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[bookmark: _Toc232003680]Executive Summary
Safeguarding children is everyone's responsibility. This policy sets out how East London NHS Foundation Trust (referred to throughout as the Trust) meets its statutory duty under Section 11 of the Children Act 2004 to safeguard and promote the welfare of children, and how staff should recognise, respond to and record safeguarding concerns.
The policy reflects the current legislative and statutory framework, including Working Together to Safeguard Children 2026, the Children's Wellbeing and Schools Act 2026, Keeping Children Safe in Education 2025, and the Intercollegiate Document for safeguarding competencies (5th edition, 2025). It applies to all Trust staff and to all children from unborn to their eighteenth birthday.
The policy is structured in nine parts. Parts 1 and 2 set out the introduction, principles and policy framework. Part 3 sets out roles and responsibilities. Part 4 covers governance, audit and assurance. Parts 5 and 6 set out the procedures and the specific safeguarding concerns staff may encounter, with particular attention to the mental health context in which the Trust operates. Parts 7 to 9 provide reference material, a glossary and appendices.
This policy should be read alongside local multi-agency policy and procedures, which can be accessed through local safeguarding partnership websites, and alongside the Trust's related safeguarding procedures and standards.
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[bookmark: _Toc232003682]1.0  Introduction
Everyone who comes into contact with children and families has a role to play in keeping them safe. No single practitioner can have a full picture of a child's needs and circumstances. If children and families are to receive the right help at the right time, everyone who comes into contact with them has a role in identifying concerns, sharing information and taking prompt action.
NHS providers have a duty under Section 11 of the Children Act 2004 to ensure that they consider the need to safeguard and promote the welfare of children when carrying out their functions. The Trust commits to the principles set out in Working Together to Safeguard Children 2026 and the Children Act 2004. As a public sector organisation, the Trust has an overall duty to take all reasonable measures to minimise the risk of harm to children, and to take appropriate action to address child protection concerns by working to agreed local policies and procedures in full partnership with other agencies.
This policy should be read in conjunction with local multi-agency policy and procedures, which can be accessed through local safeguarding partnership websites.
[bookmark: _Toc232003683]1.1  Rationale
Section 11 of the Children Act 2004 places a statutory duty on organisations and individuals to safeguard and promote the welfare of children. The Trust is committed to promoting the safety and wellbeing of children and young people aged from unborn to 18. This policy outlines the legislation, principles and values that inform the practice of all Trust staff who meet or deliver services to children, young people and their parents and carers.
[bookmark: _Toc232003684]1.2  Scope
This policy applies to all Trust staff, including permanent, temporary, bank, agency staff, volunteers and contractors. It applies to all children from unborn to 18 years, whether they are patients or are cared for by patients, and to children in the wider community whom Trust staff become aware of in the course of their work. It relates to the following children and young people up to their eighteenth birthday:
1. Unborn children of service users who are pregnant or who have a pregnant partner.
1. All children and young people who are service users of Trust services, and their siblings.
1. Children of service users, whether living in the same household or not.
1. Children related to service users, including grandchildren, nephews, nieces, siblings, step-children and foster children.
1. Children who live in households shared with, or visited by, service users.
1. Children who are supported by the local authority on Child Protection Plans and children in care.
1. Any child who may have contact with a person about whom a service user has disclosed past abuse.
1. Children involved in private fostering arrangements.
1. Any other children who may be at risk from a service user, including through paid employment or voluntary work.
1. Children of staff members against whom child abuse allegations are made.
1. Any child that staff consider to be at risk.
The fact that a child has reached 16 years of age, is living independently, is in further education, is a member of the armed forces, is in hospital or is in custody does not change their status or entitlement to services or protection under the Children Act 1989.
[bookmark: _Toc232003685]1.3  Principles
Safeguarding and promoting the welfare of children is everyone's business. The following principles underpin the Trust's approach:
1. The Trust has a statutory duty under Section 11 of the Children Act 2004 to protect children from harm and a duty of care to ensure robust safeguarding arrangements are in place.
1. The Trust works in partnership with local safeguarding children partnerships. All staff who meet children and young people accept a shared responsibility to work jointly across agencies to achieve the best outcomes for children.
1. All staff and volunteers must be aware that the right of a child to be protected from abuse or neglect always overrides the needs or wishes of any adult. This duty takes precedence and is not compromised by responsibilities to any adult in the Trust's care.
1. All staff must be aware of, and manage, the specific risks that mental ill health, substance misuse and domestic abuse may present to children when working with service users who are parents and carers.
1. All staff must take account of cultural and diversity issues relating to service users and their families and the impact these may have on safeguarding, while remaining vigilant to the risk of adultification bias (see section 6.15).
1. The Trust is committed to a trauma-informed approach across all safeguarding practice, recognising that many children and families subject to safeguarding concerns have experienced significant trauma, including adverse childhood experiences.
1. The Trust adopts a strengths-based approach that recognises and builds on existing strengths, resources and protective factors within children, families and communities, while ensuring that risk assessments are not undermined by disguised compliance (see section 6.14).
1. This policy must be read in conjunction with the ELFT Safeguarding Standards (see Appendix 2), which provide a supporting framework that clarifies safeguarding expectations.
[bookmark: _Toc232003686]1.4  Voice of the Child
Children may be vulnerable to neglect, abuse or exploitation from within their family and from individuals they meet in their day-to-day lives. A child-centred approach is fundamental to safeguarding and promoting the welfare of every child. It means keeping the child in focus when making decisions about their life and working in partnership with them and their family.
All practitioners should follow the principles of the Children Acts 1989 and 2004, which state that the welfare of children is paramount and that children are best looked after within their families, with their parents playing a full part in their lives, unless compulsory intervention is necessary.
The term “the child's voice” refers not only to what children say directly but to the many ways children communicate, including verbal and non-verbal communication. It means more than seeking views. Children and young people should have the opportunity to describe things from their point of view, should be continually involved, and should have information fed back to them in a way they can understand. There should always be evidence that the child's voice has influenced the decisions professionals make. Key points in gathering the voice of the child are:
1. Seeking to understand the child's story.
1. Ensuring the child's views are advocated for.
1. Picking up on non-verbal cues.
1. Using professional influence to secure outcomes on the child's behalf.
1. Challenging the use of single narratives about a child or family.
The child's lived experience means seeing and understanding their experiences from their point of view. Practitioners may meet barriers to eliciting the voice of the child, including a lack of engagement from the young person or family members. As a result, there is a risk that decisions are not informed by the child's views, feelings and experiences. This is particularly risky when decisions are made about case closure where young people may pose a risk of harm to themselves. Where children and young people do not engage, practitioners should use partner agency connections, for example schools, colleges or children's social care, to build an understanding of the child's voice and inform decision making. Where appropriate, the child must be offered the opportunity to be seen alone as part of safeguarding good practice.


[bookmark: _Toc232003687]2.0  Policy
This policy is underpinned by the key legislation and statutory guidance set out below. The full reference list is at section 7.0.
[bookmark: _Toc232003688]2.1  Legislation and Guidance
Legal framework
1. Children Act 1989. Introduced the concept of significant harm as the threshold justifying compulsory intervention in family life. Places a duty on local authorities to investigate where there is reasonable cause to suspect a child is suffering, or likely to suffer, significant harm (Section 47). Section 17 provides services for children in need, Section 20 provides for the accommodation of children, and Section 31 sets out the circumstances for care orders.
1. Children Act 2004. Requires local authorities, health and partner agencies to make arrangements to promote cooperation and the wellbeing of children. Section 10 requires cooperation to improve wellbeing and Section 11 places duties on NHS organisations to safeguard and promote the welfare of children.
1. Children and Social Work Act 2017. Amended the Children Act 2004 to establish local multi-agency safeguarding arrangements through three safeguarding partners: the local authority, integrated care boards and the police.
1. Children's Wellbeing and Schools Act 2026. Received Royal Assent on 29 April 2026. A wide-ranging Act covering the safeguarding and welfare of children, support for children in care and care leavers, multi-agency information sharing, a single unique identifier for children, mandatory family group decision-making, and arrangements for children not in school. Many provisions will commence over time through regulations and guidance.
1. Domestic Abuse Act 2021. Provides a statutory definition of domestic abuse and recognises children as victims in their own right where they see, hear or experience the effects of domestic abuse. Section 49A places a duty on the police to notify a child's education setting where they believe a child may be a victim of domestic abuse (Operation Encompass).
1. Online Safety Act 2023. Places duties on online service providers to protect children from harmful content, including requirements for age assurance and robust safety measures.
1. Data (Use and Access) Act 2025. Updates data protection law and strengthens protections relating to the processing of children's personal information.
1. Counter-Terrorism and Security Act 2015. Section 26 places a duty on specified authorities, including NHS bodies, to have due regard to the need to prevent people from being drawn into terrorism.
1. Serious Crime Act 2015. Includes provisions on the mandatory reporting of female genital mutilation and on coercive or controlling behaviour.
1. Marriage and Civil Partnership (Minimum Age) Act 2022. Raised the minimum age of marriage and civil partnership to 18 in England and Wales and made it an offence to cause a child under 18 to marry.
1. Mental Capacity Act 2005. Provides the framework for decision making on behalf of those who lack capacity, applicable to those aged 16 and above with specific exceptions.
1. Equality Act 2010. Protects people, including children, from discrimination on the basis of protected characteristics.
1. Modern Slavery Act 2015. Establishes the National Referral Mechanism for identifying and supporting victims of modern slavery and trafficking.
1. Care Act 2014. Places duties on health and social care regarding transition assessments for children likely to need care and support after turning 18.
1. Children and Families Act 2014. Captures the principles of personalisation, inclusion, participation and co-production in law.
1. Adoption and Children Act 2002. Section 120 extended the definition of harm to include seeing or hearing the ill-treatment of another person.
1. Mental Health Act 1983 (as amended). Applies to children and young people with additional safeguarding considerations, including Section 131A on age-appropriate environments and Section 130A on access to an Independent Mental Health Advocate.
1. Mental Health Units (Use of Force) Act 2018. Known as Seni's Law, requires mental health units to take steps to reduce the use of force, to record its use and to report serious incidents.
1. Crime and Policing Act 2026. Addressing child criminal exploitation, child sexual abuse and other forms of serious harm. 
Statutory guidance and frameworks
1. Working Together to Safeguard Children 2026. The statutory guidance on multi-agency working to help, protect and promote the welfare of children, published in March 2026 and replacing the 2023 edition.
1. Keeping Children Safe in Education 2025. Statutory guidance for schools and colleges on safeguarding children.
1. Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff. The Intercollegiate Document, 5th edition (2025), which combines and updates the previous children's safeguarding and looked after children competency frameworks.
1. NHS Safeguarding Accountability and Assurance Framework. Sets out the safeguarding roles, duties and responsibilities of NHS organisations.
1. Promoting the Health and Wellbeing of Looked After Children. Department for Education and Department of Health and Social Care statutory guidance (2015, updated 2022).
1. Information Sharing: Advice for Practitioners. Guidance on sharing personal information on a case-by-case basis.
1. London Safeguarding Children Procedures and the Bedford Borough, Central Bedfordshire and Luton Safeguarding Children Partnership procedures. The local multi-agency procedures relevant to the areas the Trust serves.
The Trust's statutory duties
Section 11 of the Children Act 2004 requires the Trust to have in place:
1. A clear line of accountability for the commissioning and provision of services designed to safeguard and promote the welfare of children.
1. A senior board-level lead with the required knowledge, skills and expertise for safeguarding.
1. A culture of listening to children and taking account of their wishes and feelings, both in individual decisions and in service development.
1. Clear whistleblowing procedures reflecting the principles of Freedom to Speak Up, and a culture that enables safeguarding issues to be addressed.
1. Clear escalation policies for staff when safeguarding concerns are not being addressed within the organisation or by other agencies.
1. Arrangements for sharing information with other practitioners and safeguarding partners.
1. Designated and Named Professionals for Safeguarding Children with sufficient time, funding, supervision and support to fulfil their responsibilities effectively.
1. Safe recruitment practices and ongoing safe working practices for individuals permitted to work regularly with children.
1. Appropriate supervision and support for staff, including safeguarding training.
1. A culture of safety, equality and protection within services.
Employers are responsible for ensuring staff are competent to carry out their safeguarding responsibilities and for creating an environment in which staff feel able to raise concerns. Staff must receive a mandatory induction that includes familiarisation with child protection responsibilities, and all practitioners should have regular reviews of their own practice.
2.1.1  Alignment with Working Together to Safeguard Children 2026
Working Together to Safeguard Children 2026 replaced the 2023 edition and reflects learning from serious child safeguarding incidents, inspections and national reviews. This policy aligns with the main developments in the 2026 guidance, including:
1. A stronger focus on identifying, understanding and challenging racism and discrimination in safeguarding practice, including adultification bias.
1. Greater recognition of the specific needs and vulnerabilities of babies, including the importance of early pre-birth assessment and planning.
1. Updated guidance on the impact of domestic abuse, including controlling and coercive behaviour, on children, and the operation of the Section 49A notification scheme (Operation Encompass).
1. Consideration of children experiencing simultaneous or multiple harms, including extra-familial and contextual harm.
1. The introduction of Family Help as a distinct, coordinated system of early support led by local authorities, and the role of Best Start Family Hubs from pregnancy to age 19 (or 25 for young people with special educational needs and disabilities).
1. Confirmation that the Data Protection Act 2018 and UK GDPR do not prevent the timely, proportionate sharing of information to keep children safe.
1. Clarified roles and responsibilities for the three safeguarding partners, and a strengthened process for rapid reviews and child safeguarding practice reviews.
1. Reinforcement of the scope of the guidance to include children in kinship care, special guardianship, and children who are adopted or looked after.
[bookmark: _Toc232003689]2.2  Training
As part of the Trust Training Needs Analysis, and depending on their role, staff are mapped to their highest required compliance level and must access training appropriate to that role in line with the Intercollegiate Document, Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff (5th edition, 2025). The 5th edition combines safeguarding children and children in care competencies into a single framework with five staff levels and a level for senior managers and executives.
All staff must complete the safeguarding children training for the level to which they are mapped within three months of commencing employment. All staff receive the Level 1 and Level 2 joint adults and children's safeguarding induction booklet on commencing in post. The Trust's compliance requirements are:
1. Non-clinical staff maintain Level 1 competence and refresh at least every three years.
1. Non-clinical and clinical staff who, in their role, have any contact with children, young people, parents or carers, or with adults who may pose a risk to children, undertake Level 2 training and refresh every three years.
1. All clinical staff working with children, young people, parents or carers, or with any adult who could pose a risk to children, and who could contribute to assessing, planning, intervening in or evaluating the needs of a child or parenting capacity, maintain Level 3 competence and refresh every three years. Consistent with the 5th edition of the Intercollegiate Document, this includes staff who deliver mental health or substance misuse services to adults who are parents or carers of children under 18.
The Trust has a Safeguarding Training Strategy that sets out the specific training requirements for individual staff roles.
[bookmark: _Toc232003690]2.3  Supervision
Working Together to Safeguard Children 2026 states that sound professional judgement is required to ensure all children and young people are protected from harm. Safeguarding children can be demanding work that is also distressing and stressful. All those involved in this area of practice should have access to advice and support through safeguarding supervision.
Safeguarding supervision forms part of standard clinical supervision arrangements as set out in the Clinical Supervision policy. Clinical supervision must address safeguarding issues on a regular basis and should challenge the supervisee to consider whether there are safeguarding concerns affecting the welfare of a child or vulnerable adult linked to the service user, and how these should be addressed. This includes the welfare of children, young people or vulnerable adults who are not the primary client.
The Named Professional for Safeguarding Children provides quarterly group safeguarding supervision to services that work directly with children and young people. Specialist safeguarding supervision may be needed when a supervisee faces a situation beyond the expertise of the original clinical supervisor. This complements, rather than replaces, existing clinical supervision arrangements and is agreed between the clinical supervisor and the supervisee.
Where a supervisee is working with a child, parent or carer where a Child Protection Plan is in place, safeguarding supervision must take place at least every six months, either with a clinical supervisor or a member of the safeguarding team. All entries recording supervision should be made in progress notes under the heading Clinical and Safeguarding Supervision. This enables the search facility on the electronic patient record to retrieve all such entries, which supports audit, after-action reviews, complaints and patient safety investigations.
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Safeguarding and promoting the welfare of children
Working Together to Safeguard Children 2026 defines safeguarding and promoting the welfare of children as:
1. Protecting children from maltreatment.
1. Preventing impairment of children's mental and physical health or development.
1. Ensuring that children grow up in circumstances consistent with the provision of safe and effective care.
1. Promoting the upbringing of children with their birth parents, or otherwise within their family network through a kinship care arrangement, wherever possible and in the best interests of the child.
1. Taking action to enable all children to have the best outcomes.
Definition of a child
A child is defined in the Children Act 1989 and Working Together to Safeguard Children 2026 as anyone who has not yet reached their eighteenth birthday. The term children therefore means babies, children and young people throughout this policy. Some parts of this policy also apply to unborn children, recognising their vulnerability and the need for early pre-birth assessment and planning, while remaining consistent with the legal position that rights begin at birth.
Child at risk
The legal definition of a child applies to all children from unborn to 18, whether they are patients or are cared for by patients, and to other children in the wider community who come to the attention of Trust colleagues in the course of their work. The fact that a child has reached 16, is living independently, is in further education, is a member of the armed forces, is in hospital or is in custody does not change their status or entitlement to protection under the Children Act 1989.
Child safeguarding refers to the policies, procedures and practice that ensure all children are safe from harm. Child protection is part of safeguarding and refers specifically to protecting individual children identified as suffering, or likely to suffer, significant harm.
Significant harm
Significant harm is the threshold that justifies compulsory intervention in family life in the best interests of children. Section 47 of the Children Act 1989 places a duty on local authorities to make enquiries where they have reasonable cause to suspect that a child is suffering, or likely to suffer, significant harm. Under Section 31(9) of the Children Act 1989, as amended by the Adoption and Children Act 2002, harm means ill-treatment or the impairment of health or development, including impairment suffered from seeing or hearing the ill-treatment of another; development means physical, intellectual, emotional, social or behavioural development; health applies to both physical and mental health; and ill-treatment includes sexual abuse and forms of ill-treatment that are not physical.
There are no absolute criteria for judging what constitutes significant harm. Consideration of the severity of ill-treatment may include the degree and extent of physical harm, the duration and frequency of abuse and neglect, the extent of premeditation, and the degree of threat, coercion or sadism. To understand and establish significant harm it is necessary to consider the family context including protective factors; the child's development within their family, social circle and cultural environment; any special needs such as a medical condition, communication difficulty or disability; the nature of the harm in terms of ill-treatment or failure to provide adequate care; the impact on the child's health and development; and the adequacy of parental care.
Child in need
Children defined as being in need under Section 17 of the Children Act 1989 are those whose vulnerability is such that they are unlikely to achieve or maintain a reasonable standard of health or development without the provision of local authority services. This includes children with disabilities. When a child or young person is admitted to a mental health facility they should be considered a child in need, and clinicians should routinely seek consent to refer new admissions to children's social care.
Parental responsibility
Parental responsibility is defined by the Children Act 1989 as all the rights, duties, powers, responsibilities and authority that a parent has in relation to a child. Practitioners must understand who holds parental responsibility in each case, as this affects consent to treatment and information sharing. If the parents were not married when the child was born, the mother automatically has parental responsibility; the father acquires it (from 1 December 2003) by jointly registering the birth. A foster carer does not automatically have parental responsibility. Where a child is subject to a care order, the local authority shares parental responsibility. A parent only loses parental responsibility when their child is adopted. See Appendix 1 for verification of parental responsibility.
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Everyone working for the Trust has a responsibility for safeguarding children. The specific roles and responsibilities below set out how accountability is held across the organisation.
	Role
	Responsibility

	Trust Board
	Ensures an effective framework is in place to help staff safeguard children and that contractors are aware of their responsibilities.

	Chief Executive
	Holds overall responsibility for the implementation of this policy across the Trust.

	Chief Nurse (Executive Lead for Safeguarding)
	Executive lead and Named Senior Officer for safeguarding on the Trust Board, as required by Working Together to Safeguard Children 2026. Holds overall responsibility for the effective implementation of this policy.

	Director of Nursing (Operational Lead)
	The delegated executive lead for safeguarding and chairs the Trust Safeguarding Committee.

	Associate Director for Safeguarding
	Holds operational and strategic responsibility for the corporate safeguarding adults and children teams, supported by Lead Professionals. Responsible for the management of allegations against staff.

	Lead Professionals for Safeguarding Children
	Provide operational leadership and coordination for the corporate safeguarding teams.

	Named Doctor for Safeguarding Children
	The statutory lead medical role. Promotes good practice, provides advice and expertise, coordinates medical input into cases, provides safeguarding supervision and training for medical staff, and participates in child safeguarding practice reviews and child death overview panels where required.

	Named Professionals for Safeguarding Children
	Statutory role promoting good practice in line with the Intercollegiate Document (5th edition, 2025).

	Named Nurse and Named Doctor for Children in Care
	Raise awareness of the needs of children in care, provide advice and support, promote policy development and work in partnership with statutory and voluntary organisations.

	Director of People and Culture (Human Resources)
	Ensures safer recruitment standards, Disclosure and Barring Service checks, safeguarding in job descriptions, and that allegations against staff are addressed in accordance with policy.

	Clinical and Service Directors
	Ensure their services meet safeguarding requirements through identified operational lead managers, adequate training, supervision and compliance monitoring, and ensure managerial oversight of safeguarding practice.

	All Trust staff
	Whether permanent, temporary, bank, agency or contracted, all staff have a duty to ensure children are protected from harm. This means recognising and reporting concerns. The welfare of the child is paramount. All staff must undertake the mandatory safeguarding training relevant to their role.
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[bookmark: _Toc232003694]4.1  Audit
Audits relating to safeguarding children are undertaken in a number of ways, including:
1. Participation in local safeguarding children partnership thematic reviews, where staff audit identified cases and attend multi-agency discussions to support joint learning.
1. Audits completed as a specific action arising from a child safeguarding practice review or learning review.
1. Joint Targeted Area Inspections led by Ofsted, the Care Quality Commission, His Majesty's Inspectorate of Constabulary and Fire and Rescue Services, and His Majesty's Inspectorate of Probation.
1. Completion of Section 11 audits by the Named Professional, as required by statutory guidance.
1. Internal audits against the ELFT Safeguarding Standards.
Audits are used as a measure of compliance with the principles and procedures in this policy.
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Safeguarding governance is formally constituted within the Trust's integrated governance structure. The Trust Safeguarding Committee reports to the Trust Board through the Quality Committee and the Quality Assurance Committee. This reporting provides assurance of how the Trust is meeting its statutory obligations to safeguard children and adults.
The implementation and training arrangements of this policy are monitored through the Trust Safeguarding Committee, which is responsible for maintaining and reviewing risk and assurance frameworks, audit, strategy implementation and reporting to the Board. All reports and action plans from child safeguarding practice reviews, child death reviews and serious incidents concerning safeguarding children are monitored by the Committee, which takes the lead on actions requiring an organisational response.
[bookmark: _Toc232003696]4.3 Monitoring Arrangements
	Element to be monitored
	Lead
	Tool
	Frequency
	Reporting

	Process for discussing changes in legislation or local safeguarding arrangements requiring policy amendment
	Associate Director of Safeguarding
	Agenda item at the Trust Safeguarding Committee and Corporate Safeguarding Team
	Quarterly
	Trust Safeguarding Committee

	Nominated Trust Director attends all local safeguarding partnership meetings
	Associate Director of Safeguarding
	Review of partnership minutes to confirm Trust attendance
	Quarterly
	Trust Safeguarding Committee

	Recommendations and actions from child safeguarding practice reviews are monitored
	Lead Professional for Safeguarding Children
	Agenda item at the Trust Safeguarding Committee and Corporate Safeguarding Team
	Quarterly and monthly
	Trust Safeguarding Committee

	Safeguarding training completion commensurate with role
	Associate Director of Safeguarding
	Agenda item and compliance report from Learning and Development
	Quarterly and monthly
	Trust Safeguarding Committee

	Referrals to children's social care are made without delay when a concern is identified
	Trust staff and Named Professional
	Agenda item and compliance report from Patient Safety, Learning and Governance
	Daily, monthly and quarterly
	Trust Safeguarding Committee

	Participation in multi-agency meetings and child protection conferences
	Trust staff and Named Professional
	Audit
	Annual
	Trust Safeguarding Committee

	Notification and review of unexpected child deaths, including participation in Joint Agency Response and Child Death Overview Panel processes
	Named Professional for Safeguarding Children
	Review of child death notifications and Joint Agency Response or CDOP records
	Quarterly
	Trust Safeguarding Committee


[bookmark: _Toc232003697]4.4  Safeguarding in Provider Collaboratives and Commissioned Services
Where the Trust delivers or hosts services through provider collaboratives, or commissions services from other providers, it remains responsible for ensuring that safeguarding arrangements are robust across those services. Contracts and partnership arrangements must set out clear safeguarding expectations, lines of accountability and reporting, and the Trust must seek assurance that commissioned and collaborative services meet the standards in this policy.
[bookmark: _Toc232003698]4.5  Duty of Candour and Safeguarding
Regulation 20 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 imposes a duty of candour on health service bodies. This requires the Trust to act in an open and transparent way with patients and, in the case of children, with their parents or persons with parental responsibility, in relation to care and treatment.
Where a safeguarding incident occurs that constitutes a notifiable safety incident, the Trust must notify the child's parents or persons with parental responsibility as soon as reasonably practicable, provide a truthful account of what happened, and offer an apology and reasonable support. The duty of candour must be balanced against safeguarding considerations where there are concerns about a parent, and advice should be sought from the Safeguarding Children Team.
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Where a child is in immediate danger, the emergency services must be contacted without delay. Where a crime is suspected to have been committed, the police must be notified immediately and evidence should be preserved wherever possible. The procedures in this section set out how staff should recognise, respond to, share and record safeguarding concerns, and how the Trust manages specific situations that arise in a mental health and community health setting.
[bookmark: _Toc232003700]5.1  Recognition of Abuse
Abuse and neglect are forms of maltreatment. 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, institutional or community setting by those known to them or, more rarely, by a stranger. They may be abused by an adult or adults, or by another child or children. Abuse can take place wholly online, or technology may be used to facilitate offline abuse. More than one type of abuse may be present.
Physical abuse
Physical abuse may involve hitting, shaking, throwing, poisoning, burning or scalding, drowning, suffocating, or otherwise causing physical harm. Physical harm may also be caused when a parent or carer fabricates the symptoms of, or deliberately induces, illness. Non-accidental injury refers to any serious or unusual injury with an absent or unsuitable explanation, where the injury is not consistent with the account of how it occurred.
Emotional abuse
Emotional abuse is the persistent emotional maltreatment of a child that causes severe and persistent adverse effects on the child's emotional development. It may involve conveying to a child that they are worthless, unloved or inadequate, or valued only insofar as they meet the needs of another person. It may include silencing a child or making fun of how they communicate, age or developmentally inappropriate expectations, overprotection, limitation of exploration and learning, seeing or hearing the ill-treatment of another, and serious bullying including cyberbullying. Some level of emotional abuse is involved in all types of maltreatment.
Sexual abuse
Sexual abuse involves forcing or enticing a child to take part in sexual activities, including sexual exploitation, whether or not the child is aware of what is happening. Activities may involve physical contact, including penetrative and non-penetrative acts, and non-contact activities such as involving children in looking at or producing pornographic material, watching sexual activities, or grooming a child in preparation for abuse, including online. Sexual abuse is not solely perpetrated by adult males; women and other children can also commit acts of sexual abuse.
Neglect
Neglect is the persistent failure to meet a child's basic physical or psychological needs, likely to result in the serious impairment of the child's health or development. Neglect may occur during pregnancy as a result of maternal substance misuse. Once a child is born, neglect may involve a parent or carer failing to provide adequate food, clothing and shelter, to protect a child from physical and emotional harm, to ensure adequate supervision, or to ensure access to appropriate medical care or treatment. It may also include unresponsiveness to a child's basic emotional needs.
[bookmark: _Toc232003701]5.2  Responding to a Concern
Prevention of harm is the purpose of child protection work. To determine whether children are at risk, or likely to be at risk, of harm requires the systematic collection of information to inform a balanced risk assessment. When carrying out assessments, the following should be considered:
1. The ability of the adult to meet the child's needs and promote their wellbeing.
1. The adult's attitude to their mental health or substance misuse and its implications for their children.
1. The age, developmental stage and any special needs of the children.
1. The degree to which chronic illness or other ill health may affect the ability to cope with parenting.
1. Evidence of intra-family conflict or domestic abuse associated with mental health or substance misuse.
1. Evidence of significant harm, emotional neglect or abuse, and patterns of physical, emotional or neglectful abuse.
1. The presence or absence of another adult in the household and the availability of support from family and friends.
All assessment, review and discharge planning documentation must prompt staff to consider whether the service user is likely to have, or to resume, contact with their own child or other children, even where the children are not living with the service user. If so, this must trigger an assessment of whether there are any actual or potential risks to the children, including risks arising from delusional beliefs involving them. Staff must consider contact with children to inform actual or potential risks at every stage of the care pathway, including leave and discharge planning.
[bookmark: _Toc232003702]5.3  Sharing Information and Consent
Data protection
The Data Protection Act 2018 and the UK GDPR set the legal framework for processing personal information. They are not a barrier to sharing information but provide a framework to ensure information is shared appropriately. Under the Data Protection Act 2018, the safeguarding of children and individuals at risk is a processing condition that allows staff to share information, including without consent where necessary. Information shared should be necessary, proportionate, relevant, accurate, timely and secure.
Information sharing principles
Effective sharing of information between professionals and agencies is essential to safeguarding. Early sharing of information is key to effective early help, and safeguarding practice reviews have repeatedly shown how poor information sharing has contributed to the deaths or serious injuries of children. The Caldicott principles confirm that the duty to share information can be as important as the duty to protect patient confidentiality. The following principles apply:
1. Fears about sharing information must not stand in the way of protecting children.
1. No professional should assume someone else will pass on critical information.
1. Be open and honest with the family about information sharing, unless to do so would be unsafe.
1. Child protection concerns always override confidentiality considerations.
1. Where sharing concerns with parents could increase risk, referrals should be made without informing parents, and the reason recorded in the notes.
Consent, Gillick competence and Fraser guidelines
Young people aged 16 or 17 are presumed in law to have the capacity to consent to medical treatment. Their refusal of treatment can, in some circumstances, be overridden by a person with parental responsibility or a court, including where refusal would likely lead to death, severe permanent injury or irreversible harm. The Mental Capacity Act 2005 generally applies to people aged 16 and above.
Children under 16 can consent to their own treatment if they have sufficient understanding and intelligence to understand fully what is involved, including its purpose, nature, likely effects, risks, chances of success and alternatives. This is known as being Gillick competent. There is no presumption of Gillick competence, and a child may be competent to consent to some treatments but not others. Where a health professional accepts the consent of a Gillick competent child, it cannot be overruled by a person with parental responsibility, although where the child refuses, consent may be obtained from a person with parental responsibility. For complex cases involving significant risk, particularly where a Gillick competent child declines treatment, staff should seek advice from the relevant Trust lead.
The Fraser guidelines concern the competence of a young person under 16 to consent to contraceptive advice and treatment. A health professional may provide such advice and treatment without parental consent provided that the young person understands the advice, cannot be persuaded to inform their parents, is very likely to continue having sexual intercourse, would be likely to suffer in physical or mental health without treatment, and where their best interests require the provision of advice or treatment without parental consent. Decisions must be clearly documented.
It is essential to always seek consent and to be open and honest about why, what, how and with whom information will or could be shared, unless it is unsafe or inappropriate to do so. Where a child may be at risk of significant harm and seeking consent may jeopardise a police investigation or increase the risk to the child, consent may be dispensed with. The child's best interests must be the overriding consideration. Generally the amount of confidential information disclosed without consent should be no more than is strictly necessary to protect the child. A Gillick competency assessment determines a child's capacity to consent to treatment, not their capacity for information to be shared, and child-facing services do not need to apply the Gillick test to decide whether to share safeguarding information. If staff are unsure whether confidential information should be disclosed, the matter should be discussed with the Safeguarding Team or the Caldicott Guardian. Staff should always record the reason for disclosing information and whether disclosure was made with or without consent.
Communication with both parents
Where safeguarding concerns exist, practitioners must consider carefully how and whether information is communicated to each parent. Both parents, or all persons with parental responsibility, should ordinarily be informed of concerns, assessments and plans, reflecting their rights under Article 8 of the European Convention on Human Rights and the welfare principle in Section 1(1) of the Children Act 1989. Before sharing with a parent, staff must assess whether doing so could increase risk to the child, considering whether the parent is the alleged perpetrator, any court orders, the risk of influencing witnesses, the child's wishes, and information from partner agencies. Information may be withheld where sharing would place the child at increased risk, prejudice a criminal investigation, undermine safety or breach a court order. Such decisions must be discussed with the Safeguarding Team and documented. Both parents retain parental responsibility unless it has been removed by adoption, so staff should not assume only the resident parent should receive information. All decisions about sharing or withholding information must be recorded on the electronic patient record, including what was shared or withheld, with whom, the reasons, the professionals consulted and the review date.
Section 17 and Section 47 information requests
Where children's social care requests information as part of a Section 47 (child protection) assessment, practitioners have a duty to pass on information with or without consent. Under Section 47(9) and (11) of the Children Act 1989, the Trust has a duty to assist the local authority unless doing so would be unreasonable. Where the request relates to a Section 17 (child in need) assessment, consent should ordinarily be sought unless seeking consent would place the child at risk. Staff should clarify with children's social care which section of the Act the assessment is being conducted under, in order to determine the level of consent required.
[bookmark: _Toc232003703]5.4  Record Keeping
Accurate, contemporaneous records are essential for safeguarding and continuity of care. All conversations relating to the welfare and safety of children, whether face to face or by telephone, must be documented within the adult service user's electronic health record. Documented material should be confined to matters of fact, and any opinion should be evidence-based and clearly identified as such.
Alerts and flags
Electronic flags and alerts play a crucial role in identifying and addressing safeguarding risks. All staff are responsible for creating and maintaining appropriate alerts whenever safeguarding concerns arise. Examples of when an alert should be raised include, but are not limited to:
1. A child being placed on a Child Protection Plan or Child in Need Plan, or becoming a child in care.
1. Risks related to domestic abuse, female genital mutilation, exploitation or forced marriage.
1. A multi-agency safeguarding hub enquiry, or the submission of a referral to children's social care.
1. A case being discussed at a multi-agency risk assessment conference or a multi-agency child exploitation panel.
1. The death of a child, or a child being subject to a Channel panel.
This list is not exhaustive, and practitioners must use professional judgement. All alerts must be reviewed and updated regularly to reflect any change in risk or circumstance.
Family management and referrals
Any service user living with a child under 18 should have that child linked to them through the household and child contact form on the electronic health record. When making a referral to children's social care, staff must record the concern on the Trust system and complete an incident report. If a service user refuses or continuously evades providing information about children, this must be recorded in the progress notes and advice sought in supervision, from a line manager, or from the Trust Safeguarding Team. Safeguarding children should be routinely discussed as part of supervision and case management. Where staff are approached by a solicitor for information or to provide a court statement, they should seek advice from the Safeguarding Team and the Trust Legal and Information Governance department and follow the Trust information request process.
[bookmark: _Toc232003704]5.5  Think Family Approach
Think Family is an approach that helps staff consider the parent or carer, the child and the family as a whole when assessing and planning care. When working with parents and carers of children, staff must consider the impact of parental mental health on children, and the impact of the parenting role on the patient. Family members do not always live together, so it is important to consider wider family members and significant others who may affect the family, including new partners who spend time in the family home. Staff do not need to work directly with a child to consider how a situation may affect that child's experiences, development and outcomes.
Staff need to know who is in the family and what roles they take on, including where a child is a young carer for an adult patient. Names, dates of birth, addresses and, where relevant, school details must be recorded in the electronic care record. Identification of parental responsibility is mandatory for all children identified, and staff must check that adults presenting with children have parental responsibility. The names and dates of birth of children, and details of parental responsibility, must be obtained and recorded at the point of assessment and on an ongoing basis for all children of service users and children they live with.
When safeguarding concerns are identified in a child’s or parent’s record, and other family members are either currently or previously open to ELFT, it is considered good practice to review the relevant records. This ensures that practitioners are aware of any additional safeguarding concerns or pertinent information that may impact the individual they are working with.
[bookmark: _Toc232003705]5.6  Child Protection - Information Sharing (CP-IS)
The Child Protection - Information Sharing system is a national system operated by NHS England that shares information about children and unborn babies who are subject to a Child Protection Plan, are looked after, or have an unborn child protection plan. It provides an alert to health care professionals at the point of unscheduled or scheduled care, for example in urgent and emergency care, community paediatrics and child and adolescent mental health services, so they are immediately aware of a child's safeguarding status. Staff must adhere to the Trust's CPIS Standard Operational Procedure for additional guidance and information.
The Trust must ensure its electronic systems are configured to interface with the system where technically possible, and that clinical staff in relevant settings are trained to recognise and respond to alerts. Where an alert is received, staff must follow the referral procedures in this policy and ensure the child's social worker is notified of the attendance. Staff must not rely on the absence of an alert as evidence that there are no safeguarding concerns, as the system only covers children currently subject to a plan. 


[bookmark: _Toc232003706]5.7  Making a Referral to Children's Social Care
Staff must make a referral to children's social care if there are signs that a child under 18, or an unborn baby, is experiencing or may have already experienced abuse or neglect, or is likely to suffer significant harm. When making a referral, the following information should be provided where possible:
1. Name, date of birth, ethnic origin, gender, address and telephone number of the child.
1. The reasons for the concern, including any disclosures the child has made.
1. Any injuries or other indicators observed, and the child's first language.
1. Details of any specific needs of the child, for example a disability.
1. Details of family members and other household members, if known.
1. Other agencies and professionals involved.
1. A description of the measures already taken to safeguard the child, and the role of the team member and service involved.
Do not delay making a referral if some of this information is not readily available. A referral cannot be made anonymously by a professional. Staff should gain consent from those with parental responsibility unless to do so would increase the risk to the child, and the referral must clearly indicate why consent has not been sought. All involved Trust staff must be notified of the referral, and staff should consider whether other agencies working with the family need to be made aware.
Referral process
1. Telephone the relevant children's social care or multi-agency safeguarding hub team if the referral is urgent. Outside normal working hours, contact the Emergency Duty Team.
1. If non-urgent, complete the relevant online referral form for the borough where the child resides.
1. Where an urgent telephone referral has been made, complete the online form afterwards. A verbal referral must be confirmed in writing within 48 hours.
1. Complete an incident report where a safeguarding incident is identified.
1. Store a copy of the referral on the electronic clinical record and update the alert/flag.
1. The local authority should confirm receipt within one working day. If the referrer has not received confirmation within three working days, they must contact the local authority to confirm receipt.
Referrals that must always be made
A referral must always be made if:
1. A parent or other adult in significant contact with children has delusional thinking or suicidal thoughts involving a child.
1. There are concerns that a female under 18 has undergone, or may undergo, female genital mutilation.
1. There are concerns that a child is at risk of child sexual exploitation or of radicalisation.
1. There are concerns that a child may be subject to fabricated or induced illness.
1. A child has been in hospital or a psychiatric unit for any continuous period exceeding 12 weeks (Section 85, Children Act 1989).
1. An unborn baby is considered at risk of harm or likely to need services from children's social care when born.
When a child or adult makes a disclosure of abuse, staff must explain the limitations of confidentiality, seek the child's view on a referral where possible, take the action required to keep the child safe, and make their line manager aware of the disclosure.
[bookmark: _Toc232003707]5.8  Leave Arrangements
Where adult inpatients go on leave from hospital, the leave plan must consider the impact on children, which must be clearly recorded in the service user's notes. If a service user does not usually reside with their children, checks must be made with the service user and, if necessary, with the relevant children's services as to whether they are visiting or staying in a household with children, and whether this poses any risk. Staff must ensure that leave arrangements comply with plans made at child protection conferences or as part of any children's assessment. Where a service user is an inpatient on the perinatal suite and is having leave with or without their baby, all agencies involved should be informed before leave commences.
[bookmark: _Toc232003708]5.9  Children in Care and Looked After Children
Children in care have the same health needs as other children, but their backgrounds and experiences make them especially vulnerable. Working Together to Safeguard Children 2026 clarifies the vulnerability of children in care in certain settings and reinforces the link between care planning and child protection planning, including the risk of sexual exploitation. Children in the care of the local authority should have a full health review, including emotional and mental wellbeing, and must be discussed in clinical supervision.
Children living away from home are particularly vulnerable to abuse by adults and peers. Limited or controlled contact with family and carers may affect a child's ability to disclose what is happening, and staff should be alert to people in the external environment who may exploit the additional vulnerability of children living away from home. Staff must always contact children's services if a child returns to the care of a parent after having been looked after, and a joint assessment of parenting capacity should be undertaken in such cases.
[bookmark: _Toc232003709]5.10  Closing or Transferring Cases
Before closing or transferring a case, staff must consider the impact on the child or unborn child if the service discontinues contact with the family. If children's services, family support or early help services are involved, they must be invited to any transfer or discharge meeting and sent a copy of the discharge summary. If a child is subject to a Child Protection Plan, the discharge plan should be discussed first with the child's social worker. Cases should not be declined or closed without the original referrer and other key agencies being advised, so they can question the decision or take over responsibility for support and monitoring.
[bookmark: _Toc232003710]5.11  Children and Families Moving Across Geographical Areas
Formal arrangements are in place for the transfer of responsibility for children between authorities, as set out in Working Together to Safeguard Children 2026 and the relevant regional safeguarding procedures. These arrangements ensure that one authority always holds case responsibility. Some families move between authorities to avoid or divert professional contact where safeguarding concerns have been identified, and staff should be alert to this possibility.
[bookmark: _Toc232003711]5.12  Missed Appointments and Child Was Not Brought
It is not advisable to discharge a child or young person from a service for non-attendance without a reassessment or liaison with the original referrer. Children not being brought to health care appointments can indicate neglect and other serious safeguarding concerns. Staff must consider any safeguarding issues, and document this, before discharging a child. Where adult service users fail to attend, the impact on their children must be considered before discharge.
[bookmark: _Toc232003712]5.13  Domestic Abuse and MARACs
The Domestic Abuse Act 2021 defines domestic abuse as abusive behaviour by a person towards another person aged 16 or over to whom they are personally connected. This includes physical, sexual, violent or threatening behaviour, controlling or coercive behaviour, economic abuse, and psychological or emotional abuse. The Act recognises children as victims in their own right. Domestic abuse can occur between family members as well as intimate partners. 
A victim of domestic abuse aged 16 and over can be heard within a multi-agency risk assessment conference (MARAC). There is a specific risk assessment for use with victims aged 16 to 18. Single points of contact for MARAC are in place within the Safeguarding Team, and individual staff are not required to attend MARAC themselves. Under Section 49A of the Domestic Abuse Act 2021, where the police believe a child may be a victim of domestic abuse, they must notify the child's education setting through the Operation Encompass scheme. Such a notification does not replace a safeguarding referral. 
Victims of domestic abuse are often reluctant or feel unable to disclose what is happening to them. Safe, routine enquiry at each contact increases the likelihood of disclosure and the opportunity to take effective safeguarding action.
The Trust has adopted a standardised, trauma‑informed approach to routine enquiry into domestic abuse within adult mental health services, ensuring all service users are sensitively asked about potential experiences that may impact their safety and wellbeing. It is recommended that Routine Enquiry should be completed for any one aged 16+ using a three statement approach: 
(1) explaining why all patients are asked, to normalise enquiry and support early identification; 
(2) clearly outlining the limits of confidentiality, including circumstances where information may need to be shared to reduce risk; 
(3) asking a clear, inclusive routine enquiry question that avoids the term “abuse” to remain accessible to those who may not identify their experiences in this way. 
Routine enquiry must always be undertaken in a private, safe environment, using professional interpreters when interpreting is required. This approach ensures respectful, consistent, and effective identification and response to safeguarding concerns. For further detail and guidance, staff should refer to the Trust’s Domestic Abuse Policy and resources available on the intranet (Routine Enquiry into Domestic Abuse | East London NHS Foundation Trust)
[bookmark: _Toc232003713]5.14  Parenting Capacity, Mental Illness and Case Management
Parental mental illness does not necessarily have an adverse impact on a child's development, but its implications for each child must always be assessed. Assessments must consider the impact of parental or carer mental health on any child for whom the patient has a caring responsibility, including stepchildren, partners' children and grandchildren. The impact must be documented in the safety management section of the electronic clinical record.
Staff should use the Parental Mental Health and the Impact on Children (PAMIC) tool to consider the impact of a parent's or carer's mental health on the child, and the actions that can help. The PAMIC tool is not a one-off assessment; it must be reviewed regularly and repeated when a patient's circumstances or presentation change. Consideration must be given to the impact of traumatic life experiences and adverse childhood experiences, following a trauma-informed approach. All delusional beliefs about children, or thoughts of harm to a child as part of a suicide plan, must be reported to the local authority as a matter of urgency. Children should never be considered a protective factor for parents who feel suicidal.
All assessment, review and discharge planning must prompt staff to consider whether the service user is likely to have or resume contact with their own child or other children, even when the children do not live with them, and whether their illness is having a detrimental impact on their parenting capacity. The service user's parenting capacity must always be considered as part of the care planning process, including when an inpatient is discharged to their home environment and when a service user is discharged from Trust care. Staff must be mindful of other agencies involved with a family and should consider involving them in the assessment and in care planning.
[bookmark: _Toc232003714]5.15  Parental Substance Misuse
Parental substance misuse can cause significant harm to children at all stages of development. Where a parent has severe substance misuse problems, children are likely to suffer significant harm, primarily through emotional abuse and neglect. Maternal substance misuse in pregnancy can have serious effects. Professionals must identify adults who are parents or have regular caregiving access to children and share information with children's social care as early as possible.
[bookmark: _Toc232003715]5.16  Children and the Mental Health Act 1983
The Mental Health Act 1983, as amended by the Mental Health Act 2007, applies to children and young people as it does to adults, but with additional safeguarding considerations. Section 131A requires that where a patient under 18 is admitted to hospital for the treatment of mental disorder, the hospital managers must ensure the patient's environment is suitable for their age. This is the statutory basis for age-appropriate environments (see section 5.22).
Although a child or young person should not be admitted to an adult acute mental health ward, there may be exceptional circumstances in which this happens, for example where no specialist child and adolescent bed can be secured and admission to an adult ward is the only safe option in an emergency. Where it is not possible to admit a child to a dedicated child and adolescent inpatient unit and they are admitted to an adult ward, the Trust must:
1. Notify the Care Quality Commission within the required timeframe and complete an incident report.
1. Undertake an individual risk assessment addressing the specific risks to a child in an adult environment.
1. Put in place a care plan including supervision, education, and restriction of contact with adult patients where necessary, with input from child and adolescent mental health services.
1. Ensure the child is reviewed daily by a child and adolescent mental health practitioner or a clinician with expertise in children's care.
1. Continue to actively seek an age-appropriate placement.
Where a child is detained under Section 2 or 3, staff must ensure that parents or persons with parental responsibility are informed, the nearest relative is identified, an Independent Mental Health Advocate is offered, and children's social care is informed if the child is likely to be in hospital for a continuous period exceeding 12 weeks (Section 85, Children Act 1989).
[bookmark: _Toc232003716]5.17  Deprivation of Liberty
The Children Act 1989 covers the care and welfare of children in most situations. Some provisions of the Mental Capacity Act 2005 apply to young people aged 16 and 17 who lack capacity, and decisions relating to their treatment must be made in their best interests in accordance with that Act, consulting family and friends where practicable and appropriate. The Mental Capacity Act applies to children under 16 in two ways: the Court of Protection can make decisions about a child's property and affairs where the child is likely to lack capacity at 16, and the criminal offence of ill-treatment or wilful neglect applies to children who lack capacity.
The Deprivation of Liberty Safeguards under the Mental Capacity Act 2005 do not apply to persons under 18, and there is currently no statutory scheme equivalent for children. For young people aged 16 and 17 who lack capacity and whose care amounts to a deprivation of liberty, as interpreted in Cheshire West, authorisation must be sought from the Court of Protection. For children under 16, following the Supreme Court judgment in Re D, parental consent may be sufficient provided the arrangements are within the scope of parental responsibility, parents are acting in the child's best interests, and the arrangements are not of a nature or degree incompatible with parental authority. Where arrangements go beyond parental consent, an application must be made to the High Court.
Where any care arrangement for a child in a Trust setting may amount to a deprivation of liberty, staff must seek immediate advice from the relevant Trust lead and, where necessary, from the Trust's legal advisors. The Liberty Protection Safeguards introduced by the Mental Capacity (Amendment) Act 2019 have not been implemented. Staff should continue to follow the current legal framework, and this policy will be updated if the position changes.
[bookmark: _Toc232003717]5.18  Restraint, Restrictive Practices and Use of Force
The use of restraint with children carries significant safeguarding implications. The Mental Health Units (Use of Force) Act 2018, known as Seni's Law, requires mental health units to take steps to reduce the use of force, including appointing a responsible person, publishing a use of force policy, providing training, keeping records, reporting to the Secretary of State where force results in death or serious injury, and notifying the patient's nearest relative and any Independent Mental Health Advocate. NICE Guideline NG10 provides evidence-based guidance on the prevention and management of violence and aggression.
The use of prone (face-down) restraint with children carries particular risks, including positional asphyxia. Prone restraint should not be used unless there are exceptional circumstances and no viable alternative, and where used it must be reported as a serious incident. Seclusion of a child must be authorised at consultant level and reviewed at the specified intervals, and the child's parents must be informed. All uses of restraint must be recorded, documented in the clinical record and reviewed as part of post-incident debriefing. Staff must offer the child a debrief following any use of restraint.
[bookmark: _Toc232003718]5.19  Self-Harm in Children and Young People
Self-harm in children may be an indicator of underlying abuse, neglect or exploitation. NICE Guideline NG225 provides the clinical framework. All children presenting with self-harm must receive a comprehensive psychosocial assessment that considers the factors leading to the self-harm, their mental state, social and family circumstances, and any safeguarding concerns. Should any child be observed to have any self-harming injuries requiring medical attention, the practitioner should signpost the child/parents/carer to appropriate medical services and make a referral to Children Social Care. Should any practitioner be concerned about injuries that do not require immediate medical attention, but has concerns, the practitioner must also make a referral to Children Social Care.  Where a Gillick competent child discloses self-harm and requests confidentiality from parents, practitioners must balance the child's right to confidentiality against the duty to safeguard, considering age and maturity, severity and frequency, the risk of significant harm, and whether safety can be maintained without parental involvement. Where information must be shared despite the child's wishes, this should be discussed with the child beforehand wherever possible and documented on the electronic health record.
[bookmark: _Toc232003719]5.20  Secure Accommodation
Section 25 of the Children Act 1989 provides for the restriction of liberty of children in care. A child may not be placed in secure accommodation unless they have a history of absconding and are likely to suffer significant harm if they abscond, or they are likely to injure themselves or others. While decisions are made by the local authority and the court, Trust staff may provide assessments informing such decisions. Children in secure accommodation have the same rights to safeguarding as any other child.
[bookmark: _Toc232003720]5.21  Children Absent Without Leave from Inpatient Settings
Where a child goes absent without leave from a Trust inpatient unit, staff must follow the Trust's Missing Patient policy. In addition:
1. Parents or persons with parental responsibility must be notified immediately.
1. Where the child is looked after, the allocated social worker and the local authority out-of-hours service must be notified.
1. The police must be contacted if there is reason to believe the child is at risk of harm.
1. A risk assessment must be undertaken and documented, considering age, mental state, safeguarding concerns, known risks including exploitation, and likely destination.
1. When the child returns, a return interview must be undertaken and any safeguarding concerns acted upon.
1. An incident report must be completed for every episode of absence without leave.
[bookmark: _Toc232003721]5.22  Age-Appropriate Environments
Section 131A of the Mental Health Act 1983 requires children admitted for mental health treatment to be accommodated in age-appropriate environments. Where an under-18 is admitted to an adult ward, staff must address safety, including ligature risk and access to sharps, privacy and dignity, access to outdoor space and recreation, education, and contact with family.
[bookmark: _Toc232003722]5.23  Ligature Risk Assessment
A ligature risk assessment must be completed for all areas where children receive inpatient care. In addition to the environmental assessment, an individual ligature risk assessment must be completed for every child admitted and reviewed at each subsequent assessment. Where a child is at increased risk, an enhanced observation and engagement plan must be put in place.
[bookmark: _Toc232003723]5.24  Perinatal Mental Health and Safeguarding
Perinatal mental health conditions affect a significant proportion of women during pregnancy and the first year after birth. These conditions, which include perinatal depression, anxiety, post-traumatic stress disorder and postpartum psychosis, can affect the mother's ability to bond with and care for her baby and may, in severe cases, pose a risk to the safety of mother and child. Where a woman is receiving perinatal mental health services from the Trust and there are concerns about the impact of her mental health on her ability to care for her baby, staff must undertake a comprehensive assessment that considers:
1. The nature and severity of the mother's mental illness.
1. The mother's insight into her condition and engagement with treatment.
1. The availability of protective factors, including a supportive partner or family network.
1. The presence of other risk factors such as domestic abuse, substance misuse or a history of involvement with children's social care.
1. The impact of the mother's condition on the baby's safety and developmental needs.
Staff must ensure effective communication and joint working between perinatal mental health services, midwifery, health visiting, general practice and children's social care. Where there are safeguarding concerns, a multi-agency planning meeting should be convened to agree a coordinated plan that addresses both the mother's mental health needs and the baby's safeguarding needs. Where a mother requires admission to a mother and baby unit, the baby's welfare must be monitored throughout the admission and safeguarding concerns shared with the relevant local authority. If the mother is admitted to a general adult ward without her baby, the Trust must ensure appropriate care arrangements are in place for the baby and communicated to all relevant agencies.
[bookmark: _Toc232003724]5.25  Safeguarding and Mental Health Support in Schools
The Trust delivers mental health support to children and young people in educational settings through Mental Health Support Teams and other school-based interventions. Staff in these roles have regular, direct contact with children in a setting where safeguarding concerns may first become visible. All Trust staff working in educational settings must be familiar with the school's own safeguarding policy and must know who the school's Designated Safeguarding Lead is.
Where a Trust staff member working in a school identifies a safeguarding concern, they must report it to the school's Designated Safeguarding Lead and must also follow the Trust's own safeguarding procedures, including recording the concern and consulting the Safeguarding Children Team where necessary. Staff must not assume that reporting to the school's Designated Safeguarding Lead alone discharges their safeguarding responsibility. Staff should be alert to the full range of concerns that may present in schools, including child-on-child abuse, online harms, child sexual and criminal exploitation, attendance problems, and the impact of domestic abuse and parental mental illness, and should work collaboratively with school staff to support early identification and intervention, in line with contextual safeguarding principles and Keeping Children Safe in Education 2025.
[bookmark: _Toc232003725]5.26  Dispute Resolution and Escalation
All those working with children and families should feel able to express their views and to constructively challenge the decisions, actions or inaction of others. Concern or disagreement may arise over a referral, an assessment or enquiry, the implementation or progress of a Child Protection Plan, or professional practice. There must be respectful challenge whenever a professional has concerns about the action or inaction of another in relation to a child perceived to be at risk or in need.
Challenge should initially be the responsibility of the member of staff and their manager who have concerns, together with the other agency or professional involved. If practitioners are unable to resolve differences within an appropriate timescale, or anticipate that they will be unable to, they should contact a member of the Trust Safeguarding Children Team and follow the local safeguarding partnership conflict resolution procedures, including the London Child Protection Procedures (Part PA4, Resolving Professional Differences) and the Pan-Bedfordshire multi-agency disagreement and escalation procedure.
[bookmark: _Toc232003726]5.27  Child Safeguarding Practice Reviews and Child Death Reviews
Sometimes a child suffers serious harm or death as a result of abuse or neglect. The purpose of reviews at local and national level is to identify improvements to safeguard and promote the welfare of children. Serious child safeguarding cases are those in which abuse or neglect is known or suspected and the child has died or been seriously harmed. Working Together to Safeguard Children 2026 has restructured and strengthened this process. Notifications must be made even where the names of child victims are not yet known, and the rapid review must be submitted within 15 working days of the serious incident notification. Safeguarding partners undertake a rapid review to gather the facts, decide whether immediate action is needed, consider improvements, and decide whether to undertake a local child safeguarding practice review. Only the national Child Safeguarding Practice Review Panel decides on national reviews. The guidance also clarifies how to notify the death of a care leaver up to and including the age of 24.
The death of a child profoundly affects all those involved. The systematic review of child deaths is grounded in respect for the rights of children and families, with the aim of learning what happened and why, and preventing future deaths. Responsibility for ensuring child death reviews are carried out rests with child death review partners, who must review all deaths of children normally resident in the local area. The Trust must share relevant information with child death review partners. The relevant responsible officer should complete the reporting form and share it with the Child Death Overview Panel no later than seven days from the date the death was registered, the correction was made, or the certificate was issued.
See Appendix 4, Child Death Process, for the operational procedure to follow when a child dies unexpectedly, including the immediate response and the Sudden Unexpected Death in Infancy or Childhood (SUDIC) and Joint Agency Response steps.
[bookmark: _Toc232003727]5.28  Prevent and Radicalisation
As a specified authority under Section 26 of the Counter-Terrorism and Security Act 2015, the Trust has a duty to have due regard to the need to prevent people from being drawn into terrorism. Prevent is part of the United Kingdom's counter-terrorism strategy. Children can be radicalised online, through peer networks, or by family members, and a common feature is that the child does not recognise the exploitative nature of what is happening. Safeguarding concerns related to radicalisation should be dealt with through safeguarding procedures. The Safeguarding Team must be made aware of all Prevent-related concerns and will have oversight of all cases, providing additional support to clinical services. Staff should refer to the Prevent procedure for full roles, responsibilities and expectations.
Channel is an early intervention multi-agency panel designed to safeguard people from being drawn into extremist or terrorist behaviour. It is a voluntary process, chaired by the local authority, that collectively assesses risk and decides whether intervention is necessary. Where intervention is required, the panel develops an individualised support package that is monitored and reviewed regularly.
[bookmark: _Toc232003728]5.29  VIP, Celebrity and Child Visits
To ensure appropriate safeguarding arrangements are in place for children and young people in inpatient settings when visited by celebrities, VIPs or media teams, staff must follow the VIP and Visitors policy. A child visiting a Trust site is covered by this policy and by the Child Visiting policy. Staff must ensure that any visit takes place in an environment that is safe and appropriate for the child, and that any safeguarding concerns arising from a visit are reported and acted upon.
[bookmark: _Toc232003729]5.30  Responding to Safeguarding Concerns Raised by External Agencies
Safeguarding concerns about children known to Trust services may be raised by a range of external agencies, including schools, colleges, externally provided child and adolescent mental health services, children's social care, general practitioners, police and voluntary sector organisations.
Concerns raised by schools
Schools have a statutory duty under Section 175 of the Education Act 2002 and Keeping Children Safe in Education 2025 to safeguard and promote the welfare of their pupils. When a school raises a safeguarding concern about a child known to Trust services, staff must treat it with the same urgency and seriousness as a concern raised by any statutory agency, consider whether the school's Designated Safeguarding Lead should contribute to assessments or multi-agency processes, and share relevant information in accordance with section 5.3.
Concerns raised by child and adolescent mental health services
Where safeguarding concerns are raised by externally provided child and adolescent mental health services, or by other mental health services involved in a child's care, staff must ensure effective coordination of the safeguarding response. This includes sharing relevant clinical information about the parent or carer, where the parent is a Trust service user, that may be pertinent to the assessment of risk to the child, in accordance with the Think Family approach and the information sharing principles in this policy.
Concerns raised by children's social care
Where children's social care contacts the Trust to request information or raise concerns as part of a Section 17 or Section 47 assessment, staff must respond promptly. Under Section 47(9) and (11) of the Children Act 1989 the Trust has a duty to assist the local authority unless doing so would be unreasonable. Where the request relates to a Section 47 enquiry, information may be shared without the consent of the parent or service user. Where it relates to a Section 17 assessment, consent should ordinarily be sought unless this would place the child at risk. Staff should clarify which section of the Act applies in order to determine the level of consent required.
[bookmark: _Toc232003730]5.31  Safeguarding in Forensic, Secure and Criminal Justice Settings
The Trust's forensic services present specific safeguarding challenges, and the Trust must ensure that its safeguarding children responsibilities are discharged effectively across all such services. Where a service user in a forensic or prison mental health setting discloses information that indicates a risk to a child, including historical abuse, contact with children while on licence or after release, or concerns about children in the care of the service user's family, staff must follow the referral procedures in this policy.
Staff should be aware that prisoners and forensic patients may have ongoing contact with children through visits, telephone calls and correspondence, and that such contact may need to be subject to risk assessment and monitoring. In custodial settings, staff must work in accordance with the prison safeguarding framework and cooperate with prison-based safeguarding leads and the Multi-Agency Public Protection Arrangements where applicable. Where a child visits a service user in a secure or forensic setting, staff must ensure the visit takes place in a safe and appropriate environment. The Trust's responsibilities under Section 11 of the Children Act 2004 apply equally in forensic and criminal justice settings as in community and inpatient settings, and staff in these settings must receive safeguarding children training appropriate to their role and have access to safeguarding supervision.
[bookmark: _Toc232003731]5.32  Public Law Outline and Pre-Proceedings
The Public Law Outline is the procedural framework that governs care proceedings in the Family Court. Before issuing care proceedings, a local authority will ordinarily enter a pre-proceedings process, writing to the parents to set out its concerns and the changes required, and arranging a pre-proceedings meeting. The purpose is to ensure that all reasonable steps have been taken to support the family and to avoid care proceedings where possible.
Where the Trust provides services to a parent or child subject to the pre-proceedings process, staff must cooperate with the local authority by providing relevant assessments, reports and information in a timely manner. Staff may be asked to attend pre-proceedings meetings, provide evidence of a parent's engagement with services, contribute to parenting assessments, or provide a prognosis regarding a parent's condition and its likely impact on parenting capacity. A formal request should be submitted by the local authority for access to records or a written report, and staff should follow the Trust information request process. Staff should seek advice from the Safeguarding Children Team where they are uncertain what information should be shared.
[bookmark: _Toc232003732]5.33  Independent Advocacy for Children and Young People
Children and young people who are involved in safeguarding processes, who are subject to Child Protection Plans, who are looked after, or who are detained under the Mental Health Act 1983 may be entitled to the support of an independent advocate. Under Section 26A of the Children Act 1989, local authorities must make arrangements for advocacy services for children who make, or intend to make, representations under the complaints procedure. Under Section 130A of the Mental Health Act 1983, detained patients, including children, and patients subject to community treatment orders or conditional discharge are entitled to the support of an Independent Mental Health Advocate.
Staff must ensure that children and young people are informed of their right to independent advocacy in a manner appropriate to their age and understanding, and must facilitate access where the child requests it or where it would be in the child's best interests. The Trust should also have regard to the role of the Children's Commissioner for England, established under Part 1 of the Children Act 2004, whose function is to promote and protect the rights of children and who has powers to enter premises, require information and undertake investigations where there are concerns about the rights and welfare of children.
[bookmark: _Toc232003733]5.34  Seeing Children Alone and the Use of Chaperones
Where a child or family member does not speak English as a first language, or has communication difficulties, staff must ensure that appropriate interpretation and communication support is provided (see section 6.16). Decisions about seeing a child alone should be guided by the child's age, developmental needs and understanding, the nature of the concern, and the need to elicit the child's voice safely. Where appropriate, the child must be offered the opportunity to be seen alone as part of safeguarding good practice. Staff should be alert to attempts by a parent or carer to prevent professionals from seeing a child alone, which can be an indicator of disguised compliance (see section 6.14). Where a chaperone is required for an examination or assessment, staff must follow the Trust chaperone policy, and family members, including children, must never be used as interpreters or chaperones for safeguarding discussions. 

[bookmark: _Toc232003734]5.35  Allegations Against Staff
The Associate Director for Safeguarding, the Lead Professional for Safeguarding Children, and the People and Culture team must be informed when an allegation is made that a Trust staff member has harmed or poses a risk to children. An allegation may relate to a person who works with children who has behaved in a way that has harmed, or may have harmed, a child; possibly committed a criminal offence against or related to a child; behaved towards a child in a way that indicates they may pose a risk of harm; or behaved, outside their professional role, in a way that raises concern about their suitability to work with children.
The Trust follows the Local Authority Designated Officer notification process where the staff member works with children, for the local authority in which they work. Where the individual works with adults, staff should follow the Safeguarding Adults policy. The Corporate Safeguarding Team oversees all safeguarding concerns involving a staff allegation and supports services until the safeguarding enquiry is closed. Where the staff member is not a Trust employee, staff must gather as much information as possible about the person and their place of work, notify the Corporate Safeguarding Team, and ensure the employer is notified alongside the referral to the local authority. Staff can raise concerns through the Freedom to Speak Up policy or by reporting to their line manager.
[bookmark: _Toc232003735]5.36  Non-Recent Abuse Disclosed by Adults
Many service users have experienced abuse in childhood that has affected their mental health, and adults may disclose abuse experienced by themselves or others in their family during childhood. The response to a disclosure of non-recent abuse must be of the same standard as the response to current abuse, because of the likelihood that the perpetrator has continued to abuse children and may be doing so now.
Staff should establish whether this is the first time the person has disclosed the abuse, gather and document information carefully, and inform the person of the professional duty to safeguard children. This includes trying to establish whether the alleged abuser is currently in contact with children who could be at risk, which may require a referral to children's social care or the police. If the person does not agree to share information about the alleged perpetrator, staff should discuss this with their line manager and the multidisciplinary team and contact the Corporate Safeguarding Team to consider next steps. The person should be asked whether they want a police investigation, offered support to report the abuse, and signposted to specialist support such as the National Association for People Abused in Childhood. Where a crime is suspected, the police must be notified immediately and staff must follow the criminal incident reporting procedure.
[bookmark: _Toc232003736]5.37  Safer Recruitment
The Trust follows safer recruitment practices to safeguard children, including the local child protection procedures, and ensures that systems are in place to conduct Disclosure and Barring Service checks in accordance with national and statutory requirements. For further information, staff should refer to the Trust Disclosure and Barring policy.
[bookmark: _Toc232003737]5.38  Multi-Agency Safeguarding Meetings
The Trust participates in a range of multi-agency meetings to safeguard children. Single points of contact are in place within the Safeguarding Team for several of these arrangements.
1. Multi-Agency Public Protection Arrangements (MAPPA). The Trust is a partner agency. Children can be heard in MAPPA, and staff follow the MAPPA procedure. The Safeguarding Public Protection Team is involved in MAPPA meetings.
1. Team Around the Family (TAF). Convened where additional needs identified through an early help assessment require support from more than one agency. The TAF agrees goals, actions, a lead professional and a review date, with the child and family playing a central role.
1. Child in Need (CIN) meeting. A structured discussion involving parents, the child and professionals to develop and review a Child in Need Plan under Section 17 of the Children Act 1989.
1. Child Protection meetings. These include the initial child protection conference, which decides whether a child is suffering or likely to suffer significant harm and whether a Child Protection Plan is needed; the review child protection conference; the core group, which implements and monitors the plan; and the strategy meeting, which plans enquiries and immediate action where a child may be at risk of significant harm.
1. Multi-Agency Child Exploitation (MACE) panel. Provides operational oversight for children identified as vulnerable to exploitation, including child and group based sexual exploitation, child criminal exploitation and modern slavery, through regular information sharing and action planning.
[bookmark: _Toc232003738]5.39  Advice and Support
Staff must seek advice and support from their clinical team or line manager when they are worried about a child. The Corporate Safeguarding Team is available Monday to Friday, 9am to 5pm, to offer advice and support when a staff member is unsure what to do, and can be contacted by email at elft.safeguardingchildrenteam@nhs.net. Outside these hours, staff must contact the Emergency Duty Team for the area in which the child resides. Additional safeguarding children resources and guidance are available on the Trust intranet.
The Corporate Safeguarding Team must be contacted for advice and support where concerns relate to a patient being at risk of radicalisation; a professional who has, or may have, the potential to cause harm to children, where a Local Authority Designated Officer referral may be required; or where staff identify that a patient or their child has undergone, or is at risk of, female genital mutilation, given the mandatory reporting requirements. Where staff are confident that a referral to the local authority is needed, they do not need to seek advice from the Corporate Safeguarding Team before making it.


[bookmark: _Toc232003739]6.0  Safeguarding Vulnerabilities
This section sets out the specific safeguarding concerns and vulnerabilities that staff may encounter. It should be read alongside the procedures in section 5 and the relevant local multi-agency procedures.
[bookmark: _Toc232003740]6.1  Contextual Safeguarding and Extra-Familial Harm
Working Together to Safeguard Children 2026 strengthens the focus on harm outside the family. Children may be vulnerable to abuse or exploitation in schools, peer groups, the wider community and online. Threats include exploitation by criminal gangs including county lines, trafficking, online abuse, sexual exploitation and radicalisation. Staff should recognise places, groups and people who may be involved in causing harm to children, record this on the electronic care record, and share it within multi-agency information sharing procedures.
[bookmark: _Toc232003741]6.2  Child and Group Based Sexual Exploitation
Child sexual exploitation is a form of child sexual abuse in which an individual or group takes advantage of an imbalance of power to coerce, manipulate or deceive a child under 18 into sexual activity in exchange for something the victim needs or wants, or for the financial advantage or increased status of the perpetrator. The victim may have been sexually exploited even where the activity appears consensual. It can occur through technology and does not always involve physical contact. The fact that a child is 16 or 17 and can legally consent to sex does not make them less vulnerable to sexual exploitation.
[bookmark: _Toc232003742]6.3  Child and Group Based Criminal Exploitation and County Lines
Child criminal exploitation occurs where a child is coerced, controlled, manipulated or deceived into criminal activity in exchange for something they need or want, for the advantage of the perpetrator, or through violence or the threat of violence. County lines involves gangs and organised criminal networks exploiting children to move and store drugs and money, using dedicated mobile phone lines. A child involved in criminal exploitation may be both a victim and a perpetrator, and professionals must assess and support their welfare needs while responding in any criminal justice capacity.
[bookmark: _Toc232003743]6.4  Children Missing from Care, Home and Education
Children who go missing or run away are vulnerable to exploitation, including sexual exploitation, abduction and radicalisation. Health care professionals have a key role in identifying and reporting children who may be missing. Regular school attendance is an important safeguard, and unexplained non-attendance can be an early indicator of risk. There should be a named point of contact for children missing from education in every local authority.
[bookmark: _Toc232003744]6.5  Female Genital Mutilation
Female genital mutilation comprises all procedures involving the partial or total removal of the external female genitalia for cultural or other non-therapeutic reasons. There are mandatory reporting duties for regulated health and social care professionals where a professional is informed by a girl under 18 that female genital mutilation has been carried out on her, or observes physical signs of it in a girl under 18. A female genital mutilation NHS dataset form must be completed on the electronic health record.
[bookmark: _Toc232003745]6.6  Honour-Based Abuse and Harmful Practices
Honour-based abuse is violence committed to protect or defend perceived family or community honour. Victims are predominantly women and girls but can include men and members of the LGBT+ community. It can be distinguished from other forms of abuse because it is often committed with some degree of approval from family or community members.
Breast flattening, also known as breast ironing, is a harmful practice in which a pubescent girl's breasts are ironed, massaged, flattened or pounded over a period of time, sometimes years, in order to delay or disguise their development. It usually starts with the first signs of puberty, which can be as young as nine, and is usually carried out by female relatives. Staff should also be aware that some adolescents may bind their chest using constrictive material in relation to gender identity, which may cause health problems and should be responded to sensitively.
[bookmark: _Toc232003746]6.7  Forced Marriage
A forced marriage is one in which one or both parties do not consent and pressure or abuse is used. The Marriage and Civil Partnership (Minimum Age) Act 2022 made it an offence in all circumstances to cause a child under 18 to enter a marriage, without the need to prove coercion. Forced marriage includes ceremonies that are not legally binding.
[bookmark: _Toc232003747]6.8  Trafficking and Modern Slavery
Children may be trafficked for financial gain and exploited for sexual exploitation, domestic servitude, criminal activity, forced labour or benefit fraud. The National Referral Mechanism under the Modern Slavery Act 2015 is the framework for identifying and supporting victims. Where a staff member suspects trafficking, an immediate referral must be made to children's social care.
[bookmark: _Toc232003748]6.9  Private Fostering
A private fostering arrangement is one made privately, without the involvement of a local authority, for the care of a child under 16, or under 18 if disabled, by someone other than a parent or close relative for 28 days or more. Privately fostered children are a diverse and sometimes vulnerable group, including children sent from abroad for education, asylum-seeking children, teenagers staying with friends, children whose parents are in hospital or prison, and language students with host families. Staff have a duty to inform the local authority of any private fostering arrangement so that it can be assessed, and any arrangement not already notified must be referred.
[bookmark: _Toc232003749]6.10  Fabricated or Induced Illness
Fabricated or induced illness is a condition in which a child suffers, or is likely to suffer, significant harm through the deliberate action of a parent, which is attributed to another cause. The three main methods are the fabrication of signs and symptoms, including past medical history; the fabrication or falsification of hospital charts, records and specimens; and the induction of illness by a variety of means. Where fabricated or induced illness is suspected, the parents or carers must not be informed, as this could jeopardise the child's safety, and any potential cases should be discussed with the Safeguarding Children Team.
Perplexing presentation describes the presence of alerting signs when the actual state of the child's physical and mental health is not yet clear, but there is no perceived risk of immediate serious harm to the child's life or health. Children with perplexing presentations often have a degree of underlying illness, and exaggeration of symptoms can be difficult to prove and to manage. Perplexing presentation requires an active and early collaborative approach with children and families. This differs from the position in suspected fabricated or induced illness, where it may not be safe to share concerns with the family at an early stage.
[bookmark: _Toc232003750]6.11 Non-Accidental Injury, Bruising in Non-Mobile Infants
Any bruising in a non-mobile infant should prompt an immediate referral for medical assessment and a safeguarding referral. In all cases of bruising in children who are not independently mobile, there must be a review by a health professional with appropriate expertise to assess the nature and presentation of the bruise, and a multi-agency discussion to consider any other information about the child and family and to decide jointly whether further assessment, investigation or action is needed.
[bookmark: _Toc232003751]6.12  Harmful Beliefs and Spirit Possession
Where parents, families or the child themselves believe that an evil force has entered a child, the child is likely to suffer significant harm. Sensitivity to culture, religion or ideology must never result in children from any background receiving a lower level of care or protection.
[bookmark: _Toc232003752]6.13  E-Safety and Online Harms
Children may experience cyberbullying, grooming, the sharing of nude and semi-nude images, and exposure to harmful content online. The Online Safety Act 2023 requires platforms to implement robust age assurance and safeguards. Creating or sharing explicit images of a child is illegal, even if the person doing so is a child. Staff who encounter explicit images of a child must not share or forward them, but must immediately report to the police, inform their line manager and complete an incident report. Children can also be at risk of gaming addiction, and professionals should be curious about the use of gaming as a coping strategy for children trying to escape trauma.
[bookmark: _Toc232003753]6.14  Disguised Compliance and Professional Curiosity
Disguised compliance involves a parent or carer giving the appearance of cooperating with agencies to avoid raising further concerns or to delay intervention, while in practice failing to engage meaningfully with the work being undertaken to safeguard the child. It has been identified as a significant factor in numerous child safeguarding practice reviews and can result in the premature closure of cases or a reduction in professional vigilance. Indicators may include apparent agreement with professional recommendations without sustained change, last-minute engagement when case closure is being considered, selective engagement with some professionals while avoiding others, plausible but unverifiable explanations for injuries, and preventing professionals from seeing the child alone or accessing parts of the home.
Professional curiosity is a stance that requires practitioners to approach families with respectful uncertainty, to ask questions, to seek to understand the lived experience of the child, and to avoid making assumptions. Practitioners must not take information provided by parents or carers at face value where there are safeguarding concerns, and should seek corroborating information from partner agencies. Where practitioners suspect disguised compliance, they should discuss their concerns with their line manager, seek advice from the Safeguarding Children Team, record the concerns on the electronic patient record, and share them with partner agencies, particularly children's social care. The apparent cooperation of a parent must never override professional concerns about a child's safety.
[bookmark: _Toc232003754]6.15  Adultification Bias
Adultification is a form of bias in which children, particularly Black and other minority ethnic children, are perceived as being older and more worldly than they are, and are consequently afforded fewer of the protections that childhood should provide. It can result in children being treated as adults, being held responsible for their own safeguarding, and receiving reduced or delayed safeguarding responses. The impact of adultification bias was highlighted in the Child Q local child safeguarding practice review (City and Hackney Safeguarding Children Partnership, 2022), which found that the child was not afforded the protections to which she was entitled.
All practitioners must be aware of the risk of adultification bias and must ensure that all children, regardless of race, ethnicity, gender, demeanour or perceived maturity, are treated as children and afforded the full protections of safeguarding law and policy. This is consistent with the principle in Section 1(1) of the Children Act 1989 that the child's welfare is paramount, with the definition of a child as a person under 18, and with Article 2 of the United Nations Convention on the Rights of the Child. Practitioners should reflect on their own assumptions and biases and should challenge adultification where they observe it in colleagues or partner agencies.
[bookmark: _Toc232003755]6.16  Use of Interpreters and Communication Barriers
Where a child or family member does not speak English as a first language, or has communication difficulties, staff must ensure that appropriate interpretation and communication support is provided. Family members, including children, must never be used as interpreters for safeguarding discussions. Only professional interpreters should be used. Staff must consider whether the interpreter is appropriate, for example by gender, dialect or community connection, and must be alert to the possibility that the presence of an interpreter may affect a child's or parent's willingness to disclose.
[bookmark: _Toc232003756]6.17  Neonatal and Newborn Safeguarding
Working Together to Safeguard Children 2026 places greater emphasis on the specific needs and vulnerabilities of babies. Babies are wholly dependent on their caregivers and are at heightened risk of serious harm, including from non-accidental injury. Staff must maintain a child-centred approach for babies, recognising their specific vulnerabilities and ensuring their needs and experiences are actively considered. Where there are concerns during pregnancy, early pre-birth assessment and planning are essential, and a referral to children's social care must be made where an unborn baby is considered at risk of harm or likely to need services when born. Any bruising or injury in a non-mobile infant must be responded to as set out in section 6.11.
[bookmark: _Toc232003757]6.18  Child-on-Child Abuse
Children can abuse other children at any age, which may be referred to as child-on-child or peer-on-peer abuse. It can take place within and outside the home, in education settings and online. It is most likely to include bullying, including cyberbullying and prejudice-based and discriminatory bullying; abuse in intimate relationships between children; physical abuse such as hitting, kicking, shaking, biting or hair pulling; sexual violence such as rape, assault by penetration and sexual assault; and sexual harassment, including online sexual harassment.
This is a safeguarding matter and may require a multi-agency response. Child-on-child abuse involving sexual assault and violence must always result in a multi-agency response. As well as supporting and protecting the victim, staff must consider whether the child responsible could also be a victim of abuse, as children who develop harmful sexual behaviour have often experienced abuse and neglect themselves. Staff should consult the Safeguarding Team for advice.
[bookmark: _Toc232003758]6.19  Children with Disabilities
Any child with a disability is, by definition, a child in need under Section 17 of the Children Act 1989. Research indicates that children with disabilities may be more vulnerable to significant harm through physical, sexual or emotional abuse and neglect, and may be at increased risk of social isolation with fewer outside contacts. Safeguarding concerns must be acted upon in the same way as for any other child.
[bookmark: _Toc232003759]6.20  Young Carers
A young carer is a person under 18 who provides, or intends to provide, care for another person. Young adult carers, aged 16 to 25, may have different support needs as they transition to adulthood. Young carers may be caring for an adult who is not their parent, including a grandparent. A whole-family approach means ensuring that any assessment considers how the needs of the person being cared for affect the child who is a young carer. Where there are concerns about the wellbeing and safety of a young carer, a full assessment should be requested from the local authority.
[bookmark: _Toc232003760]6.21  Transition to Adult Services
The Care Act 2014 places a duty on health and social care to conduct transition assessments for children likely to need care and support after turning 18. Every effort should be made to place the service user and their family at the centre of the transition process, ensuring continuity of care and that safeguarding information is shared appropriately with adult services.


[bookmark: _Toc215686961][bookmark: _Toc232003761]Subject specific information
Further information on the subject areas below is available in the London Safeguarding Children Procedures (LSCP 2026). Information may also be available in the Bedford Borough, Central Bedfordshire and Luton Safeguarding Children Partnership Procedures 2025. 
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	Learning Disability (Parenting Capacity)
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	Resistant Families

	Safer Sleeping Guidance

	Self-Harm and Suicidal Behaviour

	Sexual Abuse

	Sexual Exploitation

	Sexually Active Children

	Spiritual, Cultural and Religious Beliefs

	Supervision

	Suspicious and unexplained injuries to children (including Bruising)

	Surrogacy

	Teenage Parents

	Trafficked and Exploited Children
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7.0  Reference Documents and Legislation
Legislation
1. Children Act 1989
1. Children Act 2004
1. Adoption and Children Act 2002
1. Children and Social Work Act 2017
1. Children and Families Act 2014
1. Children's Wellbeing and Schools Act 2026
1. Care Act 2014
1. Domestic Abuse Act 2021
1. Online Safety Act 2023
1. Data (Use and Access) Act 2025
1. Data Protection Act 2018 and UK GDPR
1. Counter-Terrorism and Security Act 2015
1. Serious Crime Act 2015
1. Modern Slavery Act 2015
1. Marriage and Civil Partnership (Minimum Age) Act 2022
1. Mental Capacity Act 2005
1. Mental Capacity (Amendment) Act 2019
1. Mental Health Act 1983 (as amended by the Mental Health Act 2007)
1. Mental Health Units (Use of Force) Act 2018
1. Equality Act 2010
1. Education Act 2002 (Section 175)
1. Human Rights Act 1998
Statutory guidance and professional frameworks
1. Working Together to Safeguard Children 2026 (Department for Education)
1. Keeping Children Safe in Education 2025 (Department for Education)
1. Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff, Intercollegiate Document, 5th edition (2025)
1. NHS Safeguarding Accountability and Assurance Framework
1. Promoting the Health and Wellbeing of Looked After Children (2015, updated 2022)
1. Information Sharing: Advice for Practitioners (HM Government)
1. NICE Guideline NG10, Violence and Aggression
1. NICE Guideline NG225, Self-Harm: Assessment, Management and Preventing Recurrence
1. London Safeguarding Children Procedures and Practice Guidance
1. Bedford Borough, Central Bedfordshire and Luton Safeguarding Children Partnership procedures
Associated Trust documents
1. ELFT Safeguarding Standards
1. ELFT Safeguarding Strategy
1. ELFT Safeguarding Training Strategy
1. ELFT Safeguarding Adults Policy
1. ELFT Clinical Supervision Policy
1. ELFT Prevent Procedure
1. ELFT Missing Patient Policy
1. ELFT Child Visiting Policy
1. ELFT VIP and Visitors Policy
1. ELFT Disclosure and Barring (Safer Recruitment) Policy
1. ELFT Freedom to Speak Up Policy
1. ELFT Chaperone Policy
1. ELFT Information Request Process
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Acronyms
1. ACEs: Adverse Childhood Experiences
1. AWOL: Absent Without Leave
1. CAMHS: Child and Adolescent Mental Health Services
1. CCE: Child Criminal Exploitation
1. CDOP: Child Death Overview Panel
1. CIN: Child in Need
1. CP: Child Protection
1. CP-IS: Child Protection Information Sharing
1. CSE: Child Sexual Exploitation
1. CSPR: Child Safeguarding Practice Review
1. DBS: Disclosure and Barring Service
1. DSL: Designated Safeguarding Lead
1. EHR: Electronic Health Record
1. FGM: Female Genital Mutilation
1. FII: Fabricated or Induced Illness
1. ICB: Integrated Care Board
1. IMHA: Independent Mental Health Advocate
1. LADO: Local Authority Designated Officer
1. LSCP: Local Safeguarding Children Partnership
1. MACE: Multi-Agency Child Exploitation
1. MAPPA: Multi-Agency Public Protection Arrangements
1. MARAC: Multi-Agency Risk Assessment Conference
1. MASH: Multi-Agency Safeguarding Hub
1. MBU: Mother and Baby Unit
1. MHST: Mental Health Support Team
1. MUS: Medically Unexplained Symptoms
1. NAI: Non-Accidental Injury
1. NRM: National Referral Mechanism
1. PLO: Public Law Outline
1. PP: Perplexing Presentation
1. PR: Parental Responsibility
1. TAF: Team Around the Family
1. UNCRC: United Nations Convention on the Rights of the Child
Definition of key terms
	Term
	Definition

	Fabricated or induced illness (FII)
	A clinical situation in which a child is, or is very likely to be, harmed due to parental behaviour and action carried out in order to convince doctors that the child’s state of physical or mental health or neurodevelopment is impaired, or more impaired than is actually the case. Related terms include Munchausen syndrome by proxy, paediatric condition falsification, medical child abuse, and factitious disorder imposed on another (where there is explicit deception).

	Perplexing presentation (PP)
	The presence of alerting signs when the actual state of the child’s physical or mental health is not yet clear, but there is no perceived risk of immediate serious harm to the child’s physical health or life.

	Medically unexplained symptoms (MUS)
	Symptoms which the child genuinely experiences and complains of, which are not fully explained by any known pathology but have likely underlying factors in the child, usually of a psychosocial nature, and which the parents acknowledge to be the case. Health professionals and parents work collaboratively to achieve evidence-based therapeutic work in the best interests of the child. MUS may also be described as functional disorders.

	Responsible consultant
	The consultant who holds responsibility for the initial management of a perplexing presentation or FII concern, including collating current health involvement. This is either the CAMHS consultant or the consultant paediatrician with main responsibility for the child’s care. Where this is in dispute, the Named Doctor will liaise with the consultants involved to decide who the responsible consultant is.

	Named Doctor for Safeguarding Children
	A statutory role within NHS organisations. The Named Doctor supports the activities necessary to ensure the organisation meets its responsibilities to safeguard and protect children and young people, as set out in the intercollegiate document Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff (5th edition, 2025).

	Designated professionals
	Clinical experts and strategic leaders who take a strategic, professional lead on all aspects of the health service contribution to safeguarding children across the area. They provide support to all providers and link with named child safeguarding health professionals, local authority children’s services, local safeguarding partnerships and NHS England.

	Identifying medical professional
	The staff member or practitioner who has raised concerns of perplexing presentation or fabricated or induced illness.

	Professionals meeting and consensus meeting
	A professionals meeting should include all health professionals involved with the child and family, including GPs, consultants, private doctors and other significant professionals who have observations about the child, including education and children’s social care where already involved. The multi-professional meeting is required in order to reach consensus about the child’s state of health.
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The following appendices support this policy. They are maintained alongside the policy and are available on the Trust intranet Safeguarding Children page.
[bookmark: _Toc232003765][bookmark: _Toc232003764]Appendix 1  Verification of Parental Responsibility
A reference guide for staff to establish who holds parental responsibility for a child, including the position of mothers, fathers, step-parents, foster carers, local authorities and special guardians, and the evidence that may be required to verify it.
	Appendix 1
	Verification of Parental Responsibility 

	Before sharing safeguarding information with, or excluding, any parent or person claiming parental responsibility, staff must take reasonable steps to verify that person’s parental responsibility status. This is a critical procedural safeguard to ensure that sensitive information is shared only with those who are legally entitled to receive it, and that no parent with parental responsibility is inappropriately excluded from safeguarding processes.

Staff must follow the steps set out below when verifying parental responsibility. These steps apply to all cases where safeguarding information is to be shared with, or withheld from, a person who claims or is believed to hold parental responsibility for a child.

	Step 1 
	Establish the Child’s Legal Status: Confirm whether the child is the subject of any court order (including care order, child arrangements order, special guardianship order, emergency protection order or placement order). This information may be obtained from Children’s Social Care, the child’s electronic patient record (Rio), or from court documentation. Where the child is looked after by the local authority, establish whether this is under section 20 (voluntary accommodation, where parental responsibility remains with the parents) or under a care order (section 31, where the local authority shares parental responsibility).

	Step 2 

	Identify All Persons with Parental Responsibility: Determine who holds parental responsibility for the child using the criteria set out in the Children Act 1989. This may include: the child’s mother; the child’s father (if married to the mother at the time of birth, or if he has acquired parental responsibility by one of the means set out in section 4); a step-parent who has acquired parental responsibility under section 4A; any person named in a child arrangements order (section 12); a special guardian (section 14A); or a local authority with a care order (section 33). Staff should not assume that a father does or does not have parental responsibility without verifying this. Where there is uncertainty, staff should seek advice from the Safeguarding Children Team or from the Trust’s legal advisors.

	Step 3
	Check for Court Orders Restricting Parental Responsibility: Determine whether any order of the court restricts the exercise of parental responsibility by any person. This may include a prohibited steps order (section 8, Children Act 1989), a specific issue order (section 8), or a restriction under section 33(3)(b) imposed by a local authority with a care order. A non-molestation order or other Family Law Act 1996 order may also be relevant to determining how and whether information should be shared with a particular parent.

	Step 4
	Document the Verification: Record on the child’s electronic record the outcome of the parental responsibility verification, including: the names of all persons identified as holding parental responsibility; the basis on which parental responsibility is held (e.g. by birth, by registration, by court order); any court orders that restrict the exercise of parental responsibility; the source of the information relied upon (e.g. Children’s Social Care confirmation, court order documentation, birth certificate); and the date of verification. This record should be reviewed and updated at key points during the episode of care.

	A parent who holds parental responsibility must not be excluded from receiving safeguarding information unless there is a clear and documented justification for doing so. Grounds for exclusion may include: a court order specifically restricting that parent’s access to information; a professional assessment, agreed with partner agencies, that sharing the information with that parent would place the child at risk of significant harm (for example, where that parent is the alleged perpetrator of abuse); or circumstances in which sharing information would prejudice a criminal investigation or a section 47 enquiry.

	Where a decision is made to exclude a parent with parental responsibility from safeguarding information, the following must be recorded: the specific grounds for the decision; the legislation or court order relied upon; the name and role of the professional making the decision; confirmation that the decision has been discussed with a member of the Safeguarding Children Team and, where appropriate, with Children’s Social Care and/or the police; and the date on which the decision will be reviewed.

	Where there is any doubt about whether a parent should be excluded, staff must seek advice from the Safeguarding Children Team before proceeding. In all cases the child’s welfare must remain the paramount consideration, in accordance with section 1(1) of the Children Act 1989.



Appendix 2  Safeguarding Standards
The safeguarding standards describe core safeguarding activities. They benchmark good practice and allow staff to evaluate their own performance and identify any learning needs or other barriers. The standards can be used as a good practice guide, for governance and assurance, within recruitment and induction, in supervision, for annual development reviews and for professional development. Staff should discuss any gaps in their knowledge or skills with their manager. The standards should be used as a framework in supervision, annual development reviews and professional revalidation or re-registration processes.
1. Standard 1: Making a Safeguarding Referral
1. Standard 2: Recording Family Composition
1. Standard 3: Information Sharing in a Safeguarding Context
1. Standard 4: Identifying the Need for Early Help
1. Standard 5: Routine Enquiry
1. Standard 6: Professional Challenge and Dispute Resolution

	Standard 1
	Making a Safeguarding Referral

	This standard is about making a safeguarding referral. Staff are required to make timely and effective referrals to access help and support for a child, adult or family when a safeguarding need has been identified. Making a safeguarding referral helps keep children and adults at risk safe from abuse and maltreatment.


	A child, adult or family should be able to say: “I get help and support to report abuse or neglect when I am in need of safeguarding.”

	What you must be able to do:

· Be clear that you have established that the child or adult requires a safeguarding response.
· Access the Trust Safeguarding Intranet for the referral form, relevant resources and information.
· Discuss the referral with your manager, the Trust Safeguarding Team or Local Authority partners if you need to talk it through.
· Gain consent for the referral if possible; if not possible, provide a reason why.
· Consider mental capacity to consent to referral and factors that may influence this, e.g. coercion. Make a capacity assessment if necessary and document this on the electronic health record.
· Be specific about the safeguarding concern, give as much detail as possible.
· Record all known demographic details about the person, their family and carers.
· Advise what steps have already been taken to keep the child or adult safe.
· Be clear about your role and how you are working with the child or adult. Explain the type of team you are in.• Attach a copy of the referral to the incident report form and ensure your manager is aware.
· Follow up the referral within 72 hours if there has been no response.
· Make a record: document in the progress notes, add a safeguarding alert, update the risk assessment, upload the referral to the clinical documents file on the electronic health record.
· Maintain contact with the adult, child and family and keep them up to date with progress.
· State the impact of the mental illness on the child, adult, their family and their carers.

	How will you know this standard has been met? Ask yourself:


	· Has my referral been accepted by the partner agency?
· If my referral has been rejected, am I clear why?
· Do I follow up on referrals and record the outcome?
· Do I maintain communication with my client and relevant professionals once I have made a referral?






	Standard 2
	Record Family Composition

	This standard is about recording the details of family composition. Staff are required to request, receive and record family demographic details and information about significant others. This information must be accurate and regularly updated. Effective assessments and safeguarding interventions rely on the sharing of accurate information about families and the context of relationships and caring responsibilities.

	A child, adult or family should be able to say: “I am asked about my family and my caring responsibilities.”
	What you must be able to do:

· Gather information from the point of assessment and at each episode of care.
· Use the Children and Siblings form on the electronic health record to record details of children’s names and dates of birth, parental responsibility and parenting arrangements.
· Record others involved in caring responsibilities and include their full names.
· Establish which other agencies are involved with the family.
· Inform other agencies involved of your role and your contact details. Record that you have done so.
· Keep adding to this form to record additional details, e.g. parental responsibilities, Children’s Services involvement, school details.
· Always record the name of alleged perpetrators of abuse in progress notes. Do not use ‘partner’, ‘ex-partner’ or ‘husband’ alone.
· Be attentive to changes, e.g. new partners. Update the record at each further contact.
· Update the safeguarding section of the risk screen and the safeguarding risk alert if required.


	How will you know this standard has been met? Ask yourself:


	· Have I asked my client about any changes in their family situation?
· Do I know about their caring responsibilities and what this means for them?
· Do I routinely update records after each contact?
· Am I confident that my records are accurate and up to date?




	Standard 3
	Information Sharing in a Safeguarding Context

	This standard is about sharing information in the context of safeguarding when a need for help and support has been identified. Staff are required to share appropriate information promptly, securely and proportionately to promote welfare and safety. They should understand when consent to share information may not be necessary in a safeguarding context.

	Information sharing is a key factor identified in many safeguarding reviews when there has been significant harm or a person has died. In some situations, information sharing can be the difference between life and death.

A child, adult or family should be able to say: “I know that professionals treat my personal and sensitive information in confidence, only sharing what is helpful and necessary to promote my wellbeing and keep me and my children safe.”
	What you must be able to do:
· Recognise the need for further help and support.
· Speak with the person about the identified need if it is safe to do so.
· Base information sharing decisions on consideration of the safety and wellbeing of the individual and others who may be affected.
· Seek agreement to share information if it is safe to do so. Seek the agreement of parents to share information about their children.
· Understand why parents may refuse consent and consider this in your risk assessment.
· Balance children’s rights and wishes about what information is shared about them with the responsibility to keep them safe.
· Understand the situations in which it is not necessary to gain consent to share information.
· Ask for advice if you are unsure and avoid any delay in sharing information.
· Consider mental capacity to consent and factors that may influence this, e.g. coercion.
· If you decide to make a safeguarding response without consent to share information, clearly state the reason on the relevant referral or request form.
· Record your decision making and your actions on the electronic health record.

	How will you know this standard has been met? Ask yourself:


	· Do I recognise when information is personal and sensitive?
· Do I always consider the issue of consent when it is necessary to share this information?
· Do I know when to share information within and outside of my organisation?
· Do I routinely record my decisions about information sharing?



	Standard 4
	Identify the Need for Early Help

	This standard is about identifying the need for early help. Staff are required to proactively identify when a child, adult or carer has an emerging need for help and support and take timely and appropriate action. Prevention is a core principle of safeguarding children, families, adults and carers. Statutory inquiries following child deaths have identified that if children and families get support as early as possible, problems may be prevented from escalating into more serious harm.

	A child, adult or family should be able to say: “I am confident that my needs will be discussed with the right people at the right time.”
	What you must be able to do:
· Recognise the need for early help and support.
· Understand the difference between a need for early help and for a statutory safeguarding response.
· Use the relevant Local Authority threshold document to guide your assessment of need.
· Ask the person about the identified need and what they want to happen.
· Seek consent to take further action and share information.
· Ask appropriate others for information to support your assessment of need.
· Ask about any support already in place.
· Identify where to obtain advice and support in partner agencies.
· Understand how to access early help and support from partner agencies.
· Speak to your Manager about your concerns and/or discuss with the MDT.
· Contact the Trust Safeguarding Team for expert advice if required.
· Make a timely and effective request for support or needs assessment if this is indicated.
· Record your decision making and your actions. Record your decision making if no further action is taken.

	How will you know this standard has been met? Ask yourself:


	· Do I routinely consider the wider needs of my clients in assessments and care planning?
· Do I establish relationships with agencies and professionals who may provide additional support?
· Am I aware of the barriers that stop me from seeking early help and support?
· Do my supervisory discussions include cases where early help may have averted a crisis?



	Standard 5
	Routine Enquiry

	This standard is about routine enquiry to facilitate disclosure of domestic abuse for anyone age 16 or above. Staff are required to ask service users about their relationship history as a routine part of good clinical practice, even when there are no indicators of violence and abuse. They must ensure that this is done safely and in private without any third parties present.

Victims of domestic abuse are often reluctant or feel unable to disclose what is happening to them. Safe, routine enquiry at each contact increases the likelihood of disclosure and the opportunity to take effective safeguarding action.

	A person or their family should be able to say: “I am asked about my relationships in private whenever I see my health professional in a way that helps me to disclose abuse should this be necessary.”
	What you must be able to do:
· Ask a service user about their current and past relationships as a regular and routine part of every clinical contact.
· Recognise that this is a Think Family principle and an opportunity for a victim of abuse to disclose if they are ready to do so.
· Always make sure that it is safe to ask about relationships. Do this in private with no third party present, including children, and where you are sure that you cannot be overheard, especially if contact is made virtually or by phone.
· Use professional judgement to decide when to use direct or soft questions to explore relationships.
· Understand why victims may be reluctant or unable to disclose domestic abuse and consider this in your work with the service user.
· Understand the dynamic of coercion and control and how this may impact on decisions made by a service user.
· Always validate a disclosure of domestic abuse with non-judgmental acceptance.
· Only use professional interpreters.
· Know who the specialist domestic abuse agencies are and signpost appropriately.
· Understand your responsibilities if a service user is identified as a perpetrator of abuse.
· Understand the impact of domestic abuse on children and your duty to respond.
· Work with the service user to help them make decisions about what they want to happen next.

	How will you know this standard has been met? Ask yourself:


	· Do I routinely enquire about relationships at each clinical contact?
· Am I confident asking the right questions in a safe and sensitive way?
· Do I know where to find specialist advice and support for victims of domestic abuse?
· Do I understand the impact of domestic abuse on children and what I should do?



	Standard 6
	Professional Challenge and Dispute Resolution

	This standard is about professional challenge and dispute resolution. Staff are required to respectfully challenge when they consider that the action or inaction of another professional or agency does not adequately safeguard or promote the welfare of a child or an adult. They should know the local dispute resolution procedures to help them to do this.

Each practitioner has a role to play in the safeguarding process and is accountable for their contribution. Situations may arise when there is dispute and these should be managed promptly and directly, keeping the focus on the wellbeing and safety of the child or the adult. Failure to professionally challenge and to resolve disagreement may lead to delay in seeking appropriate care and support.


	A child, adult or family should be able to say: “My care team challenge other colleagues and agencies when there is a disagreement about the response to mine or my family’s need for welfare and safety.”
	What you must be able to do:
· Respond promptly if you consider that the action or inaction of another colleague or an agency fails to promote the welfare or adequately safeguard a child, adult or family.
· Raise the concern directly with the professional or team involved.
· Escalate the issue to your Line Manager if no agreement can be reached.
· Call a professionals’ meeting with relevant colleagues if a safeguarding response is required and there is dispute about this decision.
· Raise the issue with the Operational Service Manager and the Trust Safeguarding Team if there is still a disagreement.
· Document that you have challenged and escalated a dispute.
· Refer to the relevant local Safeguarding Partnership policies and procedures for dispute resolution and escalation.
· Record all actions and decisions, including no action, contemporaneously and accurately.

	How will you know this standard has been met? Ask yourself:


	· Have I challenged a decision when I have not agreed with it? If not, why?
· Do I challenge when I am not asked to participate in multi-agency meetings or contribute to multi-agency decision making?
· Have I been assertive in following up when there has been a disputed decision? If not, what has stopped me?
· Have I felt supported by my manager when I have disputed a decision?
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If at any time a practitioner suspects or observes that a child is at immediate risk of, or has suffered, significant harm, then a referral must be made to children’s social care in line with local procedures, and to the police where a crime is suspected. The FII procedure sets out the pathways to follow where a perplexing presentation or possible fabricated or induced illness is identified. It includes the following flowcharts:
	Appendix 3
	Fabricated and Induced Illness Procedure

	Managing perplexing presentations and fabricated or induced illness in children procedure.

	Aim 
	In 2021, the Royal College of Paediatrics and Child Health (RCPCH) reviewed their guidance on perplexing presentations (PP) or fabricated or induced illness (FII) in children. The updated guidance provides procedures for safeguarding children who present with PP and FII and offers practical advice on when and how to recognise it, how to assess risk and how to manage these types of presentations in order to obtain better outcomes for children.

The aim of this procedure is to assist colleagues in fulfilling their statutory duties to safeguard and protect children and young people where there is a concern about PP or FII in children.
For the purpose of this procedure the legal definition of “child”, applies to those under 18 years of age. The term “children” applies to children and young people throughout this procedure and is anyone who has not yet reached their eighteenth birthday. If concerns around PP or FII are raised regarding an adult at risk then multi agency adult safeguarding procedures must be followed.

This procedure provides a framework for earlier intervention to explore the concerns of children, families, and professionals to address the issue of a PP before significant harm has come to the child or young person whilst also outlining when immediate action may be required.

This procedure is supplementary to national and local guidance and should be followed in conjunction with perplexing presentations (PP) or fabricated or induced illness (FII) in children guidance (RCPCH, 2021). https://childprotection.rcpch.ac.uk/resources/perplexing-presentations-and-fii/  

	Scope
	This procedure applies to colleagues that are directly employed by Trust and for whom Trust has legal responsibility. This procedure is also applicable whilst undertaking duties on behalf of Trust. 

As part of good employment practice, agency workers are also required to abide by Trust policies and procedures, as appropriate, to ensure their health, safety, and welfare of those they care for, whilst undertaking work for Trust.

	Spectrum of harm, including perplexing presentations or medically unexplained symptoms and fabricated or induced illness

	Some children may be presented for a medical review or intervention by their parent or carers when they are well. This can be due to over-anxious parents or carers, or a lack of understanding. Support may be required in order that the parents or carers are able to interpret and respond appropriately to childhood illness.

There will be occasions where a child or young person may present for medical attention, appointments, or surgical interventions with unusual or puzzling symptoms (medically unexplained symptoms or perplexing presentations). These are not attributable to any organic disease, and do not involve deliberate fabrication or deception but may also be indicators of FII, for example inappropriate use medication.

A key professional task is to distinguish between the over-anxious parent or carer who may be responding in an understandable way to a sick child and those parent or carers who exhibit abnormal behaviour that worry health professionals, for example, use of medical terminology not in keeping with language predominately used. Where it is identified that there are concerns about a parent or carer behaviour relating to the health of their child, agencies must work together in the best interest of the children. The perplexing situation or pathway must have oversight of a responsible clinician which will be either a paediatrician or children and adolescent mental health service (CAMHS) consultant dependent on if concerns relate to physical or mental health. In cases where the state and function of both physical and mental health is being explored then the most appropriate medic can be decided at a professionals meeting.

	Medically unexplained symptoms
	In medically unexplained symptoms (MUS), a child’s symptoms, of which the child complains, and which are presumed to be genuinely experienced, are not fully explained by any known pathology. MUS can:

• be physical or psych-social in nature
• include a huge range of symptoms
• may also include perplexing presentations (PP) or fabricated or induced illness (FII)
• affects 1 in 10 children
• like fabricated or induced illness, many fall victim to over-investigation

Health professionals and parents should work collaboratively to achieve evidence-based therapeutic work in the best interests of the child or young person. In 2018, the Royal College of Psychiatrists and the Paediatric Mental Health Association (PMHA) developed a guide to assessing and managing medically unexplained symptoms (MUS) in children and young people.

	Perplexing presentation
	The term perplexing presentations (PP) describes the commonly encountered situation when there are alerting signs (alerting signs are the presence of discrepancies between reports, presentations of the child and independent observations of the child, implausible descriptions and unexplained findings or parental behaviour) of possible fabricated or induced illness (FII) but the actual state of the child’s physical or mental health or neuro-development is not yet clear (but there is no perceived risk of immediate serious harm to the child’s physical health or life at this point).

Children and young people with perplexing presentations often have a degree of underlying illness, and exaggeration of symptoms is difficult to prove and can be hard for health professionals to manage and treat appropriately. In the absence of clear evidence about risk of immediate serious harm to the child’s health or life, the early recognition of possible FII (not amounting to likely or actual significant harm) is termed perplexing presentations.

Professionals may notice “alerting signs” of a perplexing presentation where:

• a child is being presented by a caregiver with symptoms and in some cases signs, that are inexplicable after all appropriate clinical examination and investigations have been carried out and no clinical cause having been found
• the symptom and symptoms complained of only occur in the presence of the caregiver. Despite arrangements for recording for example, seizures, there is usually no objective evidence for the clinician to assess
• the caregiver may also ask for and demand multiple health care referrals
• the symptoms reported are not borne out by the activities of the child as evidenced by others who are not the caregiver
• once a diagnosis has been proven not to be relevant, the caregiver persists in presenting it as an ongoing diagnosis when consulting with new professionals
• there is an exaggeration of symptoms and difficulties
• there may be a history of:
• change of address
• change of doctor and hospitals
• many out of hours attendances

	Fabricated or induced illness
	Fabricated or induced illness in children is a clinical situation whereby a child is, or is very likely to be, significantly harmed due to parental behaviour and action, carried out in order to convince doctors that the child’s state of physical and, or mental health or neurodevelopment is impaired or more impaired than is actually the case. This can involve:

• fabrication of signs and symptoms, this may also include fabrication of past medical history
• falsification of hospital charts, letters, documents and records including falsification of specimens of bodily fluids
• induction of illness by a variety of means, this includes poisoning and, or giving inappropriate medication
• often symptoms are seen in within the home and not observed by professionals in a clinical setting
• accounts of symptoms or illness given by the parent or carer and evidence such as photos cannot be confirmed as being the child in question
• a lack of the usual corroboration of findings with signs and symptoms or, a lack of usual response to proven effective treatments. It is this puzzling discrepancy that normally alerts the clinician to possible harm
• it can also include inadvertent harm caused by medical professionals such as unnecessary invasive investigations and, or procedures

FII involving deliberate deception of clinical services by the parent or carer to the child is rare but is a serious safeguarding concern and requires immediate attention and action.

	Actions when fabrication of induced illness is identified
	Where a practitioner suspects or observes that a child is at immediate risk of or has suffered significant harm particularly by illness induction for example, observed that medication tampered with given or without need, then the Police should be informed using the 999 service and a referral made to children’s social care as per local policy.

The Trust children’s safeguarding team should be informed via email: elft.safeguardingchildrenteam@nhs.net and a concern form completed as per trust safeguarding procedures.

This is most likely to occur when there is evidence of frank deception, interfering with specimens, unexplained results of investigations suggesting contamination or poisoning or actual illness induction, or concerns that an open discussion with the parent might lead them to harm the child. The safety of siblings also needs to be considered.

All practitioners should be mindful of situations where informing the parents of the referral would place a child at increased risk of harm. In this situation, carers would not be informed of the referral before a multiagency discussion has taken place. This would usually be in the form of a formal strategy discussion.

	Actions when perplexing presentation is identified
	The Trust practitioner has made steps to engage with parent, carer or child to determine and provide any early help intervention or support required but perplexing presentations (PP) concerns remain around the health state and functioning of the child or children.

Where a practitioner has reason to suspect PP and further information or exploration is required, then they should first seek support and further advice from the Trust Safeguarding team via email: elft.safeguardingchildrenteam@nhs.net . The Trust Safeguarding team will discuss the concerns with the practitioner and advise of the appropriate actions to manage the perplexing situation.

If the PP pathway is to be initiated, the practitioner will inform their manager.



1. Appendix 3.1  Perplexing presentation identified by Child and Adolescent Mental Health Services (CAMHS)
1. Appendix 3.2  Perplexing presentation identified by any other Trust service
1. Appendix 3.3  Perplexing presentation concerns identified within CAMHS
1. Appendix 3.4  Perplexing presentation concerns identified within any other Trust service
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	Appendix 4
	Child Death Process


This procedure supports Section 5.27. It sets out what Trust staff must do when a child dies unexpectedly, and how this connects to the statutory child death review process. Local contacts and designated doctor arrangements differ across the Trust footprint and must be completed locally in the table at the end.
Purpose and Scope
This procedure applies to all Trust staff, whether permanent, temporary, bank, agency, volunteer or contracted. It applies to all babies, children and young people from birth to their eighteenth birthday who die unexpectedly, whether they are patients, children cared for by patients, or children who come to the attention of staff in the course of their work.
The Trust is usually a participating and notifying agency in the response to an unexpected child death, not the lead agency. The Joint Agency Response is normally led by acute or community paediatrics, working with the police and the coroner. The Trust’s role is to act promptly, notify the right people, preserve information, cooperate fully, and support the family and staff. Where a child dies in a Trust inpatient setting, the Trust also carries the responsibilities of the setting in which the death occurred.
Legal and Policy Framework
1. Children Act 2004, sections 16M to 16Q (as amended by the Children and Social Work Act 2017), which place a duty on child death review partners, the local authority and the Integrated Care Board, to review the death of every child normally resident in their area.
1. Working Together to Safeguard Children 2026, which sets out the statutory basis for the child death review process and the response to sudden and unexpected death.
1. Child Death Review Statutory and Operational Guidance (England) 2018, which remains the detailed operational guidance and is complementary to the multi-agency guidelines below.
1. Royal College of Paediatrics and Child Health and Royal College of Pathologists, Sudden Unexpected Death in Infancy and Childhood: Multi-Agency Guidelines for Care and Investigation, second edition 2016.
1. Coroners and Justice Act 2009, which governs the duty to report deaths to the coroner.
1. The relevant local health-led Joint Agency Response or rapid response protocol for each area of the Trust footprint.
Definitions
	Term
	Definition

	Expected death
	The death of a child that was anticipated as a significant possibility, for example a child with a life-limiting or life-threatening condition who has an agreed end-of-life plan. An expected death does not trigger a Joint Agency Response but is still reviewed by the Child Death Overview Panel.

	Unexpected death
	The death of a child that was not anticipated as a significant possibility 24 hours before the death, or where there was a similarly unexpected collapse leading to, or precipitating, the events that led to the death. Where there is any doubt, the death should be treated as unexpected until senior clinical and multi-agency review confirms otherwise.

	Joint Agency Response (JAR)
	The coordinated multi-agency response, led by health and the police, that is triggered by an unexpected child death. It brings together health, children’s social care, the police, the coroner and other agencies to investigate the death and support the family.

	SUDIC
	Sudden Unexpected Death in Infancy and Childhood.

	Designated doctor for child deaths
	The health professional, appointed through the Integrated Care Board, with responsibility for coordinating the health response to child deaths across the area and for advising on individual cases.

	CDOP
	Child Death Overview Panel, the multi-agency panel that reviews all child deaths in the area on behalf of the child death review partners.

	NCMD
	National Child Mortality Database, to which analysis information about each child death is submitted.


When a Joint Agency Response is Triggered
A Joint Agency Response must be initiated when a child’s death:
1. is or could be due to external causes;
1. is sudden and there is no immediately apparent cause, including sudden unexpected death in infancy and childhood;
1. occurs in custody or detention, including where the child was detained under the Mental Health Act 1983, or where the state may have failed to protect the child;
1. raises any concern, suspicion or evidence that it may be due to abuse or neglect.
The death of a child detained under the Mental Health Act 1983 carries additional duties. The Care Quality Commission must be notified, the death is subject to the Trust’s Patient Safety Incident Response Framework and to independent investigation, and it will be the subject of a coroner’s inquest. Where abuse or neglect is known or suspected and the child has died, a serious incident notification must be made to the safeguarding partners, which triggers a rapid review within 15 working days as set out in Section 5.27.


Immediate Response: At a Glance
The following steps set out the immediate response. They run in parallel rather than strictly in sequence, and the safeguarding and patient safety processes proceed alongside each other.
	1.  If a child is found collapsed or unresponsive, commence resuscitation unless it is clearly inappropriate, and call 999.


▼
	2.  In a community setting, ensure the child is taken to the Emergency Department wherever possible, as the Joint Agency Response is usually initiated there.


▼
	3.  Notify the senior clinician on duty and the on-call manager without delay. In an inpatient setting, notify the on-call consultant and site management.


▼
	4.  Notify the police and the designated doctor for child deaths so that the Joint Agency Response can be initiated.


▼
	5.  Preserve the scene, equipment, samples and records. Do not remove lines or tubes or alter anything that may be relevant to establishing the cause of death, unless directed by the coroner or police.


▼
	6.  Report the death as a patient safety incident on InPhase and escalate through the Patient Safety Incident Response Framework. Notify the Corporate Safeguarding Team.


▼
	7.  For a child detained under the Mental Health Act 1983, notify the Care Quality Commission and follow the additional requirements for the death of a detained patient.


▼
	8.  Support the family sensitively and, where the Trust is the lead health provider, ensure a keyworker is identified. Support staff and arrange a debrief.




Notification, Reporting and the Review Process
The unexpected death of a child engages two parallel processes: the statutory child death review process, and the Trust’s own patient safety and, where relevant, safeguarding review process. Staff must ensure both are set in motion and that they are coordinated.
Child death review process. The death must be notified to the designated doctor for child deaths and to the Child Death Overview Panel coordinator for the area in which the child was normally resident. The notification form must be completed and shared with the Child Death Overview Panel within the required timeframe, and analysis information is submitted to the National Child Mortality Database. Where the death was unexpected and the local Joint Agency Response process was followed, the outcome of that process informs the panel’s review.
Patient safety process. Where a child dies in a Trust setting, or where the child was receiving Trust services, the death is a patient safety incident and must be managed through the Patient Safety Incident Response Framework, reported on InPhase, and escalated in line with Trust policy. The death of a detained patient requires notification to the Care Quality Commission and independent investigation.
Safeguarding review. Where abuse or neglect is known or suspected and the child has died or been seriously harmed, the serious incident must be notified to the safeguarding partners, triggering a rapid review within 15 working days and a decision on whether a local child safeguarding practice review is required. This is set out in Section 5.27.
Specific Situations for a Mental Health and Community Trust
Death of a young person known to CAMHS, including by suicide. The unexpected death of a young person open to community or inpatient CAMHS is an unexpected death and triggers a Joint Agency Response, whether or not the death appears to be by suicide. It is also a patient safety incident, and a safeguarding review must be considered where neglect or abuse may be a factor. The Corporate Safeguarding Team and the Patient Safety team must both be notified.
Death of a child inpatient. Where a child dies in a Trust inpatient unit, the Trust carries the responsibilities of the setting in which the death occurred, including scene and record preservation, notification, and support to other patients and staff who may be affected.
Death of a service user’s child. Where the child of any individual who is currently or has been an ELFT service user dies, staff must share relevant information with the child death review partners and consider the impact on, and any risk to, other children in the family through a Think Family approach. Should a Joint Agency Response meeting be convened, ELFT must ensure appropriate representation at the meeting.  
Deaths encountered by ELFT services. Should ELFT Staff be informed of a child death, they must contact the corporate safeguarding children team as notification to the local CDOP team may be required. Follow the immediate response and notification steps above.
Family and Staff Support
Families must be treated with compassion, honesty and respect throughout. Where the Trust is the lead health provider, a keyworker should be identified to support the family, keep them informed and help them navigate the process. National guidance continues to emphasise the importance of standardised keyworker support and meaningful family involvement in the child death review process. Bereavement support should be offered and families signposted to specialist services.
The death of a child affects staff deeply. Managers must ensure that staff involved are offered a debrief, access to occupational health and support through supervision, and that other patients who may be affected are supported.
Record Keeping
All records relating to the child and the circumstances of the death must be preserved. Entries must be contemporaneous and factual and must not be altered after the event. Any additional information should be added as a new, dated and timed entry. Records may be required by the coroner, the police, the Joint Agency Response and any subsequent review, and must be retained in line with the Trust’s records retention schedule.
Roles and Responsibilities
	Role
	Responsibility

	Clinician or practitioner on duty
	Initiates the immediate response, ensures notifications are made, preserves records and information, and reports the incident.

	On-call manager and site management
	Coordinates the operational response, ensures escalation through patient safety and safeguarding routes, and supports staff.

	Corporate Safeguarding Team
	Advises on the safeguarding response, liaises with the safeguarding partners and the Child Death Overview Panel, and oversees any rapid review or child safeguarding practice review.

	Named Doctor for Safeguarding Children
	Provides medical advice and expertise and participates in the Child Death Overview Panel and reviews as required.

	Patient Safety team
	Ensures the death is managed through the Patient Safety Incident Response Framework, and that notifications to the Care Quality Commission and any independent investigation are undertaken where required.




Local Contacts 
Contacts differ across the Trust footprint and must be kept current locally. Complete the table below for each area, and ensure staff can access it at all times, including out of hours.
	Area
	CDOP coordinator

	City and Hackney
	cdr-welc.cityhackney@nhs.net

	Tower Hamlets
	cdr-welc.cityhackney@nhs.net

	Newham
	cdr-welc.cityhackney@nhs.net

	Waltham Forest
	cdr-welc.cityhackney@nhs.net

	Bedford Borough
	ceicb.blmkcdop@nhs.net

	Central Bedfordshire
	ceicb.blmkcdop@nhs.net

	Luton
	ceicb.blmkcdop@nhs.net


The Corporate Safeguarding Team can be contacted Monday to Friday, 9am to 5pm, at elft.safeguardingchildrenteam@nhs.net. Outside these hours, contact the Emergency Duty Team for the area in which the child was normally resident.
Assurance
Notification and review of child deaths is included in the monitoring arrangements in Section 4.3, so that the Trust Safeguarding Committee has assurance that all child deaths are notified without delay, that the Trust participates in relevant Joint Agency Response and Child Death Overview Panel processes, and that learning is acted upon.
Appendix 5
Equality Impact Assessment
Equality Impact Assessment Guidance
This guidance is for staff who need to complete Equality Impact Assessments (EIA). The Initial EIA is a quick screening process. It allows the author to identify whether the proposed policy, service or function has a negative or potentially negative impact on any protected characteristic. In some cases an Initial EIA is all that is needed to establish whether the policy provides equal outcomes for staff and patients. Where a negative impact, or the potential for one, is identified, a Full EIA must be undertaken.
The Initial assessment should either justify why a Full EIA is not required, by evidencing that there are no negative impacts on any protected characteristic and that any potential risks have been mitigated, or identify that a Full EIA is required because a negative impact has been identified.
Initial Equality Impact Assessment Form
If printing this form to complete by hand, please complete it in block capitals.
	Name of service, function or policy
	Safeguarding Children Policy (Version 9.2)

	Brief description (purpose)
	The policy sets out how the Trust meets its statutory duty under Section 11 of the Children Act 2004 to safeguard and promote the welfare of children, and how staff recognise, respond to and record safeguarding concerns. It reflects current legislation and statutory guidance, including Working Together to Safeguard Children 2026, and applies across all Trust services.

	Is the service, function or policy
	Existing, under review (revision of the existing Safeguarding Children Policy)

	Directorate (if all groups are impacted, state Trust-wide)
	Trust-wide

	Who is completing the EIA? (name / role)
	

	Which Trust strategies are supported?
	Population Health / The Experience of Care / Staff Experience / Improved Value / None

	Who will benefit?
	Both Workforce and Patients, Service Users and Carers. The policy protects children who are patients, children cared for by patients and children in the wider community, and it supports staff to act with confidence and consistency.

	How will it be implemented to ensure access, meet health needs and provide a safe and positive experience for everyone?
	Through mandatory safeguarding training mapped to role, safeguarding supervision, clear referral pathways, trauma-informed and child-centred practice, the use of professional interpreters where needed, and procedures that are accessible to all staff on the Trust intranet.

	How will it be implemented?
	
The policy is ratified through the Safeguarding Committee and Quality Committee, published on the Trust intranet, and disseminated through training, supervision and team briefings. Implementation is monitored by the Trust Safeguarding Committee


	What are the intended outcomes?
	Children are safeguarded and their welfare promoted; concerns are identified and acted on promptly; multi-agency working is consistent across the Trust footprint; and the Trust meets its statutory safeguarding duties.

	How will these outcomes be measured?
	Section 11 audits, training compliance data, referral and case-file audits, supervision records, learning from Child Safeguarding Practice Reviews and serious incidents, and assurance reporting to the Trust Safeguarding Committee and Board.

	Who are the key stakeholders and how have they been involved?
	Key safeguarding leads, Named Professionals and the Named Doctor, clinical and service directors, People and Culture, and Local Safeguarding Children Partnerships. Stakeholders were consulted through the Safeguarding Committee and the corporate safeguarding team during the policy revision.

	Does this impact other existing policies? If yes, what is the impact?
	Yes. The policy aligns with and complements the Safeguarding Adults Policy, Clinical Supervision Policy, PREVENT Procedure, Missing Patient Policy, Child Visiting Policy, Disclosure and Barring (Safer Recruitment) Policy and Freedom to Speak Up Policy. The impact is complementary; no conflict is identified.

	Is there any data that influences this EIA? If yes, provide details
	Yes. Learning from national and local reviews has informed the policy, including the Child Q local child safeguarding practice review on adultification bias, alongside Trust safeguarding activity and audit data.

	Are there gaps in information? If yes, how will they be addressed?
	No significant gaps are identified. Equality monitoring of safeguarding referrals will continue to be developed through the audit programme to strengthen the evidence base over time.


Does the service, function or policy have a negative impact on any of the following protected characteristics?
	Protected Characteristic
	Yes
	No
	Unclear

	Age
	
	X
	

	Disability
	
	X
	

	Race
	
	X
	

	Marriage and Civil Partnership
	
	X
	

	Pregnancy and Maternity
	
	X
	

	Gender reassignment
	
	X
	

	Religion or belief
	
	X
	

	Sex
	
	X
	

	Sexual Orientation
	
	X
	


Outcome of the Initial EIA (select one):
1. There is insufficient evidence to judge whether there is a differential impact.
1. The service or function has a differential impact which is not negative.
1. The service or function has a differential impact which amounts to a negative impact.
Submit the completed Initial Equality Impact Assessment to the Project Lead or Sponsor and the EDI Team (elft.edi-team@nhs.net) for review. Where a negative or potentially negative impact is identified, proceed to the Full Equality Impact Assessment.
Full Equality Impact Assessment Form
The Full Equality Impact Assessment is completed where the Initial assessment identifies a negative or potentially negative impact on one or more protected characteristics. It records the evidence considered, the groups affected, the actions required to remove or minimise any negative impact, the person responsible for each action, and the review date. It is signed off by the Project Lead or Sponsor and reviewed by the EDI Team.
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Appendix 3.1 - If perplexing presentation is identified
by Children and Adolescent Mental Health Services (CAMHS)

Lead Consultant Identified
The PP pathway is led by a CAMHS Consultant, who is the
Responsible Consultant (RC) at this stage.

Responsibility must not be delegated to a junior member of staff,
although junior staff may support assessment and management
under RC supervision.
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Appendix 3.2 If perplexing presentation is by any other trust service

Perplexing presentation concerns identified by any other trust service

If perplexing presentation (PP) or fabricated or induced illness (FII) concerns are identified
in a child by any trust service, follow the pathway below.

¢—J’—¢

1A Physical health concern

If concerns are around the child's physical
health, then the PP pathway will be led by the
childs paediatrician.

If not under the care of a paediatrician,
o a request will be made to the GP for a
- d) referral to a paediatrician with an overview

If not under the care of CAMHS, a

1B Mental health concern

If concerns are around the child's mental
health, then the PP pathway will be led by the
child’s CAMHS consultant.

discussion with a CAMHS consultant
will be requested to plan ongoing

of the concerns identified. actions.

3

Inform the Trust Safeguarding Team

The Trust children's safeguarding team should be informed via email:
elft.safeguardingchildrenteam@nhs.net.

The safeguarding team will have
oversight of all PP and fabricated
orinduced illness (FIl) cases and
wil provide support and guidance
throughout the process.

v

Complete Initial Health Information Template
The initial health information template will be completed
S by the practitioner who identified the PP concerns with
support from the Trust Safeguarding team.

v

al Health Information

Return |

The Trust initial health information should be returned
to the child's paediatrician who will be the RC.

v

Multi-professionals Meeting

The Trust safeguarding team will support the medical professional
at attendance at the multi-professionals meeting where the state
of the childs health will be discussed, and a consensus reached

around actions for the family.

Decide on the Responsible Consultant (RC)

It should be decided in the meeting who is the most appropriate
person to be the RC, depending on the nature of the PP,

for example, mental or physical presentations.

v

Record All Discussions and Actions

All discussions and actions during the PP pathway should be recorded in the
child's health record on the safeguarding template so that other clinicians will
have access to the information.

@

I
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Parent or carer's access to the
record will need to be restricted.
An alert should be added to
reflect th
The terminology should focus
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Appendix 3.3 Perplexing presentation concerns identified within
children and adolescent mental health service

Identify alerting signs of PP or FIlI

0 q Children and adolescent mental health services (CAMHS) and Specialist

Children and Young Person Services (SCYPS) practitioners identify
alerting signs of perplexing presentations (PP) and fabricated or induced
illness (Fll) (if one alerting sign is noted, always look for others).

+

9 Engage and provide early help
The practitioner has made steps to engage with the parent, carer or child

to determine and provide any early help intervention or support required,
but the PP concerns remain around the health state and functioning of
the child or children.

+

Inform the Safeguarding team

Inform the Safeguarding team via email:
elft.safeguardingchildrenteam@nhs.net

L2
Inform CAMHS or SCYPS consultant (RC)

Practitioner to inform CAMHS or SCYPS consultant as the responsible
consultant (RC) at this stage. The responsible consultant should consider
whether the parents or carers should be informed of any concerns
regarding PP.

+

Request initial health information

CAMHS or SCYPS consultant, with support from the Safeguarding team,
to request initial health information from all medical services involved
with the care of the child (and siblings if appropriate).

+

Complete initial health information template

The trust's initial health information template will be completed
by the CAMHS and SCYPS practitioner who identified the PP
concerns with support from the Trust's safeguarding team.

¥ N
Arrange multi-professionals meeting

CAMHS or SCYPS consultant to arrange a multi-professionals meeting
within 28 days (or earlier) of initial identification of concerns. All health
professionals involved in the child's care and the designated professionals
from ICB for safeguarding children should be invited.

¥ N
Lead the meeting and record

The responsible consultant will lead the meeting. Clear terms of reference
and records of the meeting must be made at the time, the arrangement
for these will be made by the responsible consultant.

+

Follow RCPCH guidance

The Royal College of Paediatrics and Child Health (RCPCH) guidance on
perplexing presentations (PP) and fabricated or induced illness (F) in children
should be followed for multi-agency attendance, follow up and actions.

¥

Record all discussions and actions

Al discussions and actions should be recorded in the child’s health record on the
safeguarding template so that other clinicians will have access to the information.
Parent and carer's access to the record will need to be restricted, and an alert
should be added to reflect this. The terminology should focus on the category

of abuse or medical neglect rather than PP and Fil.
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Appendix 3.4

Perplexing presentation concerns identified within any other trust services

1. Identify Alerting Signs

Children and adolescent mental health services (CAMHS) and
Specialist Children and Young Person Services (SCYPS) practitioners
identify alerting signs of (PP) and fabricated or induced illness (Fll)
(if one alerting sign is noted, always look for others).

'

2. Engage and Provide Early Help

Trust practitioner has made steps to engage with parent, carer or child
to determine and provide any early help intervention or support required
but PP concerns remain around the health state and functioning of child
or children.

'

3. Inform the Safeguarding Team

Inform the Safeguarding team via email:
elft.safeguardingchildrenteam@nhs.net.

4. Refer to Child’s Paediatrician
Trust practitioner to refer to child’s paediatrician outlining the current
concerns around PP and requesting that the PP pathway is initiated.

The responsible paediatrician to consider whether the parents and carers
should be informed of any concerns regarding PP.

'

5. Complete Initial Health Information Template

The trust initial health information template will be completed by
the CAMHS and SCYPS practitioner who identified the PP concerns
with support from the trust Safeguarding team.

)

6. Return Initial Health Information

The trust initial health information should be returned to the child’s
paediatrician who will be the responsible consultant.

)

7. Safeguarding Team Support

The trust Safeguarding team will support the practitioner by attendance
at the multi-professionals meeting where the state of the child’s health
will be discussed, and a consensus reached around actions for the family.

'

8. Multi-Professionals Meeting

The responsible consultant will lead the meeting. Clear terms of reference
and records of the meeting must be made at the time, the arrangement
for these will be made by the responsible consultant.

)

9. Follow RCPCH Guidance
The Royal College of Paediatrics and Child Health (RCPCH) guidance on
perplexing presentations (PP) and fabricated or induced illness (Fll) in
children should be followed for multi-agency attendance, follow up
and actions.

v

10. Record and Restrict Access

- Al discussions and actions should be recorded i the child’s health record
on the safeguarding template so that other clinicians will have access to

the information. Parent and carer’s access to the record will need to be

restricted, and an alert should be added to reflect this. The terminology

should focus on the category of abuse or medical neglect rather than

PP and FIl.
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Appendix 4 Child Death Process

Steps to be followed in case of expected or unexpected death of a child

o Expected and unexpected of a child <18 years

]

e Child death information may come from agency such as
police, Child Death Overview Panel (CDOP) co-ordinator
Form A notification, Hospital or Local Authority to services

!

9 Notify the senior management (General Manager,
Medical Director, Director,CTL), Named Dr, ELFT
Safeguarding Team/locality Named Professionals
(elft.safeguardingchildrenteam@nhs.net).

x

o Clinician to review the clinical record:

© S

* Any services involvement in last 12 months
* Any Siblings known to ELFT services
* Update record and alert with child death information

* To complete inphase

{

e CLT and safeguarding team to check if any relevant
clinical/safeguarding information needs to be shared
with CDOP via Form B and recommend who should
attend Joint Agency Review (JAR)

O @® 6
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1. Introduction 


 


Purpose 


This SOP has been designed for East London NHS Foundation Trust (ELFT) staff who will be accessing the 


Phase 2 Child Protection Information Sharing (CP-IS) from June 2026.  


 


Scope 


Phase 2 CP-IS is the NHS England programme expansion enabling scheduled healthcare services to access 


child protection status information, widening safeguarding information-sharing beyond emergency care 


into routine clinical settings. 


 


Phase 1 (original implementation): 


• Focused on unscheduled care settings (e.g. Emergency Departments, ambulance, urgent care) 


• Generated alerts when a child on a Child Protection Plan or a Child Looked After attended services  


 


Phase 2 (current expansion): 


• Extends CP-IS into scheduled / planned care 


 


The information that CP-IS provides comes from, and is managed by, Local  


Authorities that have a statutory responsibility for children’s services.  The system is updated by the Local 


Authority with the use of a child’s/mother’s NHS number.   


 


CP-IS highlights that a child has a specific vulnerability and is known to the Local Authority. Where this is 


identified, practitioners are encouraged to contact the allocated Social Worker to gain a fuller 


understanding of the identified risks, the support being provided, and the details of the Child Protection  


and Looked After Child statutory plans to support more informed assessment, care planning, and 


appropriate information sharing.  


 


Please note that CP-IS does not include information on Children in Need (CIN) or Early Help services. It is 


therefore important to continue to establish during the assessment of a child,/ or parent/carer, which 


other services, including the Local Authority, are supporting the child to ensure the child’s needs are fully 


understood.  


 


 


Background 


Launched in 2015 (Phase 1 of the CP-IS), it provides a secure, national solution enabling basic child 


protection status information (e.g. Child Protection Plans and Looked After status) to be shared between 


local authorities and NHS services. CP-IS was designed to support earlier identification of risk, improved 


decision-making, and stronger collaboration between health and social care. 


 


The development of Phase 2 of the CP-IS aligns with the wider NHS England safeguarding strategy, 


drawing on national learning which has consistently highlighted the need for timely, proportionate 


information sharing across agencies to reduce risk and improve outcomes for children. 


 



http://www.digital.nhs.uk/cpis
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• Reviews consistently identify that different agencies (health, social care, police) held pieces of 


risk information but failed to share them effectively, leading to missed opportunities to protect 


children.  


• Improving timely, proportionate information sharing is therefore a central policy priority in 


safeguarding practice and guidance (e.g. Working Together to Safeguard Children 2026) 


 


At its core, CP-IS is a national safeguarding information-sharing system that connects children’s social 


care and NHS systems, enabling health professionals to identify vulnerable children promptly at the point 


of care. As a national system operating in real time, it ensures that a child’s safeguarding status can be 


accessed wherever they present, including outside their home borough, supporting continuity of 


protection across geographical boundaries. It provides key status information and facilitates immediate 


contact with the responsible local authority, thereby strengthening multi-agency communication, 


collaboration, and response. The system focuses on children who are subject to a Child Protection Plan, 


those who are Looked After, and unborn children where there are pre-birth safeguarding plans in place.  


 


CP-IS enables a limited amount of essential read only information to be shared between organisations.  It 


carries information about children who are one or more of the following: 


• Children Looked After (CLA) 


• Children subject to a Child Protection Plan (CPP)   


• Children who have been CLA or on a CPP within the previous 12 months  


• Unborn children subject to a CPP 


• Unborn alert visible until 28 days after expected delivery date 


 


The only information that can be accessed by healthcare practitioners via CP-IS is: 


• NHS Number.  


• Child’s safeguarding status (i.e. CPP, CLA). 


• Start and end dates of that plan. 


• Responsible Local Authority (LA). 


• LA contact details. 


• Access history/audit trail of the 25 most recent CPIS information accesses from approved care 


settings in England. 


 


The following principles apply:  


CP-IS shares only a minimal, role-appropriate safeguarding dataset for direct care purposes.  


 


The following is NOT SHARED: 


• Full social care records/file.  


• CPP category (e.g. neglect, abuse). 


• Parents/carers details. 


• Clinical or presentation history. 


• Detailed safeguarding concerns or rationale. 


 


This reflects the CP-IS principle of sharing only proportionate, need-to-know information to support 


safeguarding decision-making. In Phase 2, this same dataset is made available across a wider range of 
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healthcare settings, including scheduled care services. 


 


Responsibilities 


While access to CP-IS is restricted to authorised practitioners with appropriate role-based permissions, 


there is a collective organisational responsibility to ensure that all staff understand the purpose, function 


and appropriate use of CP-IS within safeguarding practice. 


 


All staff are expected to: 


• Comply with this Standard Operating Procedure and use CP-IS appropriately to support 


safeguarding decision-making. 


• Maintain awareness of safeguarding escalation pathways, including seeking advice from senior 


colleagues, line managers, safeguarding leads, or the Trust safeguarding team, and engaging with 


local authority children’s social care where required. 


• Remain vigilant to indicators of abuse, neglect, and risk of significant harm, and act promptly 


where concerns are identified. 


• Consider the wider context of the child, including the impact of parental or carer health, 


behaviour, or vulnerability on parenting capacity and child wellbeing. 


• Adhere to local and national safeguarding procedures, ensuring that concerns are managed in line 


with statutory guidance (e.g. Working Together to Safeguard Children 2026 and the Children Act 


2004). 


• Engage with safeguarding supervision and training requirements, ensuring appropriate support, 


reflection, and professional oversight in cases involving safeguarding concerns. 


 


2. Benefits of CP-IS 
CP-IS provides assurance that safeguarding information is available in a timely, consistent and 


proportionate manner to support clinical decision-making and multi-agency safeguarding responses. 


 


The implementation of CP-IS supports the following outcomes: 


• Early identification and intervention: 


CP-IS enables practitioners to access key safeguarding information at the point of care, 


supporting the early recognition of risk and facilitating timely action to prevent or reduce the 


likelihood of harm to children. 


• Timely information sharing and communication: 


The system enables prompt contact with the responsible Local Authority, ensuring that 


safeguarding concerns can be escalated without delay and that relevant information is shared 


appropriately. 


• Improved multi-agency working: 


CP-IS strengthens coordination between healthcare services and children’s social care, supporting 


a joined-up and proportionate safeguarding response in line with statutory guidance. 


• Continuity of safeguarding oversight: 


As a national system, CP-IS ensures that children remain visible to professionals when accessing 


healthcare services outside their home area, reducing the risk of fragmented information and 


supporting consistent safeguarding decision-making. 
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• Enhanced support to children’s social care: 


CP-IS provides timely notification of healthcare presentations, enabling social workers to use their 


knowledge of the child and family to assess risk, determine whether further intervention is 


required, and support improved outcomes. 


• Improved workforce efficiency and effectiveness: 


CP-IS replaces previously manual, time-intensive processes with an automated, standardised 


information-sharing system. This provides assurance that safeguarding information is transferred 


securely and consistently via the NHS Spine, supporting data that is current and routinely 


updated. As a result, staff time is utilised more effectively, enabling practitioners to focus on 


direct care and safeguarding activity. 


• Reduction in administrative burden and duplication: 


CP-IS removes the requirement for Local Authorities and health partners to manually compile, 


share and reconcile child protection or children looked after lists. Practitioners are no longer 


required to cross-reference multiple local systems when a child presents for care. This supports a 


more streamlined process, reduces the risk of error, and ensures that safeguarding information is 


accessible at the point of care in a timely and reliable manner. 


 


3. Process 
CP-IS information is accessed via the National Care Records Service (NCRS) or integrated clinical systems, 


which retrieve safeguarding data from the NHS Spine.  


Access and Use of CP-IS 


Services should check for the CP-IS notification when any child under 18 years or female service user who 


may be pregnant presents for care, in line with service workflows and clinical judgement. Access to CP-IS 


via the NHS Spine is available to ELFT staff with a valid smartcard, in line with their role and 


responsibilities. 


 


Information Sharing and Consent 


Should any child/unborn child be identified from CP-IS as being subject to a Child Protection Plan or 


Children Looked After, ELFT staff will be required to share relevant information with the allocated Local 


Authority social worker and professional network to support effective multi-agency working.   


 


Best practice would be to seek consent to share information from either the service user or the 


parent/carer with parental responsibility. When required, information can be shared without consent for 


the above cases as there is a lawful basis and a clear safeguarding rationale, in line with the Data Protection 


Act 2018 and UK GDPR; however, any information must be proportionate and relevant in line with statutory 


safeguarding duties and information-sharing legislation. 


 


To ensure records demonstrate proportionate and defensible decision-making, practitioners must clearly 


document: 


• Decision to share or withhold information 


• What information was shared 


• With whom 


• The rationale for the decision 
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Data Protection and Safeguarding Processing Conditions 


All practitioners must: 


• Understand that safeguarding information is classified as special category personal data 


• Be confident in applying the Data Protection Act 2018 safeguarding condition, which permits 


information sharing where necessary to protect a child or individual at risk 


• Ensure that information is processed in a lawful, proportionate and secure manner 


 


Contingency Arrangements 


Should for any reason the National Care Record System be unavailable: 


• Practitioners should review alternative systems, such as the East London Clinical Portal or 


Bedfordshire Luton Milton Keynes Clinical Portal, to identify recent healthcare contacts and any 


safeguarding indicators 


• CP-IS should be checked retrospectively once access is restored 


All system outages must be: 


• Reported via the ICT service portal. ICT will escalate in line with organisational incident processes 


and NHS England requirements where appropriate 


 


CP-IS Management Procedure 


1. For all children, unborn children, and relevant female service users new to ELFT, the local service 
should check CP-IS at the point of first contact (usually when the initial referral is received) to 
determine whether the child/unborn child is known to any Local Authority as being on a Child 
Protection Plan (CPP), Unborn CPP or is a Child Looked After (CLA). On CP-IS, this will appear as an 
orange alert (see below).  


2. The outcome of any CP-IS check should be documented in the patient’s electronic record. 


  


  


 


 
3. Where a child or unborn child and relevant female service users are already open to local services, 


the responsible team should continue to review the CP-IS status as part of any risk assessment 
updates. 


4. The service should flag on the patient’s electronic record (e.g. alert or equivalent) that the child is 
subject to a CPP or is a CLA. 


5. For services using RiO a Safeguarding Child Client page should be completed, indicating whether the 
child is subject to a CPP or is a CLA. 
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RiO’s Alert 


Safeguarding Form, click on 
the current form to access 
the Safeguarding Child 
Client Form 


Safeguarding Child 
Clients Form 


Click Add to record 
the CPP/CLA CP-IS 
information 







  


Page 9 of 16 


 
 


 


 
6. Services must review and update the care plan and risk assessment for all children/unborn subject to 


Child Protection Plans (CPP) and all Children Looked After (CLA) through their local Multi-Disciplinary 
Team (MDT) meetings, in consultation with the local Named Professional for Safeguarding Children. 


7. If a child/unborn is subject to a CPP or is a CLA, the responsible team must liaise with the relevant 
Local Authority. 


8. The responsible team must ensure appropriate engagement with the relevant Local Authority.  
9. All communication, including ELFT-agreed actions, must be clearly documented within the patient’s 


electronic records. 
10. Should any child/unborn child known to be subjected to a Child Protection Plan or be a Child Looked 


After and not have a CP-IS alert, or have a CP-IS alert which does not reflect their current step down 
status, please inform the ELFT Safeguarding Children Team 
(elft.safeguardingchildrenteam@nhs.net).   
 


 
 


How to Log On to CP-IS using NHS Spine 


 


a. Put your smartcard in the reader. 


b. Enter your passcode. 


To update the LA 
Involvement Status 



mailto:elft.safeguardingchildrenteam@nhs.net
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c. Select the required role from the list (this will only appear if there is more than one 


role on the card). Please only select an ELFT-specific relevant role.  


 


 
 


Launch: National Care Records Service (NCRS) 


1. Launch NCRS and login via the link the NHS Spine desktop app 


 


 


 
 


2. Select the National Care Records Service (NCRS) link 
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The following page will appear. Click Continue to Find patient. 


 


3. Enter the NHS number of the patient. You can also click on the Basic and advanced tabs if you do 


not have the NHS number but have other details of the child. 
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4. This will be the initial page you will see, where you can then click on to retrieve the information. 


 


 
 


5. The following are what you can see when clicking on the various options. 
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Viewing Child Protection Information 


When a user clicks the Child Protection Alert present tab, it will display:  


1. The ‘Current Child Protection Information’; and  


2. A list of previous practitioners who have accessed the records under the heading ‘Child Protection 


Information Previously Viewed By’. 
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The CPP/ CLA information that is shared will only be Start Date/ End Date information to indicate that a CPP 


exists, and/ or, that the child is a CLA, and not the full details of either of these pieces of information. 


 


The child protection information displayed will include:  


 


Type of Plan  


1. Child Protection Plan (CPP)  


2. Child Looked After (CLA)  


3. Unborn Child Protection Plan (UCPP)  


Note: It is possible for multiple plans to be associated with a single NHS Number. An example of this 


is shown above.  


Start Date  


A Start Date will always be displayed.  


End Date  


An End Date will always be displayed.  CPPs and CLAs are displayed for 364 days after the End Date.  


UCPP’s are displayed for 28 days after the End Date.  The latest End Date for a CPP/CLA is the child’s 


18th birthday.  The End Date for a UCPP is the due date of the baby.  


Responsible Local Authority 


This is the LA that initially uploaded the plan information to Spine.  


Emergency Duty Telephone Number  


LA contact number.  It is mandatory for this to be provided by the LA.  


Office Hours Telephone Number  


This is an optional second telephone number for the LA. 


 


4. Access Notifications (Phase 2) 
In Phase 2 CP-IS (scheduled care), viewing Child Protection Information does not trigger an Access to 


Service Notification (ASN). 


 


When staff access the Child Protection Alert tab in NCRS, the access is recorded for audit purposes only. 


The following details are logged: 


• Date and time of access 


• Name of the healthcare professional (via smartcard) 


• Job role selected at login 


• NHS organisation code and name 


 


This information appears in the ‘Child Protection Information Previously Viewed By’ section within NCRS 


and other NHS systems. 


No information is sent to local authorities, regardless of how many times the record is accessed within a 24-


hour period. 


 


All access remains subject to information governance requirements and routine audit. 


  


5. Audit 


All access to CP-IS is auditable at both the national and local levels. Each time a record is accessed, the 
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NHS Spine logs the date and time of access, the practitioner (via smartcard), the role selected at login, 


and the NHS organisation. This information is visible to other authorised professionals and to the 


responsible local authority through the ‘Child Protection Information Previously Viewed By’ record. 


• CP-IS must only be accessed where there is a legitimate care relationship and a safeguarding or 


direct care purpose. Accessing a record without such a purpose is an information governance 


breach. 


• The Trust undertakes a periodic audit of CP-IS access to provide assurance that use is appropriate, 


proportionate and consistent with this SOP. Audit outcomes are reported to the Trust Safeguarding 


Committee. 


• Any concern about inappropriate access is managed under the Trust’s Information Governance and, 


where relevant, disciplinary procedures. 


• Local audit and assurance arrangements differ across the six local authority areas in which the Trust 


operates. Services should also comply with any audit requirements agreed locally with the 


responsible local authority and integrated care board. 


• The outcome of any CP-IS check, and any resulting action, must be recorded in the patient’s 


electronic record to support a clear audit trail. 


6. Consent 


In line with Working Together to Safeguard Children:  


• Consent is not required to share or access CPP or CLA status via CP-IS, as this is permitted under 


statutory safeguarding duties. 


• CP-IS provides indicator information only (CPP/CLA status) and does not include detailed case 


information. 


• In line with the principles of transparency, families should be informed, wherever appropriate, that 


this safeguarding status will be visible to authorised healthcare professionals. 


• CP-IS information must be used alongside existing safeguarding processes and professional 


judgement. 


 


7. Follow-Up Queries by Local Authority 


CP-IS shares only indicator information: the child’s safeguarding status, the plan start and end dates, the 


responsible local authority and its contact details. To understand the nature of the plan and any 


associated risks, practitioners must contact the responsible local authority directly, using the contact 


details displayed on the CP-IS record. 


 


ELFT works across six local authorities spanning two integrated care board areas (NHS North East London 


and NHS Central East (Bedford, Central Bedfordshire and Luton). Each local authority has its own referral 


routes, contact arrangements and information-sharing processes, and these operate differently. 


Practitioners should follow the process for the responsible local authority shown on the CP-IS record, 


rather than assuming a single Trust-wide route. 


 


• Use the Emergency Duty telephone number for urgent contact outside office hours, and the office-


hours number for routine follow-up. Both, where provided, are displayed on the CP-IS record. 


• Where the responsible local authority is outside the Trust’s six areas (an out-of-area child), make 


contact using the local authority details shown on CP-IS. 


• Record the date of contact, who was spoken to, the information shared or requested, and the 
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outcome, in the patient’s electronic record. 


• Where the local authority’s process is unclear, or there is any uncertainty about whether a referral 


is required, seek advice from the local Named Professional for Safeguarding Children or the Trust 


safeguarding team. 


• Information may be shared with, or requested from, the local authority without consent where this 


is necessary to safeguard or promote the welfare of a child, in line with statutory duties and the 


Data Protection Act 2018. 


[A directory of contact details for the Trust’s six local authority areas is maintained locally and should be 


read alongside this SOP.] 
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