Child Protection Policy and Procedure
19 January 2021
To be reviewed annually on 1st December or sooner should the need arise.
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Policy

The aim of this policy is to ensure that throughout the SCCO, children are treated with respect and
are protected from harm. As an organisation, we understand and take seriously our duty of care to
protect any children with whom we work. Therefore, the SCCO has clearly defined procedures, a
code of conduct and an open culture of support.
This policy applies to all Trustees, employees, tutors, volunteers and students and the SCCO will
ensure that these stakeholders are familiar with the policy and understand how to use it. The policy
will be available on the SCCO website.
Any concerns and allegations of abuse will be taken seriously and responded to appropriately
following the procedure detailed in this document. The SCCO will fully support and protect anyone,
who in good faith, reports a concern about abuse.
The SCCO has a commitment to safe recruitment, selection and vetting of any volunteers, staff or
students working with children. The SCCO requires a current enhanced DBS certificate to be held
by all employees, tutors and students working with children.
The SCCO is committed to best practice which safeguards children irrespective of their
background. The SCCO recognises that a child may be a subject of abuse regardless of their age,
disability, gender reassignment, marriage or civil partnership, pregnancy or maternity, race, religion
or belief, sex or sexual orientation.
In addition, this policy aims to inform individuals to protect against false allegations of abuse and
the reputation of the organisation and professionals.
For employees and tutors, failure to adhere to the policy will constitute gross misconduct and could
lead to dismissal. For students, their attendance on the course may be terminated.
This document covers:
• the need to promote a safe working environment taking responsibility for safeguarding
children and respecting the rights of children
• the role and the responsibilities of the Trustees, CEO and all employees, tutors and
students who work with children – this work may include direct and indirect contact with
children (access to patient’s details, communication via email, text message and phone).
• The procedure for acting on concerns or disclosures of abuse.
• details of the training provided to employees, tutors and students who work with children.
• Information about recognising abuse
• Forms for recording concerns
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2.

Key Terms

Throughout this document:
Child – in child protection legislation a child is anyone who has not yet reached their 18th birthday,
regardless of status
Young person – a child between the ages of 16-18 years
Safeguarding and promoting the welfare of children
• Protecting children from maltreatment
• Preventing impairment of children’s health or development
• Ensuring that children grow up in circumstances consistent with the provision of safe and
effective care
• Taking action to enable all children to have the best outcomes
Child protection – activity undertaken to protect specific children who are suffering or are likely to
suffer significant harm.
Safeguarding Lead – the Chief Executive Officer of SCCO

3.

Background and principles

This policy has taken into account the 11 steps to developing a child safe environment
recommended by the Royal College of GPs/NSPCC Safeguarding Children Toolkit for General
Practitioners 2014
The 11 steps are:
1. be aware of, understand and recognise child abuse
2. develop and maintain a culture of openness and awareness
3. identify and manage the risks and dangers to children and young people in your practice
and activities
4. develop a child protection policy
5. create clear boundaries for example with the limits to confidentiality
6. follow safe recruitment practice including obtaining references for all team members
7. support and supervise staff and volunteers
8. ensure there is a clear procedure for addressing concerns
9. know your legal responsibilities
10. have an organisational policy which welcomes and encourages children and young people
to participate in your practice
11. provide safeguarding education and training to all members of the team
This policy has also taken into account legislative and government guidance requirements:
The Children and Social Work Act 2017
NICE CG89 Child Maltreatment Guidance 2009/11
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Working Together to Safeguard Children 2018
Information sharing and advice for safeguarding practitioners 2015
What to do if you’re worried a child is being abused 2015
Safeguarding children in whom illness is induced or fabricated 2008
Sexual Offences Act 2003
Data Protection Act 2018

4. Responsibilities
The SCCO recognises that it is not the role of the organisation to investigate or to decide whether
or not a child has been abused. It is, however, the organisations responsibility to recognize and
respond appropriately to allegations and suspicions of abuse as outlined in this document.
The employees, tutors and students at the SCCO will work together to ensure that the child
protection policy is followed and reviewed when necessary.
The Board of Trustees is responsible for:
• ensuring an effective policy and procedure exists to protect the safety and wellbeing of any
children using its services
• Ensuring that the policy is reviewed annually or as required.
• Ensuring that a list is maintained of local safeguarding partners procedures and reviewed
annually
• Ensuring that the necessary procedures are in place for protecting children and those
employees, tutors and students working with them.
• Identifying the roles where working with children is part of that role and ensuring that tutors,
course directors and staff receive appropriate training in safeguarding and the
organisations policy and procedure. Staff will be retrained every 3 years.
• Ensuring that contractors who may work with or come into contact with children as part of
their contract are aware of the SCCO’s safeguarding expectations, policy and procedure
•
•

Ensuring that parents are made aware of the policy and how they can access it.
Ensuring that the procedures are followed correctly i.e. any issues are reported to the
appropriate body and ensuring proper records are kept.

The CEO is responsible for assisting and supporting the Board of Trustees in the above and will be
responsible for organising staff training, reviewing policy and operating procedures. The CEO is
the Safeguarding Lead for the SCCO.
The Chair of the Education Committee will be responsible for over-seeing tutor training and student
learning.
Employees, Tutors, Students, Volunteers and Contractors and in particular those working with
children are responsible for:
• Ensuring that they are familiar with and understand the child protection policy and
procedures relating to their work with children.
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•
•
•
•

Keep up to date with current safeguarding procedures
Ensuring that they are confident in working with children and have the knowledge and skills
to carry out the role.
Reporting any concerns they may have in respect of abuse or neglect to their line manager
or the Safeguarding Lead.
Participating in any training or development offered to them to improve their knowledge of
skills in this area.

The Safeguarding Lead will:
• act as a focus for external contacts on safeguarding/ child protection matters
• be fully conversant with all aspects of the SCCO child protection policy, operating
procedures and incident handling procedures
• disseminate safeguarding/child protection information
• act as a point of contact for employees, tutors or students to bring any concerns that they
have and record them
• assist and support the person bringing the concern to follow the SCCO child protection
procedure
• follow-up on the outcomes of any concerns raised
• ensure that the person bringing the concern receives any necessary follow-up support
If an issue is raised which concerns the Safeguarding Lead, the matter will be raised with the Chair
of Trustees who will follow the SCCO Child Protection Procedure.

5. SCCO Child Protection Procedure
Any child using the services of the SCCO must be treated with respect and protected from harm.
To achieve this, the following procedure should be used. Failure to follow the Child Protection
Procedure will constitute gross misconduct and could lead to dismissal. For students, their
attendance on a course may be terminated.
There are not many reasons why children or young people would be present at the SCCO, but they
may include:
• Children presented by their parents/carers as volunteer models on courses for teaching
purposes.
• Staff, contractors or work experience placements under the age of 18.
• Visitors to the SCCO office or venues where SCCO courses are being run.

5.1. Children presenting as models
Any person presented as models on an SCCO course who has not yet reached their 18th
birthday must do so with their own permission and the permission of a parent or guardian and
be accompanied by a parent or guardian at all times. Consent for a child can only be given by
someone with legal parental responsibility.
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For any course model, consent for examination and treatment practice must be gained from
the parent and the child, if the child has capacity to consent. Every tutor and student on the
course must provide documentary evidence of a current enhanced DBS check.
Students and tutors must receive ongoing, valid consent for all aspects of examination and
treatment this must be voluntary, informed consent. This is recorded in the case history.
If the child expresses concerns, appears uneasy or distressed or wishes treatment to stop
tutors and students must address their concerns or distress and comply with the child’s wishes
or only proceed with appropriate consent. The child’s concerns/distress and the tutor/student
response must be recorded and if treatment practice has to stop a report of the incident must
be submitted to the Safeguarding Lead.

5.2. Children or young people at the SCCO as staff,
contractors or on work experience.
The SCCO does not currently employ any person under the age of 18yrs, nor does it offer
work experience but should it do so in the future it recognises that the Health and Safety
(Training for Employment) Regulations have the effect of giving staff, contractors and students
on work experience training programmes and trainees on training for employment
programmes the status of 'employees'.
Written permission will be gained from the child’s parents to allow the young person to attend
a work experience placement.
During work experience the SCCO will ensure the young person:
• Is supervised by a responsible competent person
• Undergoes induction training
• Is provided with information on risk and any control measures in place
• Is provided with information on emergency procedures
The Safeguarding Lead will be responsible for undertaking the relevant risk assessments.
If SCCO employs any young person under 18yrs in England the young person will continue in
some form of education. Employment procedures for young persons will be followed as
stipulated at the time by the government.

5.3. Children as visitors
Any children who may be visiting the SCCO or its courses, as part of an organised event or as
individuals must:
• Be supervised at all times by the person who accompanied them
• Be provided with information on risk where appropriate
• Be provided with information on emergency procedures where appropriate
The SCCO does not encourage members of staff, tutors or students to bring their children to the
office or to its courses. Where this is necessary the member of staff, tutor or student is
responsible for that child who should not be left unsupervised at any time. The member of staff,
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tutor or student should seek prior authorisation to bring their child to the SCCO venue from the
CEO.

5.4. If you are worried about a child
a. Listen and observe
b. Seek an explanation – from the parent, carer and child or young person in an open,
non-judgemental manner
c. Record – Make a factual record of what is said, observed and heard, from whom and
when. There are forms and body maps in appendix 6 for making a clinical record.
d. Report your concerns - Anyone with concerns about a child present at the SCCO
should report the matter to their tutor who will inform the Course Director. The Course
Director will notify the Safeguarding Lead at the earliest opportunity. If this is not
possible a tutor or the Course Director should speak to the Chair of Trustees. The
issue should be passed on to the Safeguarding Lead at the next opportunity.
If following discussion of the concerns the child or young person is considered to be suffering
or may be at risk of suffering from harm the Safeguarding Lead must make a referral.

5.5. Students on clinic visits
The SCCO does not run its own practice or clinic but students are required for some courses
to make clinic visits for case study assignments. Students worried about a patient should
speak to the relevant Practice or Clinic Tutor responsible for the case in question, and report
the matter to the Safeguarding Lead of the relevant Practice or Clinic. STUDENTS SHOULD
NOT ACT ALONE.

5.6. Making a referral
The Safeguarding Lead, or person taking responsibility, must follow the procedures of the local
safeguarding partners. The Safeguarding Lead will have a record of the appropriate local
safeguarding partners contact numbers and procedures, which is checked and updated
annually. All discussions that take place and any related actions will be recorded by the
Safeguarding Lead. It will be agreed with the recipient of the referral what the child and
parents/carer will be told, by whom and when. The Safeguarding Lead must follow up on any
referrals that are made and confirm that appropriate action has been taken.
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In most situations concerns should be discussed with the child and with their parents/carer and
agreement sought to a referral being made. However, agreement should not be sought if it is
believed that doing so would place the child at risk of significant harm.
Since 2017, local safeguarding boards are being replaced by three safeguarding partners –
the clinical commissioning group, local authority and local chief officer of police. Each area will
have its own procedures and services may be shared between areas.

Contacts for Gloucestershire are given below:
Gloucestershire Safeguarding Children Executive (GSCE)
Room 114, Block 1, Shire Hall, Gloucester, GL1 2TG
Tel: 01452 583629
The Multi-Agency Safeguarding Hub (MASH)
Office hours: 01452426565, Option 1
Outside office hours – Emergency duty team: 01452614194

5.7. Concerns about a colleague or student
If you are concerned that a colleague or student is abusing a child or failing to follow the Child
Protection Procedure you should act on your concerns.
You should write down the details of the incident and pass this onto the Safeguarding Lead as
soon as possible. If the allegation involves the Safeguarding Lead or the Safeguarding Lead is
unavailable the Chair of Trustee should be informed.
The appropriate person will then instigate the correct procedure.
Where a child’s safety is at risk the appropriate action will be taken to ensure the safety of the
child. This may include referring the matter according to local safeguarding procedures.
If the issue relates to failure to follow procedure the Chair will authorise an investigation. For
any proven failure to follow procedure, the SCCO’s disciplinary procedure will be used.
In both of the above cases, the employee, tutor or student will be suspended pending the
outcome of either the internal investigation or the investigation carried out by the local
safeguarding partners. The accused should take advice from their insurers at the earliest
opportunity.
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The Safeguarding Lead or Chair of Trustees will keep a clear comprehensive record of the
allegations made, details of how the allegations were followed up and resolved, any action
taken and decisions reached.
The Safeguarding Lead or Chair of Trustees should consider whether GOsC should be
informed of the matter. It may be necessary to immediately inform GOsC in order to protect
the public.
The SCCO understands that this is a very difficult and sensitive matter and will provide support
to any employee, tutor or student who, in good faith, reports a concern.
Confidentiality and Information Sharing
It is possible to report concerns to safeguarding partners anonymously to seek advice how to
proceed. Information may be shared without consent when it is justified in the public interest.
This includes where there is evidence, reasonable cause to suspect or a need to prevent a
child suffering or at risk of suffering significant harm. There is provision for this in the Data
Protection Act, 2018.

6. Staff, tutor and student recruitment procedures
•
•
•
•

All staff job applicants are interviewed face to face.
All SCCO Tutor Training applicants are interviewed face to face.
Two external references will be requested for each successful candidate even if they are
well known to the SCCO.
All SCCO students and tutors will be required to submit a current enhanced DBS check or
for overseas students an original Police check or certificate of Good Conduct. SCCO
students not currently registered with GOsC who have access to children and wish to
attend SCCO courses or conferences must provide proof of a current DBS check.

7. Training
7.1. Staff training
The CEO, as Safeguarding Lead, will be required to undertake level 3 safeguarding training
every 3 years to ensure they are clear how to implement the SCCO safeguarding policy and
procedure and are aware of their responsibilities.
The SCCO M9 and POD Course Director will be required to provide evidence of level 3
safeguarding training and M9 and POD tutors will be required to provide evidence of level 2
safeguarding training prior as a prerequisite to teaching on these courses. All tutors will
receive a copy of this policy and be expected to follow the guidance and procedures.

7.2. Student Training
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Paediatric diploma students are required to undertake level 2 safeguarding training as a
prerequisite to the course. They then receive further training on the application of safeguarding
knowledge to the osteopathic context.

8. Mentoring and supervision
The SCCO understand that being involved in reporting a safeguarding issue can be both upsetting
and stressful. The SCCO will provide support to employees, tutors and students who are involved
in safeguarding issues. This will be organised by the Safeguarding Lead.

9. Whistle blowing
The SCCO recognises the importance of building a culture that allows all staff, tutors and students
to feel comfortable about sharing information, in confidence and with a lead person, regarding
concerns they have about a colleague’s behaviour. This will also include behaviour that is not
linked to child abuse but is perceived to contravene those behaviours described in the Osteopathic
Practice Standards.

10. Complaints procedure
The SCCO has a clear procedure that is capable of dealing with complaints from all students,
tutors, employees and visitors (including children and accompanying adults or parents). The SCCO
does not treat children directly but should it receive a complaint or concern about a child from any
quarter it would respond according to this Safeguarding Policy and Procedure.

11. Contact Details
These are the contact details to use should you wish to report any safeguarding concerns:
Chief Executive Officer – Safeguarding Lead
Name

Jill Parker-Mowbray

Telephone

01453 767607

Email Address

ceo@scco.ac

Chair of Trustees
Name

Jane Easty

Telephone
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Email Address

12. Policy Review
This policy will be reviewed annually or sooner should the need arise.
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13. Declaration
The responsibility for ensuring that this policy is reviewed belongs to the CEO.
We have reviewed and accepted this policy
Signed by:

Jane Easty

Position:

Chair of Trustees

Signature:

25/1/21

Date:
on behalf of the SCCO

Employees of the SCCO have been consulted on how we implement this policy
Signed by:

Jill Parker-Mowbray

Position:

CEO & Safeguarding Lead

Signature:

19/1/21

Date:

Revision History
Version

Change

Author/Reviewer

Date of Change

1.0 First draft

Sally Pettipher

4th August 2015

1.2 No change

Sally Pettipher

31st Jan 2017

1.3 Fully revised and updated

Deborah Smith

1st December 2018

1.4 Reviewed – no change

Jill Parker-Mowbray

4th Dec 2019

1.5 Reviewed – Chair details updated

Jill Parker-Mowbray

19 Jan 2021
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Appendix 1 - GOsC DBS registration obligations
GOsC website www.osteopathy.org.uk – registration procedure for UK residents
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Appendix 2 – Guidelines on recognising abuse, indicators and
injury patterns
These general guidelines are for employees and tutors. They are adapted from the Royal College
of GPs/NSPCC Safeguarding Children Toolkit for General Practitioners 2014.
These guidelines are here to protect children and employees alike. The list below is by no means
exhaustive and all employees and tutors should remember to conduct themselves in a manner
appropriate to their position. Wherever possible, you should be guided by the following advice. If it
is necessary to carry out practices contrary to it, you should only do so after discussion with, and
the approval of your line manager, course director or a Trustee.
•
•
•
•
•
•
•
•
•
•
•
•
•
•

You must challenge unacceptable behaviour
Respect a child’s right to personal privacy and encourage children, young people and
adults to feel comfortable to point out attitudes or behaviours they do not like.
Respect the wishes of a child as you would an adult
Remember that children regard adults as role models and ensure that your behaviour,
language, gestures, etc. are appropriate and above reproach
Prevent any other member of staff, volunteer or member of the public from putting any child
in a situation in which there is a significant risk to their health and safety
Protect a child from physical, emotional or sexual abuse or neglect.
Involve children in decision-making as appropriate.
Be aware that someone else might misinterpret your actions
Don’t engage in or tolerate any bullying of a child, either by adults or other children.
Never promise to keep a secret about any sensitive information that may be disclosed to
you but do follow organisation guidelines on confidentiality and sharing information.
Never offer a lift to a child in your own car.
Never exchange personal details such as your mobile number or home address with child.
Don’t engage in or allow any sexually provocative games involving or observed by children,
whether based on talking or touching.
Never show favouritism or reject any individuals.

Internet, mobile phones and electronic equipment
You must always act responsibly with regard to internet, electronic and telecommunications
equipment (including use of mobile phones and tablets), and use them in a professional, lawful and
ethical manner.
Inappropriate types of sites
Accessing or downloading data from inappropriate websites, (e.g., pornographic websites or
emails, racist, sexist or gambling websites or emails, sites promoting violence and illegal software)
on SCCO computers or during work time is forbidden and may lead to disciplinary proceedings.
Recognition of abuse
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Recognising child abuse is not easy and it is not our responsibility to decide whether or not abuse
has taken place. However, it is our responsibility to act if we have any concerns. Guidance follows
in Appendix 3 on recognising the possible symptoms of abuse in the four main areas: physical,
emotional, sexual and neglect.
Reactive measures
While every precaution may be taken to prevent an incident from occurring, we recognise that
thorough and professional reactive measures are necessary. The SCCO Child Protection
procedure set out those steps to be taken with respect to any concerns relating to child protection.
Disclosure of an allegation of abuse
If a child discloses information about abuse, whether concerning themselves or a third party,
employees must immediately pass this information on to the Safeguarding Lead and follow the
child protection procedure.
It is important to remember that it can be more difficult for some children to tell someone for the
first time than for others. Children who have experienced prejudice and discrimination through
racism may well believe that people from other ethnic groups or backgrounds do not really care
about them. They may have little reason to trust those they see as authority figures and may
wonder whether you will be any different. They may have feelings of shame, guilt or fear of being
stigmatized. They may fear the consequences of telling someone. Children with a disability may
have to overcome barriers before disclosing abuse. They may well rely on the abuser for their daily
care and have no knowledge of alternative sources.
Responding to a child making an allegation of abuse
• The priority is to always remain child-focussed.
• Stay calm
• Listen carefully to what is being said
• Find an appropriate early opportunity to explain that it is likely the information will need to
be shared with others – do not promise to keep secrets
• Allow the child to continue at his/her own pace
• Ask questions for clarification only, and at all times avoid asking questions that are leading
or suggest a particular answer
• Reassure the child that they have done the right thing by telling you
• Tell them what you will do next and with whom the information will be shared
• Record in writing what has been said using the child’s own words as much as possible –
note date, time, any names mentioned, to whom the information was given and ensure that
paper records are signed and dated, and electronic records subject to audit trails
• Do not delay in passing this information on.
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Appendix 3 – What is abuse and neglect?
This advice is adapted from the Royal College of GPs/NSPCC Safeguarding Children and Young
People – A toolkit for General Practitioners 2011 and Working Together to Safeguard Children
2018.
Definition
Abuse and neglect are forms of maltreatment of a child. Somebody may abuse or neglect a child
by inflicting harm, or by failing to act to prevent harm. Children may be abused in a family or in an
institutional or community setting; by those known to them or, more rarely, by a stranger, for
example on the internet. They may be abused by an adult or adults, or another child or children.
There are said to be four types of child abuse
1. Physical Abuse
2. Emotional Abuse
3. Sexual Abuse
4. Neglect
There is also another form of child abuse of which Osteopathic practitioners should be aware and
that is Fabricated or Induced Illness in children (FII). The characteristics of fabricated or induced
illness are that there is a lack of the usual corroboration of findings, with case history, symptoms
and signs or in circumstances of proven organic illness a lack of the usual response to proven
effective treatments.
General Indicators - The risk of Child Maltreatment is increased when:
Parent, carer, sibling or another adult in the house has one or more of the following:
• Substance misuse difficulties
• History of domestic abuse
• Emotionally volatile or problems managing their anger
• Experiencing mental health problems
Risks are compounded if there is a lack of support from family or friends.
Risk factors for recurring or persistent child abuse and neglect:
• Not engaging with services
• One or more previous episodes of abuse or neglect
• Mental health or substance misuse problems
• Chronic parental stress
• Parent or carer experienced abuse or neglect as a child

Physical Abuse
Physical abuse may involve hitting, shaking, throwing, poisoning, burning or scalding, drowning,
suffocating, or otherwise causing physical harm to a child. Physical harm may also be caused
when a parent or carer fabricates the symptoms of, or deliberately induces, illness in a child.
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Indicators:
• Bruising in non-mobile babies, especially facial bruising
• Multiple bruising, with bruising in ‘protected’ areas or unusual bruises of different ages.
• Facial/head/neck injury
• Inconsistent history
• Late presentation of injury
• Unexplained injuries
• Unusual injuries depending on the age of the child
• Presence of other injuries
• Patterns of repeat injuries
Child shows (depending on age):
• arms and legs inappropriately covered in hot weather [concealing injury]
• withdrawal from physical contact
• self-destructive tendencies
• aggression towards others
• fear of returning home
• running away from home

Emotional Abuse
Emotional abuse is the persistent emotional ill-treatment of a child such as to cause severe and
persistent adverse effects on the child’s emotional development. It may involve conveying to
children that they are worthless or unloved, inadequate, or valued only insofar as they meet the
needs of another person. It may include not giving the child opportunities to express their views,
deliberately silencing them or ‘making fun’ of what they say or how they communicate. It may
feature age or developmentally inappropriate expectations being imposed on children which may
include interactions that are beyond a child’s developmental capability, as well as overprotection
and limitation of exploration and learning, or preventing the child participating in normal social
interaction. It may involve seeing or hearing the ill-treatment of another. It may involve serious
bullying (including cyber bullying), causing children frequently to feel frightened, or the exploitation
or corruption of children. Some level of emotional abuse is involved in all types of maltreatment of
a child, though it may occur alone.
Parental risk factors include – substance misuse, verbal/physical aggression, voicing negative
thoughts about a child, blaming or belittling a child in public, unrealistic expectations, always
assuming the child is at fault, threatening the child, using corporal or emotionally severe
punishment, being cold, uncomforting and unsupportive.
Radicalisation is not described as a form of emotional abuse.
Indicators:
• Failure to thrive
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Physical/ Mental/ Emotional developmental delay
Babies: feeding difficulties, irritability.
Toddler: sleep refusal, food refusal, behavioural difficulties, communication delay.
School age: low self-esteem, withdrawn or shy, difficulty making friends, secondary enuresis,
encopresis, hiding or scavenging food, unexplained change in emotional or behavioural state,
school refusal; precocious or coercive sexualised behaviour, self-harm, somatisation – aches,
pains.
• Adolescent: self-harming/mutilation, extremes of emotion, aggression or passivity, drug and/or
solvent abuse, risk taking, sexual experimentation, homelessness due e.g. to family conflict,
running away, school refusal, responsibilities which interfere with normal daily activities (such as
school) – for example Young Carers.
•
•
•
•

Young carers are children and young persons under 18 who provide or intend to provide care
assistance or support to another person. They carry out, on a regular basis, significant or
substantial caring tasks and assume a level of responsibility which would usually be associated
with an adult. The person receiving care is often a parent but can be a sibling, grandparent or other
relative who is disabled, has some chronic illness, mental health problem or other condition
connected with a need for care support or supervision.
Children as young as three years old have been found to be caring for siblings as well as adults.
Young carers may be subject to emotional abuse and neglect including deprivation of access to
education and normal childhood activities and when discovered require careful assessment and
appropriate referral to social care.

Sexual Abuse
Sexual abuse involves forcing or enticing a child or young person to take part in sexual activities,
not necessarily involving a high level of violence, whether or not the child is aware of what is
happening. The activities may involve physical contact, including penetrative (e.g. rape or oral sex)
or non-penetrative acts. They may include involving children in looking at, or in the production of
sexual images, watching sexual activities, encouraging children to behave in sexually inappropriate
ways, or grooming a child in preparation for abuse. It is not solely perpetrated by adult males,
women and other children can also commit acts of sexual abuse.
Indicators
• Persistent unexplained ano-genital symptoms including recurrent or atypical UTIs where there is
no underlying physical anomaly.
• Sexually transmitted infection
• Sudden unexplained difficulty in sitting or walking
• Sudden changes in behaviour or routine
• School refusal or spending excessive time at school
• Inappropriate sexual behaviours, disinhibition
• Secrecy, distrust of familiar adult, anxiety if left alone with particular person
• Self-harm/mutilation/attempted suicide
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• Concealed pregnancy
• Relationships with older men – power differential

Neglect
Neglect is the persistent failure to meet a child’s basic physical and/or psychological needs, likely
to impair the child’s health or development. Neglect may occur during pregnancy as a result of
maternal substance abuse. Once the child is born neglect may include a parent or carer failing to:
provide adequate food, shelter and clothing, protect a child from physical or emotional harm or
danger, ensure adequate supervision or ensure access to appropriate medical care or treatment. It
may also include neglect of, or unresponsiveness to, a child’s basic emotional needs.
Parental risk factors include: domestic abuse, substance misuse, mental health problems, limited
parenting skills – maybe associated with a history of childhood abuse and/or learning difficulties,
household stress or children left repeatedly without supervision.
Indicators:
• Failure to thrive
• Delayed physical, social and emotional development and communication skills
• Health neglect – Parents failing to engage appropriately with healthcare, Dental neglect such as
untreated tooth decay. Treatment for medical problems not being given consistently, poor
compliance with medication for chronic long-term conditions. Failure to attend for immunisations
and other preventative care. Repeated apparently accidental injuries suggesting inadequate
supervision.
Infants - Faltering growth (may be due to poor feeding). Poor hygiene, poor state of clothing,
persistently smelly or dirty, nappy rash. Withdrawn, lethargic, depressed. Self-stimulation
behaviour such as rocking, head-banging. Poor attachment to parent/carer.
Early childhood - Short stature, dirty, unkempt, delay in learning new skills, learning slow and
painful, speech and language delay, frequent severe infestations (scabies, head lice), repeated
animal bites, insect bites or sunburn.
School age - Severe educational deficits: learning disabilities, poor problem solving, poor reading,
writing and maths; disruptive/overactive in class; desperate for attention; overcompensation,
encopresis/enuresis, guilt/self-blame, self-harming, disturbed eating patterns, low self-esteem, lack
of social relationships, difficulty making friends, homelessness.
Injury Patterns
There are a number of injury patterns that cause immediate concern in terms of Child Protection:
amongst which are:
• Bruising – uncommon location, bruises in a non-mobile child, bruising away from bony
prominences, multiple bruises, bruises in a defined pattern e.g. the imprint of an implement
• Thermal injuries – burns or scalds if injury explanation absent or unsuitable, in unexpected area,
shape of an implement, or indicate immersion
• Fractures – one or more in absence of medical condition or suitable explanation
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• Lacerations, abrasions, scars – symmetrical, unexplained, unexpected, unlikely areas
• Bites – visible wounds, indentations or bruising
• Head injury – swelling, bruising, unusual behaviour, seizures, vomiting, respiratory problems
Further information on injury patterns can be found at:
https://learning.nspcc.org.uk/child-abuse-and-neglect/physical-abuse#recognising

Young People
Young people or older children may be at risk from community-based violence such as gang,
group and knife crime. Safeguarding involves responding effectively to the needs of children at risk
of suffering violence within the community. Young people and older children may also be at risk
through internet activity leading to abuse and grooming, appropriate action needs to be taken to
address concerns.

Fabricated or Induced illness in children (FII)
For more information please go to: https://www.nhs.uk/conditions/fabricated-or-induced-illness/
This is a rare form of child abuse when a parent of carer deliberately causes or exaggerates
symptoms of illness in the child. The characteristics of fabricated or induced illness are that there is
a lack of the usual corroboration of findings, with case history, symptoms and signs or in
circumstances of proven organic illness a lack of the usual response to proven effective
treatments.
There may be a discrepancy in the clinical picture with one or more of the following:
• Reported signs or symptoms only in the presence of the carer
• Reported signs and symptoms not explained by any medical condition child may be
suffering from
• Multiple second opinions being sought or contact with several secondary care specialists in
different departments or hospitals
• Inexplicably poor response to medication or treatment or excessive use of aids
• Biologically unlikely history of events even if the child has a current or past physical or
psychological condition
• New symptoms are reported on resolution of previous ones
•

Child’s daily activities are being curtailed e.g. school attendance beyond that expected for
any medical disorder the child has

21 of 31

Appendix 4 – Sexual Offences
Information taken from Sexual Offences Act 2003 and The RCGP/NSPCC Safeguarding Children
Toolkit for General Practice 2014

In England and Wales the Sexual Offences Act 2003 applies. It states that “Any sexual intercourse
with a child under 13 will be treated as rape. Other non-consensual offences against children under
13 are sexual assault by penetration, sexual assault, and causing or inciting a child to engage in
sexual activity. Offences of sexual activity with a child under 16 cover a range of behaviour,
involving both physical and non-physical contact. As children and young persons
commit sexual crimes on other children, these offences apply also to persons under 18”.
However, the law goes on to state that children of the same or similar age are highly unlikely to be
prosecuted for engaging in sexual activity, where the activity is mutually agreed and there is no
abuse or exploitation
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Appendix 5 – Female Genital Mutilation
From 31st October 2015 it became a mandatory duty in England and Wales for health and social
care professionals and teachers to report any ‘known’ cases of Female Genital Mutilation (FGM) to
the police. Those registered with the General Osteopathic Council are specifically mentioned in
the list of registering bodies in the government document.
The Requirement
You must make a report if you are either:
v Informed by a girl under 18 that FGM has been carried out on her
v Observe physical signs that an act of FGM has been carried out on a girl under 18 years of
age
N.B. the duty applies to the age when the disclosure occurs so if an adult discloses she had FGM
when under 18 the duty does not apply.
It is a personal duty for the person to whom the disclosure was made to report. There are no
breaches of confidentiality in disclosing FGM in under 18s.
Reports should be made by the close of the next working day after disclosure or suspicion. The
exceptions to this are if disclosure would cause an immediate safeguarding risk to the child. It
would be best to discuss the case with your local safeguarding agency and keep clear records.
Reports must be made directly to the police – verbally or written. Keep a record of the reference
number for the case and your actions. Dialing 101 will take you through to your local police force.
The child’s family should be informed that you are making a report – why and what it means. This
must not be done if it will put the child at risk – take advice from your local safeguarding partners.
Identifying FGM
Countries where FGM is high risk
FGM is a cultural practice for specific populations in many African countries and parts of the Middle
East and Asia. It is estimated 100 to 140 million girls and women have experienced FGM.
High risk countries include Iraq, Israel, Oman, the United Arab Emirates, the Occupied Palestinian
Territories, India, Indonesia, Malaysia and Pakistan. The highest risk African countries include
Egypt, Somalia, Sudan, Ethiopia, Mali, Guinea, Sierra Leone, Burkina Faso, Gambia and Chad.
In the UK FGM is identified amongst migrants from high risk countries.
Risks of FGM
• Country of origin – high risk
• Girl born to a woman who had FGM
• Girl with a sister who has already had FGM
• Girls in age bracket 5 – 8 years (although FGM takes place up to age 15 in some
communities)
• Girls being taken overseas to the country of origin
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Indications FGM has already taken place
• Girl with difficulty standing, sitting or walking, and looks uncomfortable
• Difficulties urinating
• Frequent urinary, menstrual or stomach problems
• Pelvic pain or discomfort
• Pain during intercourse
HM Government (2016) Female Genital Mutilation Multi-agency Statutory Guidance, Available at:
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genitalmutilation
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Appendix 6 – Child Protection Incident Reporting Form
Name of Child

Date of Birth

Venue

Age

Date

Email address

Name of Parent/Guardian

Time

Address with Postcode

Telephone Number(s)

Record the following factually: What are you worried about? Who? What (if recording a verbal disclosure
by a child use their words)? Where? When (date and time of incident)? Any witnesses?

What is the child/young person’s account/perspective?

Any other relevant information (distinguish between fact and opinion). Previous concerns.

Action to be taken – record of whom information passed to, when, and their response. Follow-up if
necessary.

Your name

Position

To whom reported

26 of 31

Date of reporting

Signature

Date

Appendix 7 – Body Maps & Recording Forms
When you notice an injury to a child, try to record the following information in respect of
each mark
Exact site of injury on the body
Size of injury

Shape of injury

Colour of injury

Is the skin broken?

Is there any swelling at the site of
the injury or elsewhere?
Is there a scab? any blistering?
any bleeding?

Is the injury clean? or is there
grit/fluff etc?
Is mobility restricted as a result of
the injury?
Does the site of the injury feel
hot?
Does the child feel hot?
Does the child feel pain?
Has the child’s body shape
changed/are they holding
themselves differently?
Any other relevant information
(distinguish between fact and
opinion)
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Use the following Body Maps to record and further describe each mark. Complete the final
recording and witness form for each record.
•

You should not take any photographic evidence

Body Maps - Baby / Toddler
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Body Maps - Child
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Body Map Recording & Witness Form
Body Map Recording and Witness Form
Child or Young Person Name

Date of Birth

Date and time Body Map completed

Name of Person completing Body Map
(please print)

Signature of Person completing Body
Map

Position / Role

Name of Witness to Body Map
completion (please print)

Signature of Witness
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