnership working and active representation on the 

LSCPs and participation in the work of its subgroups 

 NICE guidance - Child Abuse and Neglect : 5 This guideline covers recognising and 

responding to abuse and neglect in children and young people aged under 18. It 

covers physical, sexual and emotional abuse, and neglect. The guideline aims to 

help anyone whose work brings them into contact with children and young people to 

spot signs of abuse and neglect and to know how to respond. It also supports 

practitioners who carry out assessments and provide early help and interventions to 

children, young people, parents and carers. 

4.2.       CHILDREN AFFECTED BY THIS POLICY 

 
This policy applies to the following children and young people up to their 18th    
birthday: 

 

                                                 
1
 Working together to safeguard children: Dept. for education 2018. 

https://www.gov.uk/government/publications/working-together-to-safeguard-children--2 
 
2
 Children Act 2004: https://www.legislation.gov.uk/ukpga/2004/31/section/11 

 
3
 Safeguarding Vulnerable People in the NHS –Accountability and Assurance Framework: 

https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-framework.pdf 
 
4
 Regulation 13: Safeguarding service users from abuse and improper treatment: https://www.cqc.org.uk/guidance-

providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper 
 
5
 https://www.nice.org.uk/guidance/ng76 

 

https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
https://www.legislation.gov.uk/ukpga/2004/31/section/11
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-accountability-assurance-framework.pdf
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper
https://www.cqc.org.uk/guidance-providers/regulations-enforcement/regulation-13-safeguarding-service-users-abuse-improper
https://www.nice.org.uk/guidance/ng76
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 Unborn children of service users (i.e. women who are pregnant or expectant fathers) 

and who may be at risk of abuse  

 Children of service users whether living in the same household or not 

 Children who are related to service users - such as grandchildren, nephews, nieces, 

siblings, step-children, fostered and privately fostered children 

 Children who live with, or are visited by service users 

 Any child who may have contact with a perpetrator about whom a service user has 

disclosed past abuse 

 Any children not listed above who may be at risk from a service user (e.g. service 

users who are in contact with children through paid work or volunteering 

opportunities) 

 Children of staff members or volunteers, who have child abuse allegations made 

against them 

 Any other children not listed above who may be at risk of harm based on knowledge, 

disclosures or information secured by staff in the course of their duties 

 

5. THE POLICY 

5.1.       Child Abuse and Neglect 

 
“Children may be vulnerable to neglect and abuse or exploitation from within their 
family and from individuals they come across in their day-to-day lives. These threats 
can take a variety of different forms, including: sexual, physical and emotional abuse; 
neglect; exploitation by criminal gangs and organised crime groups; trafficking; online 
abuse; sexual exploitation and the influences of extremism leading to radicalisation. 
Whatever the form of abuse or neglect, practitioners should put the needs of children 
first when determining what action to take”.6 
 
‘Working Together’ advocates a child-centred approach to safeguarding which is 
fundamental to safeguarding and promoting the welfare of every child. This means 
keeping the child in focus when making decisions about their lives and working in 
partnership with them and their families. 

5.2.       The Voice Of The Child – A child-centred approach  

 
           Children have said that they need: 
 

 Vigilance: to have adults notice when things are troubling them  

 Understanding and action: to understand what is happening; to be heard and 

understood; and to have that understanding acted upon  

 Stability: to be able to develop an ongoing stable relationship of trust with those 

helping them  

 Respect: to be treated with the expectation that they are competent rather than not  

 Information and engagement: to be informed about and involved in procedures, 

decisions, concerns and plans  

 Explanation: to be informed of the outcome of assessments and decisions and 

reasons when their views have not met with a positive response  

 Support: to be provided with support in their own right as well as a member of their 

family  

 Advocacy: to be provided with advocacy to assist them in putting forward their views  
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 Protection: to be protected against all forms of abuse and discrimination and the 

right to special protection and help if a refugee. 

 

Anyone working with children should see and speak to the child; listen to what they say; 
take their views seriously; and work with them and their families collaboratively when 
deciding how to support their needs. Special provision should be put in place to support 
dialogue with children who have communication difficulties, unaccompanied children, 
refugees and those children who are victims of modern slavery and/or trafficking.  
 
A child-centred approach is supported by the Children Act 1989, the Equality Act 2010 
and the United Nations Convention on the Rights of the Child.  

 

     5.3     Gillick competence and Fraser guidelines  

Any individual aged 16 or over is entitled to consent to their own treatment, and this can 
only be overruled in exceptional circumstances. They are presumed to have sufficient 
capacity to decide on their own medical treatment, unless there is significant evidence 
to suggest otherwise. 
 
‘Gillick’ competence is concerned with determining a child’s capacity to consent. 
‘Fraser’ guidelines are used specifically to decide if a child can consent to contraceptive 
or sexual health advice and treatment. The footnote is a hyperlink that explains this in 
more detail. 7 
  
Implications for safeguarding children 
 
CNWL staff working with children or providing treatment or care need to consider how 
to balance children’s rights and wishes with their professional responsibility to keep 
them safe. Key things to consider are: 
 

 The child’s safety is paramount 

 Child safeguarding concerns must always be shared with relevant agencies even if    
this is contrary to the child’s wishes 

 Underage sexual activity is a possible indicator of vulnerability, including Child 
Sexual and Criminal Exploitation 

 Sexual activity with a child under 13 is a criminal offence and should always lead to 
a referral to Children’s Social Care (CSC).  

 

5.4       Safeguarding is everyone’s responsibility - a coordinated approach  

 
Everyone who works with children has a responsibility for keeping them safe. This 
includes practitioners working primarily with parents or carers or any other adult who 
may have direct or indirect contact with children. This responsibility involves identifying 
concerns, sharing information and taking prompt action when concerns arise. 
 
Clinical teams in CNWL, whether working with adults or children, should have systems 
in place for identifying emerging problems, and potential unmet needs, of individual 
children and families, recognising symptoms and triggers of abuse and neglect, and 
understand the importance of sharing information with other practitioners to support 
early identification and assessment and provision of support.  
 
Risk Assessments of adult service users who are parents or carers should explore and 
record: 

 Parental substance misuse or alcohol misuse  

                                                 
7
 https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-8-gillick-competency-fraser-guidelines 

 

https://www.cqc.org.uk/guidance-providers/gps/nigels-surgery-8-gillick-competency-fraser-guidelines
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 Parental learning disability 

 Parental mental health problems 

 Domestic abuse / violence  

 History of any current or past involvement with Local Authority Children’s Social 
Care (CSC), including children looked after 

 If their child/children are subject to,or have been subject to a Child Protection or 
Child in Need Plan 

 Poor engagement with services, including children not being brought to 
appointments 

 Non-compliance with treatment 

 Protective factors e.g. good or regular school attendance and the presence of other 
adults (though there should not be an assumption that the presence of other adults 
is protective as the opposite may be the case). 

 
 

Pregnant Women / Expectant Fathers / Partners 
 
The needs of pregnant women / expectant fathers / partners who are known to Trust 
services and the impact their health needs may have on their unborn infant must be 
considered as soon as possible within the risk assessment.  Where service users are 
supported by secondary mental health services, a pregnancy is a significant change in 
circumstances therefore a multi-agency / multi-disciplinary planning meeting, or CPA 
(Care Programme Approach) review, should be convened. 
 
If one or more of the criteria below are met, staff should make a referral to the CSC for 
them to consider the needs of the unborn child: 

 A previous unexplained death or injury of a child whilst in the care of either parent 

 A sibling in the household is subject to a Child Protection Plan, or Child in Need Plan 

 A sibling has previously been removed from the household either temporarily or by 
Court Order 

 Evidence or concern of past or present domestic abuse  

 Parental mental illness / impairment / substance or alcohol misuse which is likely to 
significantly impact on the infant’s safety and development 

 History of concealed pregnancy 

 Concerns about parental ability to self-care and/or care for the child e.g. 
unsupported, young or learning disabled parent 

 Any other concerns that the child may be at risk of significant harm including any 
parental delusional thoughts about the child  

 Any previous episodes or concerns regarding fabricated or inducing illness in a child 

 Under age pregnant young women or women who are looked after or previously 
known to CSC, including as a child looked after 

 Pregnant women / expectant fathers / partners who have child/ren previously known 
to CSC or looked after or may not be residing with that parent 

 

5.3.       Early Help 

 
Providing early help is more effective in promoting the welfare of children than reacting 
later. Early help means providing support as soon as a problem emerges, at any point 
in a child’s life.  Effective early help relies upon professionals and local agencies 
working together to:  

 Identify children and families who would benefit from early help 

 Undertake an assessment of the need for early help  

 Provide targeted early help services to address the assessed needs of a child and 
their family which focuses on activity to improve the outcomes for the child 

 
Consideration should be given to the following issues where a child may need Early 
Help or referral to CSC. These may differ according to the Local Authority Threshold 
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Document and, if in doubt, CSC should be contacted for advice on referral, regarding 
children who: 
 

 Are disabled or have specific additional needs 

 Have special educational needs (whether or not they have a statutory Education, 
Health and Care Plan) 

 Are a young carer 

 Are showing signs of being drawn into anti-social or criminal behaviour, including 
gang involvement and association with organised crime groups 

 Frequently go missing from care or from home 

 Are at risk of modern slavery, trafficking or exploitation 

 Are at risk of being radicalised or exploited 

 Live with parents/carers who have problems with drug and alcohol misuse, mental 
health issues or domestic abuse 

 Misuse drugs or alcohol themselves 

 Have returned home to their family from care 

 Are privately fostered   

 Are engaging in risky behaviours 
 

An Early Help Assessment may involve a range of agencies ( including CNWL) working 
together to identify what help the child and family require. The aim being to prevent the 
child/family’s needs escalating to a point where statutory intervention is necessitated 
under the Children Act 19898. A lead practitioner can act as an advocate for the child, 
undertake the Early Help assessment and coordinate the delivery of support. Any 
professional that knows the child best can act as a lead practitioner and undertake the 
Early Help assessment.   
 
An Early Help assessment should be undertaken with the agreement of the child and 
their parents or carers, involving the child and family as well as all the practitioners who 
are working with them. It should take account of the child’s wishes and feelings 
wherever possible. 
 
Where consent is not given for an Early Help assessment, practitioners should consider 
how the needs of the child might be met. This may involve a referral to Children’s 
Social Care for a statutory assessment. 
 
A Threshold Document is published by all Local Authorities that gives guidance 
regarding: 

 The process for the Early Help assessment and the type and level of early help 
services provided in the local area 

 Guidance for when a case should be referred to local authority Children’s Social 
Care for assessment and for statutory services under: 

 Section 17 of the Children Act 1989 (children in need) 

 Section 47 of the Children Act 1989 (reasonable cause to suspect a child is suffering 
or likely to suffer significant harm) 

 Section 31 of the Children Act 1989 (care and supervision orders) 

 Section 20 of the Children Act 1989 (duty to accommodate a child) 
 
If at any time during the provision of Early Help  it is considered that the child  
a) may be a child in need, as defined in the Children Act 1989, or 
b) has suffered significant harm or is likely to do so 
 
a referral should be made immediately to the local authority children’s social care 
and Safeguarding Advisers / Named Professionals consulted.  
  

                                                 
8
 Children Act 1989   https://www.legislation.gov.uk/ukpga/1989/41/contents 

 

https://www.legislation.gov.uk/ukpga/1989/41/contents
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A referral to Children’s Social Care should always be made in the following 
circumstances: 
 

 A child at risk of serious injury or harm that may lead to (death)  

 Risk or injury to a child as a result of an adult’s aggressive or dangerous behaviour 

 A child is being neglected physically or emotionally 

 A child is at risk of / known to be a victim of sexual abuse, sexual/criminal 
exploitation, radicalisation or modern slavery 

 A child is living in a household where there is domestic abuse, forced marriage or 
‘honour-based violence’ or is a victim/potential victim of these 

 A child being involved in the adult’s delusional state or compulsive behaviours 

 A child is witness to disturbing behaviours arising from adult mental illness e.g. 
repeated self-harm, disinhibited behaviours, suicide, violence, homicide.  This also 
applies where a child does not live with the ‘unwell’ parent or carer but has contact, 
which is unsupervised and or includes overnight stays or where the ability of the 
person supervising the child is unknown 

 A child is at risk of female genital mutilation (FGM) or is a victim of this 
 

5.4.        Referrals to Children’s Social Care (CSC) 

 
Key points on making referrals: 

 CSC will act as the principal point of contact for safeguarding concerns relating to 
children. 

 Details of CSC contact numbers are located within each local safeguarding 
partnership  websites (see Appendix C for LSCPs local to CNWL sites) 

 In the first instance telephone the relevant Children’s Social Care ‘Front Door’ team 
or MASH (multi-agency safeguarding hub) and then follow up in writing using the 
relevant agency forms.  

 All CSC teams have ‘out of hours’ contact numbers where a referral can be made if 
concerns arise outside of normal office hours. 

 It is good practice to seek consent from the child and/or their parent when making a 
referral. However, if this puts a child at further risk of harm, or may delay the referral, 
or places a member of staff at risk of harm or concerned about their personal safety, 
then make the referral without consent and state clearly the reason why consent was 
not asked or given. 

 A referral should include any information on the child’s developmental needs, the 
capacity of the child’s parents or carers to meet those needs and any external 
factors that may be undermining their capacity to parent.  

 Referrals should always be followed up by the referring practitioner and they should 
escalate their concerns via the CNWL Named Professionals if they are dissatisfied 
with the CSC response. 

 The referring practitioner should ensure that the referral is clear on the nature of the 
practitioners concerns  

5.5.       Information Sharing 

 
Effective sharing of information is essential for early identification of need, assessment 
and service provision to keep children safe. Serious Case Reviews frequently highlight 
that missed opportunities to record, understand the significance of   and share 
information in a timely manner, can have severe consequences for the safety and 
welfare of children.  

Practitioners should share information as early as possible to help identify, assess and 
respond to risks or concerns about the safety and welfare of children. This applies 
when problems are first emerging, or where a child is already known to CSC. 
Practitioners should share important information about any adults with whom that child 
has contact, which may impact the child’s safety or welfare.  
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This duty to share information overrides the duty of confidentiality to the carer or child. 
 
When making an information sharing decision practitioners should follow The Seven 
Golden Rules in ‘Information sharing Advice for practitioners providing safeguarding 
services to children, young people, parents and carers’ (July 2018)  

 
 

 
The Seven Golden Rules 

 
1. Remember that the General Data Protection Regulation (GDPR), Data Protection Act 2018 
and human rights law are not barriers to justified information sharing, but provide a framework 
to ensure that personal information about living individuals is shared appropriately. 
 
2. Be open and honest with the individual (and/or their family where appropriate) from the 
outset about why, what, how and with whom information will, or could be shared, and seek their 
agreement, unless it is unsafe or inappropriate to do so. 
 
3. Seek advice from other practitioners, or your information governance lead, if you are in any 
doubt about sharing the information concerned, without disclosing the identity of the individual 
where possible. 
 
4. Where possible, share information with consent, and where possible, respect the wishes of 
those who do not consent to having their information shared.  Under the GDPR and Data 
Protection Act 2018 you may share information without consent if, in your judgement, there is a 
lawful basis to do so, such as where safety may be at risk. You will need to base your 
judgement on the facts of the case. When you are sharing or requesting personal information 
from someone, be clear of the basis upon which you are doing so. Where you do not have 
consent, be mindful that an individual might not expect information to be shared. 
 
5. Consider safety and well-being: base your information sharing decisions on considerations of 
the safety and well-being of the individual and others who may be affected by their actions. 

 
6. Necessary, proportionate, relevant, adequate, accurate, timely and secure ensure that the 
information you share is necessary for the purpose for which you are sharing it, is shared only 
with those individuals who need to have it, is accurate and up-to-date, is shared in a timely 
fashion, and is shared securely (see principles). 
 
7. Keep a record of your decision and the reasons for it – whether it is to share information or 
not. If you decide to share, then record what you have shared, with whom and for what 
purpose. 

 
 

 
     If in doubt, seek advice from the Safeguarding Adviser/Named Professionals. 
 
 

5.6.     Record Keeping 

 
All staff are responsible for maintaining patient/client care records in accordance with the 
Trust Care Records Policy and related standards and procedures. Record keeping is an 
essential component of patient/client care and is fundamental to good communication 
between clinicians. This is especially relevant where safeguarding concerns are noted 
regarding a child or a parent/carer of a child. Staff should follow local procedures for 
placing alerts and ‘flags’ on electronic records where there is a safeguarding concern 
about a child. This includes any adult parents/carers records where a child may be at 
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risk. Where possible, adult and child records should be linked and alerts placed on all 
children in the same family. 
 
Staff should use the appropriate safeguarding templates on the electronic patient record 
when making referrals or recording meetings relating to safeguarding children, eg Child 
Protection Conference. 

 
 
 

5.7.      Professional Disagreement - Escalation and Challenge 

 
There may be occasions when a CNWL practitioner is dissatisfied with another 
professional’s decisions, actions or lack of actions in relation to a referral, an assessment 
or an enquiry relating to concerns for a child. 
 
In the first instance, a discussion should take place with a Trust Named Professional who 
will support and guide the practitioner about what further action to take. Support and 
guidance will follow the process as set out in the CNWL escalation procedures 9  which 
are underpinned by the relevant LSCP multi-agency escalation procedures.  
 
Professional disagreements must never undermine or cause delay to the safeguarding of 
a child. The child’s welfare and safety must remain paramount when managing inter-
agency disputes. 

 

5.8.      Responding To Historical Allegations of Abuse 

 
It is not unusual for people to disclose childhood abuse when they reach adulthood. This 
can include experiences of physical, sexual and / or emotional abuse and / or neglect 
from their childhood, which constitutes significant harm, that is, , this was so harmful that 
there should have been compulsory intervention by child protection agencies. Childhood 
and family experiences of abuse are important features in the development and 
presentation of mental disorders and substance misuse in many service users. 
 
Any practitioner could be in receipt of a disclosure from a patient or family member 
regarding historical abuse during the assessment process or when conducting routine 
enquiry into domestic abuse and should follow the guidance below: 

 

 At an appropriate point during a comprehensive mental health service assessment, 
staff are expected to ask routine questions about the experience of physical, sexual 
or emotional abuse at any time in a service user’s life.  

 If an adult discloses childhood abuse, the professional receiving the information 
should record the discussion in detail.  

 If possible, the professional should establish if the adult has any knowledge of the 
alleged abuser's recent or current whereabouts and contact with children. 

 In view of the potential continuing risk the alleged abuser may pose to children, the 
professional should make a referral promptly to CSC, in line with local referral and 
assessment procedures. 

 
If a service user makes an allegation about childhood or familial abuse, Trust staff should: 

 Attribute the same importance to allegations by an adult of abuse experienced as a 

child as they would to a disclosure of current abuse Be aware that the adult patient 

may still be at risk from the alleged perpetrator 

                                                 
9
 http://trustnet.cnwluk.local/Documents/_CNWL_%20Escalation_Procedures_2018.pdf 

 

http://trustnet.cnwluk.local/Documents/_CNWL_%20Escalation_Procedures_2018.pdf
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 Understand that any child or a vulnerable adult may still be at risk from the alleged 

perpetrator, for example, someone in a regulated post eg teacher, nurse, doctor, or 

unregulated eg church minister or a voluntary nature eg sports coach or children’s 

club leader 

 Be aware that any child or vulnerable adult may also have been affected by the 

alleged abuse 

 Remember that criminal prosecution may be possible if sufficient evidence can be 
obtained 

 

6.          EMERGING ISSUES IN SAFEGUARDING CHILDREN 

6.1.     Contextual safeguarding 10 

Contextual safeguarding’ describes the risks of violence and abuse that children and 
adolescents face outside of the family home .These risks are termed as extra-familial as 
parents and carers often have little influence over the situation and young people’s 
experiences of extra-familial abuse can undermine parent-child relationships . School 
age children are exposed to an increased safeguarding risk from peers and others on the 
journey to and from school, in their neighbourhoods and public places.  
 

Threats of harm and actual harm might arise at school and other educational 

establishments, from within peer groups, or more widely from within the wider community 

and/or online. Many children may be aware of, or are involved in gang activity in their 

community, although they may not describe it as such, referring it to their ‘friends’ ‘crew’ 

or ‘family’. The London Child Protection Procedures (LCPP) describe a gang as ‘a 

relatively durable, predominantly street-based group of children who see themselves 

(and are seen by others) as a discernible group for whom crime and violence is integral 

to the group's identity.’ 

 

In the ‘Contextual safeguarding’ model there are four domains:  

•     Target- Seeks to prevent and identify, assess and intervene with the social 

conditions of abuse. 

•      Legislative Framework- Incorporate extra-familial contexts into child protection 

frameworks 

•      Partnerships- Develop partnerships with sectors/individuals who are responsible the 

nature of extra-familial contexts 

•     Outcomes measurement- Monitor outcomes of success. 

       Many LSCPs are starting to incorporate the principles of ‘Contextual safeguarding’ in 

their management of abuse occurring outside of the immediate family environment. 

 

      6.2     Gangs and Youth Violence 

Children become involved in gangs for many reasons; to achieve popularity, to feel they 

belong in their community, to keep themselves safe, peer pressure or having friends or 

family members in a gang. While being part of a gang could be seen as a choice children 

make, many are groomed, coerced and exploited into joining a gang and taking part in 

gang related activity. This can include sexual abuse and exploitation, radicalisation and 

running ‘County Lines’ (being used to transport drugs from inner city areas to other areas 

in the UK). Due to the wide geographic reach of this type of abuse the response will 

involve many agencies often across many local authority boundaries. Assessments of 

children in these situations will consider whether wider environmental factors are present 

                                                 
10

 https://www.contextualsafeguarding.org.uk/ 
 

https://www.contextualsafeguarding.org.uk/
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in a child’s life and are acting as a threat to their safety and welfare. Some children may 

be more vulnerable than others to being involved in a gang such as those living in areas 

where gang activity is rife, experiencing poverty, abuse and/or neglect at home or having 

difficulties in school. 

 

Looked after children are particularly vulnerable to being affected by gangs and serious 

youth violence. This relates to potential low self-esteem, low resilience, attachment 

issues and isolation from family and friends.  

Children who are suffering abuse and exploitation through gang related activity may 

display a range of concerning behaviours/signs such as: 

 Frequent missing episodes from home or school 

 An increase in depression, anxiety, eating disorders or self-harm 

 Difficulties in relationships with peers and family- leading to violence 

 School exclusion 

It is important to consider that children are frequently victims as well as 

perpetrators in gang associated criminal activity and the professional response 

should remain the same as management of any disclosure of abuse: 

 Listen to the child and clarify the concerns 

 Offer re-assurance about how the child will be kept safe 

 Explain what action will be taken and within what timeframe 

 Do not press for information, or cross-examine or given false assurances of absolute   

confidentiality, as this could prejudice police investigations 

 Document all discussions and actions 

 Discuss with manager or Named Professional 

 Share information and follow up any referrals made to CSC 

6.3     Criminal exploitation of children 

Child criminal exploitation is common in county lines and gang related activity, it 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. Criminal 

exploitation of children is broader than just county lines, and includes for instance 

children forced to work on cannabis farms or to commit theft. Vulnerable adults may also 

be coerced into criminal activity. County lines exploitation is widespread, with gangs from 

big cities operating throughout England, Wales and Scotland. Gangs are known to target 

vulnerable children and adults. 

 

Signs that a young person is being criminally exploited are:  

 Persistently going missing from school or home and / or being found out-of-area; 

 Unexplained acquisition of money, clothes, or mobile phones 

 Excessive receipt of texts / phone calls and/or having multiple handsets 

 Relationships with controlling /older individuals or groups 

 Leaving home / care without explanation 

 Suspicion of physical assault /unexplained injuries 

 Parental concerns 

 Carrying weapons 

 Significant decline in school results / performance 

 Gang association or isolation from peers or social networks 

 Self-harm or significant changes in emotional well-being. 
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6.4      Child Sexual Exploitation (CSE) 

 
The definition of CSE from Working Together (2018) is ‘a form of child sexual abuse 

which 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 through the use of technology.’ 

 

CSE is a complex form of abuse and it can be difficult to identify and assess.11 The 

indicators for CSE can sometimes be mistaken for ‘normal adolescent behaviours’. Often 

children and young people who are victims of sexual exploitation do not recognise that 

they are being abused and many may also have been subject to other forms of abuse in 

their lives. Even where a young person is old enough to legally consent to sexual activity, 

the law states that consent is only valid where they make a choice and have the freedom 

and capacity to make that choice. If a child feels they have no other meaningful choice, 

are under the influence of harmful substances or fearful of what might happen if they 

don’t comply or lack capacity (all of which are common features in cases of CSE) 

consent cannot legally be given whatever the age of the child. 

 

CSE is often linked to other issues in the life of a child or young person, or in the wider 

community context. It is complex and rarely presents on its own (although this may not 

always be the case, particularly in relation to online abuse). CSE may be linked to other 

crimes and a child who may present as being involved in criminal activity may also be a 

victim of exploitation. 

 

 

 

 

DfE guidance identifies the following vulnerabilities which may make a child more 

susceptible to CSE : 

 

• Having a prior experience of neglect, physical and/or sexual abuse  

• Lack of a safe/stable home environment, now or in the past (domestic abuse or 

parental substance misuse, mental health issues or criminality, for example) 

• Recent bereavement or loss 

• Social isolation or social difficulties 

• Absence of a safe environment to explore sexuality 

• Economic vulnerability 

• Homelessness or insecure accommodation status 

• Connections with other children and young people who are being sexually exploited 

• Family members or other connections involved in adult sex work 

• Having a physical or learning disability 

                                                 
11

  Child sexual exploitation: definition and guide for practitioners-  
https://www.gov.uk/government/publications/child-sexual-exploitation-definition-and-guide-for-practitioners 
 

https://www.gov.uk/government/publications/child-sexual-exploitation-definition-and-guide-for-practitioners
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• Being in care (particularly those in residential care and those with interrupted care 

histories 

• Confusion over sexual identity or expressing it 

 

The DfE guidance is also clear that practitioners should make a holistic assessment of 

vulnerability, examining risk and protective factors as set out in the statutory guidance 

Working Together (2018). 

 

Key messages if you are concerned about a child at risk of CSE 

 

• CSE is never the victim’s fault- all children and young people have a right to be safe 

and should be protected from harm. 

• Early sharing of information is key to providing effective help where there are 

emerging problems. Follow information sharing guidance in section 6.6 

• Safeguarding children is everyone’s responsibility. Many CNWL practitioners in the 

course of their work with children will encounter children at risk of sexual exploitation and 

should discuss their concerns at an early stage. 

• Local multi-agency safeguarding arrangements will set out the process for referring 

concerns about the welfare of children to local authority CSC. Anyone can make a 

referral and ask for advice. If a child is considered to be in immediate danger the police 

should be contacted. 

 

6.5           Children at Risk of Extremist Ideology 

 

Children can be radicalised in a variety of ways; they can be groomed either online or in 

person by people seeking to draw them into extremist activity, this could be over the 

internet or through the influence of their peer network. They can be groomed by family 

members who hold harmful, extreme beliefs, including parents/carers and siblings who 

live with the child and/or person(s) who live outside the family home but have an 

influence over the child's life. Children can be exposed to violent, anti-social, extremist 

imagery, rhetoric and writings which can lead to the development of a distorted world 

view in which extremist ideology seems reasonable. 

As with CSE, the child or young person may not recognise the exploitative nature of what 

is happening and may not see themselves as a victim of grooming or exploitation. 

 
Prevent and Channel  
 
Prevent and Channel are part of the Government Contest Strategy led by the Home 
Office that focuses on working with individuals and communities who may be vulnerable 
to the threat of violent extremism and terrorism. Section 26 of the Counter-Terrorism and 
Security Act 2015 (the Act) 25 places a duty on health care providers to have “due 
regard to the need to prevent people from being drawn into terrorism”. Therefore, 
supporting vulnerable individuals and reducing this threat in local communities is a 
priority for the health service and its partners. 
 
The “NHS England Prevent Training and Competencies Framework” (2017) 12  requires 
all Trust staff to receive Prevent awareness training, with clinical staff required to attend 
the Prevent Workshops to Raise Awareness of Prevent (WRAP). This is further covered 
in the “Training” section of this policy. 

                                                 
12

 https://www.england.nhs.uk/publication/prevent-training-and-competencies-framework/ 
 

https://www.england.nhs.uk/publication/prevent-training-and-competencies-framework/
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6.6         Abuse through use of Technology 

 
Children are at risk of cyberbullying, grooming, sexual abuse, sexual exploitation or 
emotional abuse through the use of social networks, playing online games or using mobile 
phones. The abuse can be from people they know, as well as from strangers. Online 
abuse may be part of a pattern of abuse that is taking place in the real world eg bullying or 
grooming. Or it may be that the abuse only happens online,for example persuading 
children to take part in sexual activity online. (NSPCC) 13. There has been a 700% 
increase in child abuse images being referred to the National Crime Agency (NCA) in the 
last five years up to September 2017, with up to 80,000 people in the UK presenting some 
kind of sexual threat to children online.  
Staff must remain vigilant and take action if they become aware that a child is/at risk 
of suffering abuse through the use of technology and seek advice from the Trust 
Named Professionals. This also applies when there are concerns about an adult 
service user’s involvement in this type of activity. 
 
Further guidance can be found through The Child Exploitation and Online Protection 
Centre (CEOP) of the National Crime Agency, which is dedicated to tackling the sexual 
abuse and exploitation of children and young people. Add link CEOP also helps young 
people (up to age 18) who have been forced or tricked into taking part in sexual activity 
with anyone online or in the real world.  

6.7       Female Genital Mutilation (FGM) 

 

Female genital mutilation (FGM) comprises 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. There are no medical rindications to carry out FGM. It is commonly used 

to control female sexuality and can cause severe and long-lasting damage to physical and 

emotional health. It also includes piercing (can Emma Kay give  a couple of sentences here 

based on the new guidance) 

 

FGM is known to be practised in up to 42 countries in Africa, Asia and the Middle East. Girls 

living in those communities that practise FGM are most at risk especially if their mother, 

sister, aunt or other female relative, has been mutilated. There are an estimated 137,000 

women and girls affected by FGM in England and Wales although it is thought that many 

more are at risk due to the hidden nature of the crime and the reluctance of girls to tell 

anyone what has happened. Girls may be taken abroad for the procedure but it is also 

frequently carried out in the UK by ‘cutters’ travelling from the family’s home country. 

The age at which FGM is carried out varies; it may be carried out when a girl is new-born, 

during childhood or adolescence, just before marriage or during pregnancy. 

 

A girl at immediate risk of FGM may not know what's going to happen. But she might talk 

about or you may become aware of: 

 a long holiday abroad or going 'home' to visit family  

 relative or cutter visiting from abroad 

 a special occasion or ceremony to 'become a woman' or get ready for marriage 

 a female relative being cut – a sister, cousin, or an older female relative such as a 

mother or aunt. 

 Professionals should be alert to the risk of young women being absent from home, school 

for a long period, without warning, or not attending appointments when previously were a 

reliable attender – this could be an indication that a girl has been taken abroad 

                                                 
13

 https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/online-abuse/ 
 

https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/online-abuse/
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FGM is child abuse; it constitutes violence against women and girls and causes 

significant harm. Child protection procedures should be followed when there are 

concerns that a girl is at risk of, or is already the victim of FGM. 

 

FGM has been a criminal offence in the UK since 1985. The Female Genital Mutilation Act 

(2003) criminalised the practice of FGM. It carries a maximum prison term of 14 years for 

any UK national or permanent resident convicted of carrying it out, or aiding and abetting 

the process, while in the UK or overseas. 

 

A mandatory reporting duty for FGM was introduced via the Serious Crime Act (2015).The 

duty requires regulated health and social care professionals, and teachers, in England and 

Wales, to report known cases of FGM in under 18-year-olds to the police. FGM Protection 

Orders (FGMPO) offer a legal means to protect and safeguard victims and potential victims 

of FGM. FGMPOs are granted by a court, they contain conditions to protect a victim or 

potential victim from FGM. This could include, for example, surrendering a passport to 

prevent the person at risk from being taken abroad for FGM, or requirements that no one 

arranges for FGM to be performed on the person being protected. 

 

 FGM-Information sharing (FGM-IS) 

FGM-IS is a national IT system where NHS staff can view and record that a girl has a family 

history of FGM via the Summary Care Record on the NHS spine. The system has been 

introduced in many maternity units across England and will soon be implemented in all NHS 

providers so that anyone providing care to women and girls can view FGM information and 

take any necessary steps to safeguard children at risk. 

6.8       So-Called Honour Based Violence and/or Forced Marriage 

Honour-based violence (HBV) is a violent crime often perpetrated by family members or 

acquaintances to protect or defend the honour of the family or community. Perpetrators 

believe that someone has brought shame to their family or community by doing something 

that is not in keeping with the traditional beliefs of their culture: 14 

For example, HBV might be committed against people who: 

• Become involved with a boyfriend or girlfriend from a different culture or religion 

• Want to avoid an arranged marriage or leave an arranged marriage 

• Want to avoid a forced marriage or leave a forced marriage 

• Wear clothes or take part in activities that might not be considered traditional within a    

particular culture 

• Want same sex relationships 

 

Women and girls are the most common victims of HBV, however, it can also affect men and 

boys. Crimes of honour. honour do not always include violence and may include: 

• Domestic abuse 

• Threats of violence 

• Sexual abuse 

• Psychological abuse 

• Forced marriage 

                                                 
14

 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/322307/HMG_M
ULTI_AGENCY_PRACTICE_GUIDELINES_v1_180614_FINAL.pdf 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/322307/HMG_MULTI_AGENCY_PRACTICE_GUIDELINES_v1_180614_FINAL.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/322307/HMG_MULTI_AGENCY_PRACTICE_GUIDELINES_v1_180614_FINAL.pdf
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• A person being held against their will or taken away against their will 

• Assault 

• Financial abuse 

• Controlling access to children 

 

A child who is at risk of HBV  is at significant risk of physical harm (including being 

murdered) and/or neglect, and may also suffer significant emotional harm through the threat 

of violence or witnessing violence directed towards a sibling or other family member. 

Professionals should recognise the seriousness of the risk of harm if a child discloses any 

information regarding HBV relating to themselves or another family member. 

 

Disclosure requires a lot of courage, and victims need to feel confident that the professional 

will respond appropriately. Staff should be particularly cautious about how to share 

information and seek immediate advice from their line manager/Named Professional. Staff 

should be mindful that where interpreters are used that these should not be from the same 

community. Specifically, under no circumstances should the agency allow the child's family 

or social network to find out about the disclosure, so the child is not put at further risk of 

harm. 

 

Authorities in some countries may support the practice of HBV, and the child may be 

concerned that other agencies share this view, or that they will be returned to their family. 

The child may be carrying guilt about their rejection of cultural / family expectations. 

Furthermore, their immigration status may be dependent on their family, which could be 

used to dissuade them from seeking assistance. 

 

A forced marriage is one that is carried out without the consent of both people. This is very 

different to an arranged marriage, which both people will have agreed to. There is no 

religion that sanctions forced marriage. 

 

Factors that increase the risk of someone being forced into marriage: 

 Bereavement within the family 

 A disclosure of sexual abuse (due to shame being brought on the family) 

 People who identify as lesbian, gay, bisexual or transgender (LGBT) 

 Physical or learning disability or mental health problems 

 

Possible signs that a young person is at risk: 

 Long absences from school or withdrawn for no reason 

 Decline in educational attainment or behaviour in school  

 Running away 

 Emotional health / trauma-related problems 

 Self- harm and suicide attempts 

 Eating disorders 

 Signs of physical abuse 

 When family  accompanying to appointments do not let the CYP talk or be seen 

alone 

 

.  Where a suspicion or allegation of forced marriage or intended forced marriage is raised 

staff should follow referral guidance in section 5.5. 
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6.9  Trafficked Children 

Child trafficking and modern slavery are child abuse. Children are recruited, moved or 

transported and then exploited, forced to work or sold. Common reasons why children are 

trafficked: 

 

 Child sexual exploitation 

 Modern slaveryForced 

marriage 

 Domestic servitude  

 Criminal exploitation/activity  

 Benefit fraud 

 Baby trafficking 

 

 

Many children are trafficked into the UK from abroad, but children can also be trafficked 

from one part of the UK to another.  

 

Younger children are often trafficked to become beggars and thieves, or for benefit fraud. 

Teenagers are often trafficked for domestic servitude, sexual exploitation, forced marriage, 

criminal and sexual exploitation. Even before they travel, children can be subjected to 

various forms of abuse and exploitation to ensure that the trafficker's control over the child 

continues. A variety of methods are used to coerce or frighten children - confiscation of the 

child's identity documents; threats of reporting the child to the authorities; violence, or 

threats of violence to the child or their family; keeping the child socially isolated or locked 

up; depriving the child of money. Once children have been trafficked and exploited, they are 

vulnerable to physical abuse and neglect through violent assaults and rape. Lack of access 

to health care can lead to untreated medical conditions and sexually transmitted infections. 

 

Children suffer psychological harm through being isolated from family and friends, fear of 

the adults around them and lack of trust in adults. Nightmares, flashbacks and anxiety 

disorders; symptoms of post-traumatic stress disorders are common. 

 

Indicators that a child may have been trafficked: 

• Withdrawn and refuses to talk 

• When adults accompanying to appointments do not let the CYP talk or be seen  
• alone 

• Unable or reluctant to give details of accommodation or personal details 

• Might not be registered with a school or a GP practice 

• Missed appointments 

• No documents or has falsified documents 

• No access to their parents or guardians 

• Possesses unaccounted for money or goods, specifically a mobile phone 

• May have injuries from workplace accidents or untreated medical conditions eg 

sexually transmitted infections. 

 

Some children may have been brought to the UK under a ‘Private fostering’ arrangement or 

they may be UK residents who are being privately fostered – see Private Fostering section 

6.9. It is always important to check the relationship between the child and adult 

accompanying them, if not known, and practitioners should remain vigilant to any 

indications that this is not the child’s parent. 

 

All practitioners who come into contact with CYP in their everyday work need to be 

able to recognise when children may have been trafficked and exploited and discuss 

their concerns with a Trust Named Professional. A referral to CSC is essential and 
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this may be without consent, as to do so may put the child at risk of further harm 

from their exploiters. 

 

A referral may also be made into the National Referral Mechanism (NRM) 15usually by the 

police or CSC. The NRM is a framework for identifying victims of human trafficking or 

modern slavery and ensuring they receive the appropriate support. It is also the mechanism 

through which the Modern Slavery Human Trafficking Unit (MSHTU) collect data about 

victims. Child referrals to the NRM are always without consent. 

 

6.10 Private Fostering 

 Is when a child under the age of 16 (or 18 if with additional complex needs) is being cared 

for by someone other than a parent or close relative (step parents, siblings, siblings of 

parents or grandparents) Private foster carers and those with parental responsibility are 

required to notify the local authority CSC to ensure that an assessment is made of the 

child’s needs and the ability of the private foster carer to meet those needs. Many children 

are adequately cared for through a private fostering arrangement, however, staff should 

always contact a Named Professional for advice if they suspect a child is being privately 

fostered and may not be known to local authorities. 

 

6.11    Fabricated or Induced Illness (FII) and Perplexing Presentations (PP) 

 

Fabricated or induced illness (FII) is a condition whereby a child has suffered, or is likely to 

suffer, significant harm through the deliberate action of their parent or carer and which is 

attributed by the parent to another cause 16 . This was previously described as 

Munchausen’s Syndrome by Proxy (MSbP) and is often referred to as perplexing 

presentations to suggest the need for professional curiosity.  

 

FII can include the fabrication of signs and symptoms, fabrication of past medical history; 

falsification of hospital charts, records, letters and documents and specimens of bodily fluid; 

or induction of illness by a variety of means. FII may not necessarily result in a child 

experiencing physical harm, but there may be concerns about the child suffering emotional 

abuse as a result of an abnormal relationship with their parent and / or disturbed family 

relationships. FII is most commonly identified where there is a pre-existing physical health 

problems in younger children, but older children may also be involved in fabrication of their 

own physical or emotional health: it should be noted that presentation in an older child may 

be an indication of longer term FII.  

 

All professionals who come into contact with children and their families, or adults who are 

parents, may come into contact with a child or parent where there are suspicions of FII. 

Suspicions are likely to centre on discrepancies between what a parent says and what the 

professional observes. The focus must be on the child's physical and emotional health, 

theirwelfare in the long and short term, and the likelihood of the child suffering significant 

harm. 

 

                                                 
15

 http://www.nationalcrimeagency.gov.uk/about-us/what-we-do/specialist-capabilities/uk-human-trafficking-
centre/national-referral-mechanism 
 
16

 http://www.londoncp.co.uk/chapters/fab_ind_ill.html 
 

http://www.nationalcrimeagency.gov.uk/about-us/what-we-do/specialist-capabilities/uk-human-trafficking-centre/national-referral-mechanism
http://www.nationalcrimeagency.gov.uk/about-us/what-we-do/specialist-capabilities/uk-human-trafficking-centre/national-referral-mechanism
http://www.londoncp.co.uk/chapters/fab_ind_ill.html
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Practitioners should approach these cases with a sense of clinical curiosity, considering 

them as perplexing presentations until the potential fabrication of illness emerges or is 

confirmed by using the alerting signs. If one alerting sign is present, practitioners should 

look for others and for each sign staff should ascertain potential harm to the child. These 

cases are complex so staff should contact the Safeguarding Adviser/Named Professional 

for advice. 

 

Alerting Signs: 

 Reported signs and symptoms only appear or reappear when the parent or carer is 

present 

 Reported symptoms are only observed by the parent or carer, not observed 

independently 

 The child exhibits an inexplicably poor response to prescribed medication or other 

treatment 

 New symptoms are reported as soon as previous ones have resolved 

 There is a history of events that is biologically unlikely (for example, infants with a 

history of very large blood losses who do not become unwell or anaemic) 

 The parent seeks multiple opinions from both primary and secondary care and these 

are often misrepresented by the parent or carer which creates dissent between 

professionals 

 Professional opinion is often disputed by the parent or carer and the child continues to 

be presented for investigations and treatment with a range of signs and symptoms 

 Serial and complex complaints often involving other family members 

 The child's normal daily activities (for example, school attendance) are being 

compromised, or the child is using aids for example, mobility aids not indicated by their 

condition 

 There is finance-seeking behaviour, for example on-line blogging or fundraising 

 The behaviour of the parents or carers is objectively unusual or unexpected 

 

In these cases information sharing between professionals is essential.  

 

It is essential that any professional who suspects FII seeks further guidance from a 

Trust Named Professional and/or Named Doctor and if there is reasonable cause to 

suspect the child is suffering, or likely to suffer, significant harm as a result of FII 

then local procedures must be followed and a referral made to the relevant CSC. 

Concerns should not be raised with a parent if there is reason to believe  that this 

action will jeopardise the child's safety or where it may undermine a timely criminal 

investigation. 

 

7.      SAFEGUARDING PRACTICE REVIEWS 

When a child suffers a serious injury or death as a result of child abuse or neglect, a 

Safeguarding Practice Review may be undertaken, in order to understand what 

happenedand why. Also to identify improvements in the safeguarding and child protection 

system. These were previously known as Serious Case Reviews.Reviews are intended to 

prevent or reduce the risk of recurrence of similar incidents. They are not conducted to hold 

individuals, organisations or agencies to account. 

 

The National Child Safeguarding Practice Review Panel (CSPRP) will identify and oversee 

the reviews of serious child safeguarding cases that are complex and of National 
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importance. Local Safeguarding partners will continue to undertake reviews which raise 

issues important to their locality. The National CSPRP and local safeguarding partners will 

work closely to enable them to share concerns, highlight commonly-recurring themes that 

may need further investigation, or be  shared as learning or to promote improvements 

elsewhere. 

8. ALLEGATIONS AGAINST STAFF AND VOLUNTEERS WORKING WITH CHILDREN & 
YOUNG PEOPLE 

 

If staff become aware of a concern  regarding another member of staff (including volunteers 

and contractors) which places a CYP at risk of harm (including the member of staff’s own 

child), the CNWL ‘Allegations against Staff and Volunteers who work with children policy’17 

must be followed. This also has to be in conjunction with the LSCP procedures relevant to 

the locality as a referral to the Local Authority Designated Officer (LADO) may be required.   

These procedures must be applied when there is an allegation or concern that any person 

who has contact  with children in connection with his/ her employment or voluntary activity, 

has: 

 Behaved in a way that has harmed a child, or may have harmed a child: or the 

behaviour could harm a child this could involve viewing or talking about having viewed 

inappropriate material and which may be shared via mobile phones/internet 

 Possibly committed a criminal offence against or related to a child 

 Behaved towards a child or children in a way that indicates that he/ she would pose a 

risk of harm if they work regularly or closely with children, for example, a child of a staff 

member is subject to a Child Protection Plan  

 

Staff viewing inappropriate images of children at home or at work on any device or 

hard copy is a criminal offence and gross misconduct.  

 

Concerns should be reported immediately to the Service Manager for the staff member and 

to the Human Resources Department (HR) via the Designated Employment Relations Lead 

for the service. HR will then seek support from both the Associate Director for Quality, 

Safety and Safeguarding, or the relevant Directors of Nursing. Named Professionals may 

act as an advisor in the further management of the allegations.  

 

9.       TRAINING   

 
All staff must receive safeguarding children training commensurate to their role and level of 
responsibility, in line with Intercollegiate Document: Safeguarding Children and Young 
People: roles and competences for health care staff (RCPCH 2019 )18 and the CNW L 
Trust policy and Trust Safeguarding Training Strategy 
 
All staff joining the Trust are required to attend Trust induction which includes information 
relating to safeguarding children such as how to access safeguarding children information, 
policies and further training requirements. It is an individual staff responsibility to ensure that 
they have accessed the required level of training. 
 

                                                 
17

 http://trustnet.cnwluk.local/trustwide/nursing-quality/safeguarding/Pages/safeguarding-children.aspx 
Where is ref 18 
22 https://www.rcn.org.uk/professional-development/publications/007-366 
 

http://trustnet.cnwluk.local/trustwide/nursing-quality/safeguarding/Pages/safeguarding-children.aspx
https://www.rcn.org.uk/professional-development/publications/007-366
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The Safeguarding Training Strategy outlines specific training requirements for all staff 
groups and this is available on Trustnet: 
https://staff.cnwl.nhs.uk/application/files/3415/4237/9555/Mandatory_and_Statutory_Training_Policy.
pdf 
 
Attendance is recorded and monitored by the Training Department and by managers within 
their own teams as part of the appraisal process.    
 

10.      SAFEGUARDING CHILDREN SUPERVISION AND SUPPORT   

 

Safeguarding supervision is important to promoting good standards of practice and to 

support individual staff members.  It should ensure that practitioners fully understand their 

roles, responsibilities and the scope of their professional practice  and authority. It should 

also help identify any obstacles to effective safeguarding, ensure cases are progressed 

appropriately and assist in decision- making.  It can help to re-focus on safeguarding in 

complex work with families. This is particularly so for staff where contact with children is 

less frequent, but where they may see evidence of abuse. The training and development 

needs of practitioners should also be considered in supervision. Staff should access 

safeguarding supervision in line with the Trust Clinical and Managerial Supervision Policy 

and local guidelines. 

https://staff.cnwl.nhs.uk/application/files/8615/4237/9540/Clinical_Managerial_Supervision_Policy.pdf  

 

11.       RISK MANAGEMENT & GOVERNANCE  

 

Governance of child safeguarding processes encompasses: 

 A Safeguarding Children annual report which is submitted to Trust Board 

• The use of DATIX (incident reporting system) to ensure near misses/significant events 

are brought to the attention of the organisation and escalated where appropriate 

• Reports to the Trust quarterly Safeguarding Meeting highlighting thematic reviews, 

trends, gaps and learning 

• Completion of Section 11 audit of compliance in conjunction with LSCPs 

• Participation in statutory regulatory inspections e.g. CQC, Ofsted. 

• The development and implementation of  agreed action plans from findings and 

recommendations of Safeguarding Practice Reviews, multi-agency partnership 

reviews or external enquiries 

• An annual audit programme 

• Monitoring of risks associated with safeguarding  

• Compliance with NHS safer recruitment protocols 

• Annual reports to LSCPs 

• Quarterly reports to CCGs ( in London these are called Safeguarding Health 

Outcomes Framework) 

 

  

https://staff.cnwl.nhs.uk/application/files/3415/4237/9555/Mandatory_and_Statutory_Training_Policy.pdf
https://staff.cnwl.nhs.uk/application/files/3415/4237/9555/Mandatory_and_Statutory_Training_Policy.pdf
https://staff.cnwl.nhs.uk/application/files/8615/4237/9540/Clinical_Managerial_Supervision_Policy.pdf
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Appendix A: Equality, Human Rights and Privacy Impact Assessment Form 

 
 
Equality and Human Rights Screening assessment 

 

1. What is the name of the service/policy/procedure/Trust function that is being Impact Assessed. 

      Safeguarding Children and Young People Policy 

 

Brief description 

The purpose of this policy is to set out the organisation’s operational and strategic management 

processes currently in place to safeguard children and young people and to provide procedural 

guidance and direction for the implementation of robust, high quality safeguarding services to 

all children and young people who come into contact with the organisation either directly or 

indirectly. 

 

 
3. If this service/ policy/ procedure/ trust function has no relevance for Equalities or human rights 

considerations, please give your reasoning below and sign on page 2. 

 
(Where there is no relevance then the screening section can be signed and countersigned, and 
there is no need for a full assessments. Where there is relevance, then a full Equality and 
Human Rights Impact Assessment must be undertaken.   

 
4a.  Does the project/service development involve any technologies that might have a privacy 

impact, for example, Smartcards, biometrics, digital imaging, video recording or logging of 
electronic traffic?    No 

 
4b. Does the project/service development involve the use of new personal identifiers or an 

extension in the use of personal identifiers?  No 
  
4c. Does the project/service development involve the handling of a significant amount of new 

personal data?  No 
  
4d. Does the project/service development involve new or changed data management 

processes that might be intrusive, insecure, more permissive in terms of access to data, or 
unclear?  No 

  
If the answer to any of questions 4a – 4d is “yes” you are required to contact the  
Information Governance Team for advice on how to proceed in relation to the privacy 
Issues identified.  
 
Full Assessment 
 
5  How does the policy/procedure/protocol / service development: 

 Contribute to eliminating unlawful discrimination 

 Contribute to promoting equality of opportunity 

 Contribute to promoting good relationships between people of different groups 

 Encourage respect for human rights   
 

            Under the terms of the UN Convention on the rights of the child (UNCRC) governments and 
their agencies (which includes all NHS bodies)  are required to meet children’s basic needs 
and help them reach their full potential. Central to this is the acknowledgment that every 
child has basic fundamental rights which includes the right to Protection from violence and 
abuse. This policy is specific in stating that all children who come into contact with CNWL 
services have a right to be protected from abuse regardless of their circumstances. 
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6a Is there any evidence that the service /policy could affect some groups of people 
(race/ethnicity), disability, gender (including transgender people or people undergoing 
gender reassignment), age, faith/religion, sexual orientation) disproportionately? Is there 
reason to believe that the service /policy may have different outcomes for different groups? 
Is there adverse impact? Wat are the reason for the adverse impact? Please comment 
under each of the side headings below. 

 

Race/ethnicity: 
 

No 

Disability: 
 

No 

Gender (including 
transgender and gender 
reassignment): 

No 

Religion or Belief:  
 

The policy is implicit about putting children’s rights first and at times 
this may conflict with parental beliefs.eg Physical chastisement or 
FGM. 

Sexual orientation: 
 

No 

Age: 
 

No 

Human Rights: 
 

No 

 
6b.  Is there any evidence that the service /policy is at risk of unlawfully restricting an individual’s 

human rights? 
 No 
 
7.  Please describe the evidence you have used to make your judgement in 6a and 6b. What 

existing data for example (quantitative or qualitative) have you used to form your 
judgement?  

 

Race/ethnicity: 
 

All children will be protected from harm regardless of their 
race/ethnicity 

Disability: 
 

All children will be protected from harm regardless of their disability. 
The policy specifies that staff should be especially vigilant to the 
additional needs of disabled children and their parents. 

Gender (including 
transgender and gender 
reassignment): 

All children will be protected from harm regardless of their gender. 

Religion or Belief:  
 

The child’s needs will always be at the centre of any decision making 
even though at times this may conflict with parental beliefs.  

Sexual orientation: 
 

All children will be protected from harm regardless of their sexual 
orientation. 

Age: 
 

This policy applies to all children who have not attained their 18th 
birthday. 

Human Rights: 
 

The UNCRC is the legally binding agreement that sets out children’s 
rights in the UK 

 
 
8. Have you consulted with public /staff / service users / carers as part of your assessment? 

Who have you consulted? What method did you use? What were the results of the 
consultation and what have you done with them (i.e. how have you used the information 
gathered as part of the consultation?) No 

  
9. Have you published results of the consultation? If not, where? No  
  

Is there public concern (in the local or national media for example) that this function /policy/ 
service is being operated in a discriminatory manner? How have you taken this into account 
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with regard to consultation, publishing the results of that consultation and in the policy or 
service development that is subject to this EHRIA?  

            
11. If, in your judgement, the proposed service /policy procedure does have an adverse impact 

or is at risk of unlawfully restricting Human Rights, can that impact be justified? – You need 
to think whether the proposed service / policy / procedure will have a positive or negative 
effect on the: No 

     
12. If the impact cannot be justified, how do you intend to deal with it?  No 
  
13.  Provide information on how you intend to monitor in the future No 
   

To be signed by the manger undertaking the full assessment  

Name: 
 

 

Designation: 
 

 Date:  

be countersigned by the Senior Manager, i.e. Head of Service, Line  
Manager as appropriate  

Name: 
 

 

Designation: 
 

 Date:  
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Appendix B: Monitoring Compliance and Effectiveness of the Policy 

 

What key 
element (s) 
needs (s) 

monitoring as 
per local 

approved policy 
or guidance 

Who will lead 
on this 

aspect of 
monitoring? 

What tool will be 
used to monitor/ 
check/ observe/ 
assess/ inspect/ 
authenticate that 

everything is 
working 

according to this 
key element form 

the approved 
policy? 

How often is the 
need to monitor each 

element? 
 

How often 
is the need complete 

a report? 
 

How often is the 
need to share the 

report? 

Who or what committee 
will the completed report 

go to. 
How will each report be 

interrogate to identify the 
required actions and how 
thoroughly should this be 

documented in e.g. 
meeting minutes 

Which committee, 
department or lead will 
undertake subsequent 
recommendations and 

action planning for any or 
all deficiencies and 

recommendations within 
reasonable timeframe? 

How will system or 
practice changes be 

implemented and how will 
these be shared? 

Element to be 
monitored 

Lead Tool Frequency Reporting arrangements 
Acting on 

recommendations and 
Lead(s) 

Change in practice and 
lessons to be shared 

Number of 
referrals to 
Children’s Social 
care 
 

Named 
Professional 
group as part 
of SHOF and 
evidence to 
CQC  

Reporting through 
System One. 

Quarterly Trust safeguarding group Named Professionals for 
safeguarding children 

Through Divisional 
safeguarding meetings. 

Data from Local 
Authority 
Safeguarding 
Children 
Partnerships 
regarding CNWL 
involvement in 
Child 
safeguarding  
cases 
 

Trust 
safeguarding 
children leads 
and Service 
managers 

Data sets from 
LA’s. 
SHOF data. 

Annually Trust safeguarding group  Named Professionals for 
safeguarding children 

Through Divisional 
safeguarding meetings. 

Recommendation
s implemented 
following 
Safeguarding  
Practice Reviews  

 

Trust 
safeguarding 
children leads 
and Service 
managers 

Safeguarding 
Review Log 

Quarterly Trust safeguarding group Named Professionals for 
safeguarding children 

Through Divisional 
safeguarding meetings. 
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Appendix C: Local Children’s Social Care Contacts. 
 

Area covered Children’s Social Care 
Team 

Links to website 

Brent Brent Family Front Door https://www.brent.gov.uk/services-for-
residents/children-and-family-support/child-
protection-and-care/child-protection/contact-our-
protection-team/ 
 

Bucks Children’s Social Care https://www.buckscc.gov.uk/services/care-for-
children-and-families/child-protection-and-
safeguarding/ 
 

Camden Camden MASH  (multi 
agency safeguarding 
hub)  

https://www.camden.gov.uk/safeguarding-
children 
 

Ealing Child Protection and 
Safeguarding 

https://www.ealing.gov.uk/info/201023/children_
and_families_social_care/169/child_protection_
and_safeguarding 
 

Hammersmith 
and Fulham 

Family Services Front 
Door 

https://www.lbhf.gov.uk/children-and-young-
people/children-and-family-care/child-protection 
 

Harrow Children and Family 
Services 

http://www.harrow.gov.uk/info/266/child_protecti
on/189/child_protection_-_talk_to_us/2 
 

Hillingdon Hillingdon MASH https://www.hillingdon.gov.uk/article/29820/Cont
act-details-for-Hillingdon-MASH 
 

Kensington and 
Chelsea 

Social Services https://www.rbkc.gov.uk/health-and-social-
care/safeguarding-children 
 

Kent Social Services https://www.kent.gov.uk/education-and-
children/protecting-children/report-abuse 
 

Milton Keynes Children’s Services https://www.milton-keynes.gov.uk/children-
young-people-families/children-s-social-care 
 

Surrey Children’s Services https://www.surreycc.gov.uk/social-care-and-
health/childrens-social-care/contact-childrens-
services 
 

Westminster Social Services and 
Family Support 

https://fisd.westminster.gov.uk/kb5/westminster/f
is/advice.page?id=8-RunQCbzys 
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