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1.0 INTRODUCTION

The Children Act 1989 and 2004 and the associated statutory guidance, ‘Working Together to Safeguard Children’ (HM Government, 2018) and ‘Promoting the Health and Well-being of Looked After Children’ (DH, 2015) set out the principles for safeguarding and promoting the welfare of children and young people.  This policy outlines how Duke Street Surgery will fulfil their legal duties and statutory responsibilities effectively in accordance with safeguarding children procedures of safeguarding partnerships of LSCICB.

The majority of children and their families in the UK are registered with a GP and general practice remains the first point of contact for most health-related issues.  The Practice recognises that GP’s and their practice teams have a key role not only in providing high-quality services for all children but also in identifying and responding to the needs of vulnerable children and their families, supporting victims of abuse and neglect, and providing on-going care and assessment while contributing to case conferences and multi-agency plans.  Identification of child abuse has been likened to putting together a complex multi-dimensional jigsaw.  GP’s and their teams, who hold knowledge of family circumstances and can interpret multiple observations accurately recorded over time, are often the only professionals holding vital pieces necessary to complete the picture and therefore play a key role in completing the jigsaw to safeguard children and young people.   

This local policy should be read in conjunction with:
Lancashire: http://panlancashirescb.proceduresonline.com/index.htm 
Cumbria: http://cumbrialscb.proceduresonline.com 
North Yorkshire: https://www.safeguardingchildren.co.uk/professionals/nyscb-procedures/


2.0 SAFEGUARDING CHILDREN POLICY STATEMENT

The Practice adopts a zero-tolerance approach to child abuse and neglect.
This policy therefore outlines how the Practice will fulfil its statutory responsibilities and ensure that there are in place robust structures, systems and quality standards for safeguarding children, and for promoting the health and welfare of Looked After Children which are in line with the multi-agency safeguarding children partnership boards of:

Lancashire: http://www.lancashiresafeguarding.org.uk/ 
Cumbria: https://www.cumbriasafeguardingchildren.co.uk/default.asp 
North Yorkshire: https://www.safeguardingchildren.co.uk/ 

This policy sets out for employees, volunteers, students and contractors/temporary/locum workers what to do in the event of identifying harm, exploitation, coercion and/or abuse.

In line with the Duke Street Surgery Equality and Diversity Policies and Sustainability impact assessment, this policy aims to safeguard all children and young people who may be at risk of abuse, irrespective of disability, race, religion/belief, colour, language, birth, nationality, ethnic or national origin, gender or sexual orientation.  Approaches to safeguarding children must be child centred, upholding the welfare of the child as paramount (Children Acts 1989 and 2004). 

All Practice Staff must respect the alleged victim’s (and their family’s/ carers) culture, religious beliefs, gender, and sexuality.  However, this must not prevent action to safeguard children and young people who are at risk of, or experiencing, abuse.  All Practice staff has individual responsibility for the protection and welfare of children and must know what to do if they are concerned that a child is being abused or neglected.

All reasonable endeavours should be used to establish the child, young person and families/carer’s preferred method of communication, and to communicate in a way they can understand.  This will include ensuring access to an interpretation service where people use languages (including signing) other than English.  Every effort must be made to respect the person’s preferences regarding gender and background of the interpreter.

3.0     DEFINITIONS

Definitions in relation to the following terms used within this document are taken from statutory guidance (HM Government, 2018):

3.1	Child” or “young person, as in the Children Act 1989 and 2004, is anyone who has not yet reached their 18th birthday.  The fact that a child has reached 16 years of age, is living independently or is in further education, is a member of the armed forces, is in hospital or in custody in the secure estate, does not change his/her status or entitlements to services or protection.  Where ‘child’ or ‘children’ is used in this document, this refers to children and young people.

3.2	Safeguarding and promoting the welfare of children are defined as:
· protecting children from maltreatment
· preventing impairment of children’s health or development
· ensuring that children are growing up in circumstances consistent with the provision of safe and effective care
· taking action to enable all children to have the best outcomes

3.3 	Child in Need is defined under the Children Act 1989 as a child who is 	unlikely to achieve or maintain a satisfactory level of health or 	development, or their health and development will be significantly 	impaired, without the provision of services; or a child who is disabled. 	In such circumstances assessments by a social worker are carried out 	under Section 17 of the Children Act 1989 with parental consent.

3.4 	Child Protection is one element of safeguarding and promoting 			children’s welfare.  Child protection refers to the activity that is 			undertaken to protect specific children who are suffering, or are likely to 		suffer, significant harm.

3.5 	Significant Harm is the concept introduced by the Children Act 1989 		as the threshold that justifies compulsory intervention in family life in 		the best interests of children.  It gives Local Authorities a duty to make 		enquiries to decide whether they should take action to safeguard or 		promote the welfare of a child who is suffering, or likely to suffer, 			significant harm.

		There are no absolute criteria on which to rely when judging what 			constitutes significant harm.  However, the Children and Social Work Act 		(2017) makes reference to when a child is seriously harmed for the 			criteria for a “Child Safeguarding Practice Review” (replaces Serious 		Case Reviews), and states that ‘serious harm’ includes serious or long-		term impairment of mental health or intellectual, emotional, social or 		behavioural development. 

3.6	Child Safeguarding Practice Reviews (CSPR) previously Serious Case 	Reviews
    
      	Serious child safeguarding cases are those in which:
· Abuse or Neglect of a child is known or suspected and
· The child has died or been seriously harmed
            
Serious harm includes (but is not limited to) serious and/or long-term impairment of a child’s mental health or intellectual, emotional, social, or behavioural development.  It should also cover impairment of physical health.  This is not an exhaustive list.  When making decisions, judgment should be exercised in cases where impairment is likely to be long-term, even if this is not immediately certain.  Even if a child recovers, including from a one-off incident, serious harm may still have occurred.

The purpose of the reviews is to raise local issues of importance and aim to identify improvements to practice and protect children from harm. 
	
	GP Practices have a duty to cooperate with CSPRs, share information, 
	attend and contribute to learning events if requested to do so.

3.7     Child Death Overview Panel (CDOP)

	The Child Death Overview Panel (CDOP) is a multi-agency group 		which reviews all child deaths up to the age of 18 years.  Procedures for each locality can be found here:
		Lancashire: LSCB CDOP
		Cumbria: CSCP CDOP
		North Yorkshire: NYSCP CDOP

	Since April 2008 it has been a statutory requirement to notify all child 	deaths to a central point, regardless of the age of the child or the cause 	of death. 

GPs are expected to contribute to the Child death Review process and may be asked to attend meetings where appropriate or be asked to complete a reporting form. See Child death review: statutory and operational guidance (England)

3.8 	Multi-Agency Risk Assessment Conference (MARAC)

This section should be read in conjunction with the GP Sample policy for Domestic Abuse. MARAC is a multi-agency meeting where information is shared about high-risk victims of domestic abuse (those at risk of murder or serious harm) and has the safety of these victims at the heart. 
This process may give rise to safeguarding concerns for children 		and young people.  The Domestic Abuse Act 2021 recognises children 	as victims of domestic abuse in their own right if they see, hear or
experience the effects of Domestic Abuse.
  
3.9 	Multi-agency Public Protection Arrangements (MAPPA)

		These arrangements are designed to protect the public and previous 		victims from serious harm by sexual and violent offenders.  GP 			Practices may be requested to provide health information to contribute 		to an up-to-date risk assessment to ensure that the offender is 			managed appropriately.

		More information can be found at: 
		Multi-agency public protection arrangements (MAPPA) - GOV.UK




3.10 	Domestic Homicide Reviews

Domestic Homicide Reviews (DHR’s) are a statutory requirement, and all health organisations are required to participate in the reviews.  	  Therefore, this Practice acknowledges this obligation and will contribute as required 

4.0 ROLES AND RESPONSIBILITIES

All professionals have a legal responsibility to safeguard all children under the age of 18 years in compliance with Working Together (2018) and local safeguarding procedures.  This is also documented in Safeguarding Children, Young People and Adults at Risk in the NHS: Safeguarding Accountability and Assurance Framework (2019)
	
4.1 	The Safeguarding Children Partnership Board (previously LSCB) 

Children Safeguarding Partnerships were established in September 2019.  The statutory partners of the Safeguarding Partnerships are the Police, NHS Clinical Commissioning Groups (CCG’s) and the Local Authority.  In accordance with Working Together (2018) the purpose of local safeguarding arrangements will be to support and enable local organisations to work together in a system that delivers safeguarding arrangements of the highest quality, which promotes the welfare of children whatever their circumstances.

4.2	The Local Authority 

The Local Authority is responsible for investigating allegations of child abuse in conjunction, and with the participation of, other agencies.  It also leads the Child in Need process.

The Local Authority work with all health services, including Primary Care, Education, Police, Prison and Probation services, District Councils and other organisations such as the NSPCC, Domestic Abuse Services, Youth Services and Armed Forces, all of whom contribute and work together to share responsibility for safeguarding children and promoting their welfare.

	4.3	Clinical Commissioning Groups 

		Clinical Commissioning Groups should employ, or have in place, a 			contractual agreement to secure the expertise of Designated 			Practitioners, such as Designated Doctors and Nurses for 				safeguarding children and Designated Doctors and Nurses for 			Looked After Children (and Designated Doctor or Paediatrician for 			unexpected deaths in childhood).

		CCGs are required to employ a Named GP to advise and support GP 		Safeguarding Practice Leads. GPs should have a lead and deputy lead 		for safeguarding, who should work closely with the Named GP based in 		the clinical commissioning group (Working Together HM Government 		2018)  Working together to safeguard children - GOV.UK 

	 4.4 	Primary Care 

Primary Care has a statutory duty under Working Together (2018) to contribute to the child protection process; this includes the provision of written reports and attendance where possible for child protection conferences and core groups.
			
			General Medical Council (GMC) guidance aims to help doctors to 				protect children and young people who are living with their families or 			living away from home (e.g., children in care).  It covers some areas 			which can be difficult and challenging for any practitioner encountering 			safeguarding concerns. 

		The Nursing and Midwifery Council’s (NMC) Code of Conduct states 		that Nurses should raise concerns immediately if they believe a 			person is vulnerable or at risk and needs extra support and 				protection.

All staff have a responsibility for raising concerns, sharing information and working together with statuary agencies to contribute to Early Help, Child in Need and Child Protection processes.  
All clinical practice staff are expected to take reasonable steps to identify the possibility of abuse and prevent it before it occurs by sharing information, referring to children’s social care in a timely manner where appropriate. 

		The Practice Manager should ensure that safeguarding responsibilities 		are clearly defined in all job descriptions.  For employees of the 			practice, failure to adhere to this policy and procedures could lead 			to dismissal and/or constitute gross misconduct.

	4.5		Practice Safeguarding Lead/Deputy/Champion

		All practices should have a GP Practice Safeguarding Lead for 			both children and adult safeguarding (this may be the same 				person depending on the size and structure of the practice). 				There should also be a deputy GP Safeguarding 					Lead/Champion as recommended in national guidance 				(Working Together 2018) 

		The GP Practice Safeguarding Lead is the GP who oversees the 			safeguarding work within the GP practice. 
		The Safeguarding Lead will:
· Promote good professional practice by supporting the local safeguarding systems and providing advice and expertise for fellow professionals
· Promote a culture of learning and safeguarding supervision and be responsible for facilitating training opportunities and disseminating learning from local and national learning reviews
· Contribute to the Safeguarding GP Champion / Safeguarding Lead Forums and dissemination of information to practice members
· Work with the whole Primary care Team to embed good safeguarding practice and ethos 

	Depending on Practice size and structure, there may also be a Practice Safeguarding Deputy Lead and/or Champion who will assist the Practice Safeguarding Lead in their role. 
	The practice should ensure that the Safeguarding Lead is supported in their duties, allowing protected time for these to be carried out and allowing time for additional training that the Safeguarding Lead is required to undertake.  It is worth noting that the practice Safeguarding Lead/Deputy Lead does not take away the responsibility of any other member of staff to act on safeguarding concerns.

	4.6	Designated and Named Professionals
 
		It is important that practices ensure that staff are aware who is, and 		how to contact the Designated and Named Professionals for Adult and 		Children’s Safeguarding for advice and support (see Appendix 1 for 		contact details of CCG safeguarding children professionals)

4.7		Individual staff members, including all partners, employed staff 		and volunteers need to:
		
· To be alert to the potential indicators of abuse or neglect for children and adults and know how to act on those concerns in line with local guidance.

· To take part in training, in accordance with their roles and responsibilities as outlined by the training frameworks of each Intercollegiate Documents, for Safeguarding Children, Looked after Children and for Safeguarding Adults and implementation of the Mental Capacity Act

· Contribute, when requested to do so, to the multi-agency meetings established to safeguard and protect children.
· Minimise any potential risk to children.
· Understand the principles of confidentiality and information sharing in line with local and government guidance at: 
	Lancashire:  Information Sharing and Confidentiality
	South Cumbria: Information Sharing Protocol 
	North Yorkshire: Partnership Information Sharing Form

5.0 RECOGNITION OF ABUSE 

Recognising child abuse is not easy, however, it is our responsibility to act if we have any concerns and share relevant information where necessary.

5.1	Abuse is a form of maltreatment of a child.  Somebody may abuse or 	neglect a child by inflicting harm, or by failing to act to prevent harm. 	Children may be abused in a family or an institutional or community 	setting, by those known to them or abuse can take place online, or technology be used to facilitate offline abuse.  Children may be abused by an adult(s), or other child(ren).

There are 4 categories of abuse: 

5.2	Physical abuse: May involve hitting, shaking, throwing, poisoning, 			burning, or scalding, drowning, suffocating, female genital mutilation 		(FGM) 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.

		If a child presents with an injury, it is important to note whether the 			injury is consistent with:
· The history provided
· The child’s developmental age (remember that developmental age is not always related to chronological age) 
· Be alert to multiple bruises with bruising in ‘protected’ areas or unusual bruises. 
 
Injuries to non-independently mobile children  
Non-independently mobile children include not only babies but older children with physical disabilities who are not independently mobile.  The likelihood of children sustaining accidental injuries increases with mobility.  Serious Case Reviews both local and national have identified that professionals sometimes fail to recognise this highly predictive value (for child abuse) of the presence of injuries to non-independently mobile children.  Infants under 12 months are at increased risk of non-accidental injury (NAI).  It is important to remember that “those who can’t cruise rarely bruise” and any injury to a child who is not independently mobile should be treated with concern.  A small, apparently insignificant bruise in a baby might be a marker for a serious life-threatening injury

		Please also refer to: Appendix 5,6,&7 for North Lancashire 
‘Bruises on children’: NICE guidance
NSPCC Bruises Information 
Cumbria Guidance Bruising in non-independently mobile children   

Abusive Head Trauma  
Coping with a crying baby can be very stressful for parents and crying has been found to be the main trigger for babies being shaken. Research has shown that campaigns to educate parents and care givers in coping with crying can reduce the rates of abusive head trauma by up to 75%.
The ICON campaign (Babies cry, you can cope) offers advice and support to parents/carers and professionals and more information can be found here ICON 

The six-week postnatal check is the ideal time to enquire with parents and carers about their babies crying – infant crying often hits a peak at 6-8 weeks of age.  

5.3	Emotional abuse: Emotional abuse is a form of significant harm which 	involves the persistent emotional maltreatment of a child such as to 	cause severe and persistent adverse effects on the child’s emotional 	development. 

It may involve conveying to children that they are worthless or unloved, 	inadequate, or valued 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.  These may 	include interactions that are beyond the child’s developmental capability, as well as overprotection and limitation of exploration and 	learning, or preventing the child participating in normal social 	interaction. 

It may involve seeing or hearing the ill-treatment of another as in domestic abuse.  It may involve serious bullying (including cyber bullying), causing children 	frequently to feel frightened or in danger, or the exploitation or corruption of children.  Some level of emotional abuse is involved in all types of maltreatment of a child, though it may occur alone.

5.4	Sexual abuse: Involves forcing or enticing a child or young person to 	take part in sexual activities, this may not necessarily always involve a 	high level of violence, the child may not always be aware they are 	being abused or know what is happening.  The activities may involve 	physical contact, including assault by penetration (for example, rape or 	oral sex) or non-penetrative acts such as masturbation, kissing, 	rubbing and touching outside of clothing.  They may also include non-	contact activities, such as involving children in looking at, or in the 	production of, sexual images, watching sexual activities, encouraging 	children to behave in sexually inappropriate ways, or grooming a child 	in preparation for abuse.  Sexual abuse can take place online, and 	technology can be used to facilitate offline abuse.

	Sexual abuse can occur in many situations including interfamilial; and 	is not solely perpetrated by adult males, women can also commit acts 	of sexual abuse, as can other children.  Child Sexual Exploitation (CSE) 	is also a form of sexual abuse; see below for further information around 	CSE. 

5.5	Neglect: Neglect is the persistent failure to meet a child’s basic 	physical and/or psychological needs, likely to result in the serious 	impairment of the child’s health or development.  Neglect may occur 	during pregnancy because of maternal substance abuse.  Once a 	child is born, neglect may involve a parent or carer failing to: 

· Provide adequate food, clothing, and shelter (including exclusion from home or abandonment).
· Protect a child from physical and emotional harm or danger.
· Ensure adequate supervision (including the use of inadequate care-givers); or
· Ensure access to appropriate medical care or treatment.
· Neglect may also include neglect of, or unresponsiveness to a child’s basic emotional needs.
		It may also include neglect of, or unresponsiveness to, a child’s basic 		emotional needs.

See Appendix 2 for indicators of Physical, Emotional, Sexual Abuse 	and Neglect. 

Also see GP Practice Policy: Children Not Brought to Appointments.

For more detailed guidance on how to recognise abuse and neglect refer to: 
Lancashire: Neglect
South Cumbria: Neglect
North Yorkshire: What is Child Abuse?
NICE guidance When to suspect child maltreatment accessed at: http://guidance.nice.org.uk/CG89


	


	5.6	Professional Curiosity

		Professional curiosity is the capacity and communication skill to 			explore and understand what is happening within a family rather than 		making assumptions or accepting things at face value.  This is a key 		facet of safeguarding and child protection work, so agencies must work 		together to ask the right questions, at the right time, ensuring that the 		voice of the child and their experience, is at the centre of what they do.

		All practitioners whose work brings them into contact with children and 		families should be alert to the signs of abuse and neglect, know where 		to turn to if they need to ask for help, and able to make referrals to 			children’s social care or to the police, if they suspect that a child is at 		risk of harm or is in danger.

Children will rarely disclose abuse and neglect themselves and, if they do, it will often be through their presentation, behaviours or comments. This makes identifying abuse and neglect difficult for professionals across agencies.  It is better to help children as early as possible, before issues get worse.  That means that all agencies and practitioners need to work together – the first step is to be professionally curious.

While the presence of a potential indicator of neglect/abuse does not 	necessarily mean that a child is being harmed, it will always warrant 	further investigation.  Practitioners must be ‘professionally curious’ to 	ascertain further information in the interests of the child.  It is always essential that professionals exercise professional curiosity as it is 		likely that signs of any form of abuse including neglect will be identified 	when dealing with an un-associated incident.

It is vital to recognise the importance of fathers in family life.  The role that they play in a child’s life, their history of parenting and their own experiences as children and how this affects them as adults, are too frequently overlooked by the services with responsibilities for safeguarding children and for supporting parents.  Research has shown that in the majority of cases, where babies have been injured or killed, men are between 2 and 15 times more likely than women to cause this type of harm in under 1s.  The greater prevalence of male abusers sits alongside a description of men as too often being ‘hidden’ or ‘invisible’ to safeguarding agencies.  The Child Safeguarding Practice Review Panel Report: The Myth of Invisible Men: Safeguarding Children under 1 year old from non- accidental injury recommends that agencies work to ensure that they fully explore and evaluate how best to engage and work with men. The Myth of Invisible Men (2021) 
GP’s and Practice staff can ask about and encourage fathers to be involved in the care of their children both antenatally and postnatally and ensure that families are linked within their recording systems. 
  	
5.7 	Parenting Capacity 
		Parenting capacity is defined as "the ability of parents or caregivers to 		ensure that the child’s developmental needs are being appropriately 		and adequately responded to, and to (be able to) adapt to (the child’s) 		changing needs over time".  This includes providing for the child’s basic 		physical needs, ensuring their safety, "ensuring the child’s emotional 		needs are met and giving the child a sense of being specially valued", 		‘’promoting the child’s intellectual development through encouragement 		and stimulation, demonstrating, and modelling appropriate behaviour 		and control of emotions, and providing a sufficiently stable family 			environment.
When dealing with parents with additional needs the practice will need to consider the impact that this has on their children, in particular their emotional development, and the parent’s capacity to protect a child from harm and meet their needs.  The parents own health needs should be addressed as they may have an adverse impact on their ability to exercise their parental responsibilities.  
In cases where parental additional needs may impact on the parent’s ability to meet the needs of their child the practice will work with other statutory agencies whenever necessary to support the family and improve the outcomes for these children.

Early Help 

Providing Early Help is more effective in promoting the welfare of children than reacting later.  Early Help means providing support as soon as a problem emerges, at any pointing a child’s life, from the foundation years through to the teenage years and can prevent escalation.  GP’s and Primary Care staff are well placed to identify children and families who would benefit from Early Help and to share information with other practitioners to support early identification and assessment.
Signs to indicate that Early Help may be needed include:  
· displaying disruptive or anti-social behaviour 
· being bullied or bullying others
· poor school attendance 
· poor general health 
· anxiety, depression, or other mental health issues
· misusing drugs / alcohol
· challenging relationships with parents or appearing unusually independent from their parents
domestic abuse, parental substance misuse, parental mental health issues  

Further information on how to access Early Help for children and families can be found on the links below:

Requesting Support from Children’s Services Lancashire 
Early Help Cumbria
Early Help North Yorkshire 
 Early Help Blackburn with Darwen 

Early Help Blackpool
. 
	5.8 	Adverse Childhood Experiences (ACE’s)

			Adverse Childhood Experiences (ACEs) are stressful or traumatic 		events that happen in childhood and can affect people as adults.  They 		include events that affect a child or young person directly, such as 			abuse or neglect.  ACEs also include things that affect children 			indirectly through the environment they live in.  This could be living with 		a parent or caregiver who has poor mental health, where there is 			domestic abuse, or where parents have divorced or separated.  ACEs 		can be single events, long-term or repeated experiences.

			The documents below have been developed by Public Health 			colleagues to assist organisations in Lancashire and South Cumbria to 		become ACE-aware and Trauma-Informed.  It provides a lexicon of 			descriptions and explanations of key terms and is intended they will be 		adopted across organisations to help communicate the concepts more 		clearly and consistently.

			Shared-Language-for-ACEs-and-Trauma Informed Practice 


6.0    Safeguarding Children in Special Circumstances

      	6.1      Looked After Children (LAC) and Care Leavers  

    
Most children who become looked after do so because of abuse and neglect; evidence and learning from serious case reviews highlights that looked after children are more likely to suffer further abuse and neglect once entering the care system.  Ensuring they are adequately safeguarded is therefore everyone’s responsibility.  Although they have many of the same health issues as their peers, the extent of these is often greater because of their past experiences.  For example, almost half of children in care have a diagnosable mental health disorder and two-thirds have special educational needs.  Delays in identifying and meeting their emotional well-being and mental health needs can have far reaching effects on all aspects of their lives, including their chances of reaching their potential and leading happy and healthy lives as adults (DfE, DH 2015).  Care leavers are a cohort of young people who are vulnerable to abuse due to their previous experiences and often their lack of ‘belonging’.  They are particularly targeted by contextual forms of abuse such as sexual and criminal exploitation.  When considering trauma informed practice, care leavers often have a high number of ACE’s that will influence their transition into an adult world. 

Please refer to GP Practice guidance for Looked After Children.    
 	
           6.2      Private Fostering

		Private fostering is when a child's parent or guardian arranges for them 		to be cared for and live with someone else, who is not a close relative.
		This applies where:
· The child is under 16, or if disabled is under 18.
· The arrangement will be for 28 days or more or 
· The arrangement is for less than 28 days but is one of a series of days that all together add up to 28 days. 
· The person who will look after them is not a close relative of the child (for example is not a brother, aunt or grandparent).

		Privately fostered children can be vulnerable as they may not see their 		families very often.  It is therefore important that their needs are 			assessed, and their situation monitored to safeguard their wellbeing.

		Professionals should determine where the child is living, with whom 		and whether the parent/carers have informed the local authority of any 		private fostering arrangements.  If professionals feel that Children's 			Social Care have not been informed, then they should notify Children's 		Social Care themselves. 
		Please also see:
Lancashire: Private Fostering                              
South Cumbria: Private Fostering                        
North Yorkshire: Private Fostering                              

	6.3	Children not accessing education.

Where it is discovered that a child is not receiving any form of education a referral must be made to the local authority in which the child lives.  Some parents choose to home educate their children and procedures for each locality can be found here:
Lancashire: Educating Your Child at Home
South Cumbria: Home Education in Cumbria
North Yorkshire: Elective Home Education

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

The term Perplexing Presentations (PP) has been introduced to describe the commonly encountered situation where there are alerting signs of possible FII (not yet amounting to likely or actual significant harm) when the actual state of the child’s physical, mental health and neurodevelopment is not yet clear, but there is no perceived risk of immediate serious harm to the child’s physical health or life.
GP’s hold lifelong relationships with patients and often have extensive knowledge of and relationships with multiple generations of families.  It is essential that that GPs are fully involved in the management of children with PP or where there are concerns about FII to best support families and work in partnership with other professionals to ensure the best outcomes. 
The Royal College of Paediatricians and Child Health Practitioners have published guidance on the management of children with perplexing presentations RCPCH: Perplexing Presentations (PP)/ Fabricated or Induced Illness (FII) in Children: Guidance  
      
Fabricated or Induced Illness (previously referred to as Munchausen 	Syndrome by Proxy) is a rare and potentially dangerous form of child 	abuse in which the parent/carer fabricates symptoms in their child or 	induces them by a variety of means.  Research has shown that the way 	in which a case of FII is managed can have a major impact on the 		outcome for the child.  The key issues are to assess the impact of FII on the outcome for the child’s health and development and to consider 	how best to safeguard that child.  This requires a clear and sound 		multi-agency approach, ensuring that all appropriate professionals are 	involved.  Multi-agency guidance for managing children where FII is 	suspected can be found here:
		Lancashire: Fabricated or Induced Illness 
South Cumbria: Safeguarding Children in whom Illness is Fabricated or Induced
North Yorkshire: Fabricated and Induced Illness
		
There may be a discrepancy in the clinical presentation and one or more of the following;
· Reported signs and symptoms only in the presence of the carer.
· Multiple second opinions sought (other GPs, secondary / tertiary 	centres).
· Inexplicable poor response to medication or excessive use of aids.
· Biologically unlikely history of events even if the child has a current or 	past psychological condition.
		Where a GP has concerns that a child may be subject to FII they must 		discuss their concerns with the Designated /Named Doctor for 			Safeguarding or where relevant, with the consultant providing care for 		the child.  
		In all cases of suspected FII, professionals should not discuss the 			referral with the parents/carers until a multi-agency action plan has 			been agreed.

	6.5	Domestic Violence and Abuse


		Domestic Abuse is a complex issue; this section should be read in 			conjunction with the GP Sample policy for Domestic Abuse.  It is a 			serious crime that can occur across all sections of society, in all social 		classes and cultures and is not age specific.  One in four women and 		one in six men will experience domestic abuse in their lifetime. 

The Practice GP Policy for Domestic abuse can be found:-  

Domestic abuse can seriously harm children and young people.  The Domestic Abuse Act 2021 states that children should be recognised as victims of Domestic Abuse	if they see, hear or experience the effects of Domestic abuse.  Witnessing domestic abuse is considered emotional abuse and can impact on the safety, health, and wellbeing of a child; including how they establish future relationships. 
For further information see NSPCC around spotting the signs in children and Department of Health Guidance on responding to Domestic Abuse. 
	
          6.6       So Called “Honour Based Abuse” 

		This section should be read in conjunction with the GP Sample Policy 		for Domestic Abuse. In some cultural groups there may be added 			complexities related to domestic abuse that are termed Honour Based 		Abuse.  
Cultural issues should be recognised in situations when people from different racial groups disclose domestic abuse.  Added pressures may be evident for these victims e.g., language barriers, dishonour of family, unfamiliarity with British culture, no British citizenship, no recourse to public funds and professionals should be mindful that there may be added safety factors to consider.  

		Safeguarding and protection of children and young people must still be 		addressed in accordance with locality procedures:

		Lancashire: Honour Based Abuse
		South Cumbria: Honour Based Violence
		

	6.7      Forced Marriage

		This section should be read in conjunction with the GP Sample Policy 		for Domestic Abuse.  Forced Marriage is not an arranged marriage.  A 		forced marriage is a marriage where one or both parties do not give 		willing consent and where there is duress involved, often resulting in 		domestic abuse which will impact on children living within the 			household.  

Forced marriage is a criminal offence and has been illegal since June 2014.  It is not condoned by any major religion and is considered a form of abuse.  Forced marriage is recognised as an abuse of human rights and it can be categorised as domestic abuse or child abuse depending 	on age.  Forced Marriage is abusive and when it occurs in children under the age of 18yrs, it should be dealt with by following child protection procedures, multi-agency guidance can be found here.  However extreme caution should be exercised, and expert advice sought as soon as possible by any professional dealing with cases of this nature. 

		National Forced Marriage Unit - 020 7008 0151

		Lancashire: Forced Marriages
		South Cumbria: Forced Marriage
North Yorkshire: Safeguarding Adults Policy 
	

     6.8 	Female Genital Mutilation (FGM)

		This section should be read in conjunction with the GP Sample Policy 		for Domestic Abuse. 
FGM is illegal and is a form of gender-based violence, child abuse and considered a non-accidental injury that causes significant physical and emotional harm, violating human rights and the rights of the child.
		The World Health Organisation (WHO) states that female genital 			mutilation (FGM):
		“Comprises of all procedures that involve partial or total removal of the 		external female genitalia, or other injury to the female genital organs for 		non-medical reasons” (WHO 2014)
		Female Genital Mutilation (FGM) is illegal in England and Wales under 		the FGM Act 2003.  The FGM Act (2003) makes it unlawful for UK 			nationals or habitual UK residents to carry out FGM in the UK or 			abroad, or to aid, abet, counsel or procure the carrying out of FGM 			even in countries where FGM is legal. 
If a child (under 18 years) tells you they have FGM (however described) or you visualise during a routine investigation what appears to be FGM, including genital piercing
Mandatory Reporting applies (Section 5B of the FGM 2003 Act) and your suspicions do not have to be confirmed; click mandatory reporting processes for clear guidance of what to do; this needs to be reported to the police on 101 before end of play of the next day, and complete a children’s social care referral.  For further procedural information around mandatory reporting for FGM click here
		Evidence tells us that girls born to mothers with FGM are also at risk of 		being subjected to FGM for further information click here.  A child 			safeguarding referral is therefore required if a woman is known to have 		FGM and pregnant or has female children associated with her.  A multi-		agency strategy discussion will then take place between Police, Social 		Care & Health to assess the risk to any females associated with a 			woman identified with FGM see: 
Lancashire: FGM Pathway
Cumbria: Female Genital Mutilation 
North Yorks: Female Genital Mutilation 
	
		Primary Care have a mandatory duty to record all cases of FGM to the 		department of health under the 
		Female Genital Mutilation Datasets - NHS Digital 
7.0    Contextual Safeguarding

	As well as threats to the welfare of children from within their families, children 	may be vulnerable to abuse or exploitation from outside their families.  These 	extra-familial threats might arise at school and other educational 	establishments, from within peer groups, or more widely from within the wider 	community and/or online.  These threats can take a variety of different forms 	and children can be vulnerable to multiple threats, including exploitation by 	criminal gangs and organised crime groups such as county lines; trafficking, 	online abuse; sexual exploitation and the influences of extremism leading to 	radicalisation.  Extremist groups make use of the internet to radicalise and 	recruit and to promote extremist materials.  Any potential harmful effects to 	individuals identified as vulnerable to extremist ideologies or being drawn into 	terrorism should also be considered. 


	7.1	Child Criminal Exploitation (CCE)

		As set out in the Serious Violence Strategy, published by the 			Home Office, where an individual or group takes advantage of 			an imbalance of power to coerce, control, manipulate or deceive 			a child or young person under the age of 18 into any criminal 			activity.  Child criminal exploitation, like other forms of abuse and 			exploitation, is a safeguarding concern and constitutes abuse 			even if the young person appears to have readily become 				involved.

		Child criminal exploitation is typified by some form of power 				imbalance in favour of those perpetrating the exploitation and 			usually involves some form of exchange, for example County 			Lines may use vulnerable children to carry drugs in return for 			something.  The exchange can include both tangible (such as 			money, drugs, or clothes) and intangible rewards (such as 				status, protection or perceived friendship or affection).  Young 			people who are criminally exploited are at a high risk of 				experiencing violence and intimidation and threats to family 				members may also be made. 

		Child criminal exploitation does not always involve physical 				contact; it can also occur using technology. 

		See local safeguarding procedures for 

North Lancashire
Gang, Group Activity and Criminal Exploitation Affecting Children


South Cumbria Child Criminal Exploitation 

North Yorkshire Criminal Exploitation and County Lines

		Where there are concerns that children are victims of child 				criminal exploitation, they should be referred to the National 				Referral Mechanism – see:

		Lancashire: Child Trafficking

South Cumbria: Child Trafficking and Modern Slavery 
Cumbria CERAR Process 

		North Yorkshire : Child Exploitation



           7.2     County lines 
		County lines is a national issue involving the use of mobile phone 			‘lines’ by organised crime groups to extend their drug dealing business 		into new locations.  These groups exploit vulnerable persons which 			involve both children and adults who require safeguarding.  				Fearless.org has further information and tips on how to spot a child 			who might be involved.
 7.3     Child Sexual Exploitation (CSE)

	CSE occurs where an individual or group takes advantage of an 		imbalance of power to coerce, manipulate or deceive a child or 		young person under the age of 18 into sexual activity (a) in 			exchange for something the victim needs or wants, and/or (b) for 		the financial advantage or increased status of the perpetrator or 		facilitator.  The victim may have been sexually exploited even if 		the sexual activity appears consensual.  Child sexual exploitation 		does not always involve physical contact; it can also occur 			using technology (Working Together 2018).

		Child sexual exploitation affects all ethnic groups and both girls 			and boys, most frequently observed amongst young females, 			boys are also at risk. Practitioners should be alert to the fact that 			boys may be less likely than females to disclose experiences of 			child sexual exploitation and less likely to have these identified 			by others.  Children as young as 8 have been identified at risk of 			CSE particularly in relation to online concerns, children aged 12-			15 years however are most at risk of sexual exploitation. 				Equally, those aged 16 or above can also experience CSE and it 			is important that such abuse is not overlooked due to assumed 			capacity to consent.

See local safeguarding procedures for CSE 
Lancashire: Child Sexual Exploitation
South Cumbria: Child Sexual Exploitation
Cumbria CERAR Process 

North Yorkshire: Child Exploitation
         	 7.4    Safeguarding issues where technology is involved

		Children and Young People’s relationship to technology is increasingly 		embedded across all walks of life and as such, we cannot address their 		wellbeing and safety effectively without considering the potential risks 		that this can bring.  Technology by its nature is constantly evolving, 			bringing both new opportunities and new risks for all but particularly, for 		our Children and Young People.

		We can no longer adequately consider the safeguarding or wellbeing of 		our Children and Young People without considering their relationship to 		technology. 
	7.5	Modern Slavery and Human Trafficking
		Modern slavery is a complex crime that takes several different 			forms.  It encompasses slavery, servitude, forced and compulsory 			labour and human trafficking.  Traffickers and slave drivers coerce, 			deceive and force individuals against their will into a life of abuse, 			servitude and inhumane treatment.  Victims may be sexually exploited, 		forced to work for little or no pay or forced to commit criminal activities 		against their will.  Victims are often pressured into debt bondage and 		are likely to be fearful of those who exploit them, who will often 			threaten and abuse victims and their families.  All of these factors make 		it very difficult for victims to escape." (HM Government 2014)
		The Modern Slavery Act (2015) was introduced in the UK with the 			intention of combatting slavery and human trafficking.  British and 			foreign nationals can be trafficked into, around and out of the UK. 			Children, women and men can all be victims of modern slavery and are 		trafficked for a wide range of reasons including:
· Sexual exploitation.
· Domestic servitude.
· Forced labour including in the agricultural, construction, food processing, hospitality industries and in factories.
· Criminal activity including cannabis cultivation, street crime, forced begging and benefits fraud.
· Organ harvesting.
		Any child transported for exploitative reasons is considered to be a 			trafficking victim, whether or not they have been forced or deceived. 		This is partly because it is not considered possible for children in this 		situation to give informed consent.  Even when a child understands 			what has happened, they may still appear to submit willingly to what 		they believe to be the will of their parents or accompanying adults.  It is 		important that these children are protected also.
		What to do next:
		In all cases of children, young people, and adults:
		Do not raise your trafficking concerns with anyone accompanying the 		person and ensure you address the health needs of the person by 			continuing to provide care.  Only use an independent and qualified 			interpreter through a professionally recognised interpreting service.
		Any agency, individual or volunteer who comes into contact with a child 		who may have been exploited or trafficked regardless of their 			immigration status must make a children’s safeguarding referral.  In 		addition a referral into the NRM (National Referral Mechanism) must 		also be completed.  This should continue in Tandem with the local			safeguarding procedures.  Click here for the NRM referral form. 

	7.6   	PREVENT 
		PREVENT is part of the Government’s counter-terrorism strategy 			CONTEST, which is led by the Home Office.  The health sector has a 		non-enforcement approach to Prevent and focuses on support for 			vulnerable individuals and 	healthcare organisations.  The Department 		of Health and the health sector are key partners in working to 			prevent vulnerable individuals from being drawn into terrorist-			related activities.  Prevent is about recognising when vulnerable 			individuals are being exploited for terrorist-related activities, it follows 		that it is most appropriately managed within existing safeguarding 			structures, working closely with emergency planning.
		Raising concerns:

	Should any staff member have a concern relating to an individual’s 	behaviour which indicates that they may be being drawn into 	terrorist-related activity, they will need to take into consideration how 	reliable or significant these indicators are. Indicators may include: 
· Graffiti symbols, writing or artwork promoting extremist messages or images. 
· Patients/staff accessing terrorist-related material online, including through social networking sites. 
· Parental/family reports of changes in behaviour, friendships or actions and requests for assistance. 
· Partner healthcare organisations’, local authority services and police reports of issues affecting patients in other healthcare organisations. 
· Patients voicing opinions drawn from terrorist-related ideologies and narratives. 
· Use of extremist or hate terms to exclude others or incite violence. 

	It may be that a patient or staff member is facing multiple challenges 	in their life, of which exposure to terrorist-related influences is just 	one.  Healthcare workers will need to use their judgement in 	determining the significance of any changes in behaviour where 	sufficient concerns are present.  These should be reported in 	accordance with the Practices policies and procedures. 

	Concerns that an individual may be vulnerable to radicalisation, does 	not mean that you think the person is a terrorist, it means that you are 	concerned they are prone to being exploited by others, and so the 	concern is a safeguarding concern.

	If a member of staff feels that they have a concern that someone is 	being 	radicalised, then they should discuss their concerns with their 	manager and the safeguarding lead. 

	If staff suspect any such incidents, they must discuss with their line 	manager/CCG Designated Nurse or Safeguarding Lead and 	make 	arrangements to report their suspicions accordingly: 
· In an emergency 999
· National Anti-Terrorist Hotline 0800 789 321
· Crime Stoppers 0800 555 111
· In addition, children’s social care if the young person is under 18yrs old 

Protecting the UK against Terrorism

8.0  	What to do if you have concerns about a child’s welfare
	Follow link for referral pathways and contact details across localities:
Requesting Support from Children’s Services  Lancashire 
Cumbria:  What to do if you have concerns about a child : Cumbria County Council (cumbriasafeguardingchildren.co.uk)
North Yorkshire: Forms for Professionals

Discuss with your practice safeguarding lead.  If there are immediate risks to a child or young person’s safety call 999 for police assistance.
Where a decision is taken not to seek parental permission before making a referral to Children’s Social Care the decision must be recorded in the child’s record and include reasons for that decision and confirmed in the written referral.  There are specific circumstances whereby parental consent is not required as doing so may place the child/young person at increased risk of harm. This includes:
· Suspected sexual abuse
· Honour based abuse including FGM
· Suspected physical abuse
· Suspected Fabricated Illnesses

It is the responsibility of social care to acknowledge the receipt of your referral and decide on the next course of action or no action within one working day. This may include an assessment, or they may decide that Children’s Social Care has no role at this stage.  In either circumstance you should be informed of their decision.
If you have not heard anything from social care within three working days, it is the referrer’s responsibility to follow this up with Children’s Social Care. 
If you have a disagreement with another agency (e.g., Children’s Social Care) regarding the outcome of the referral you can escalate your concerns by following the professional disagreement process via: 
	Lancashire: Resolving Professional Disagreements
	Cumbria: Escalation Policy
North Yorkshire: Professional Resolutions
The CCG Safeguarding teams can provide additional support and should be notified of these circumstances. 

	8.1    Responding to a child who discloses abuse 
		Whenever a child reports that they are experiencing abuse or neglect, 		or have caused or are causing physical or sexual harm to others, the 		initial response from all professionals should be: 
· Clarify the concerns. 
· Offer re-assurance about how the child will be kept safe and that you 	believe them. 
· Explain what action will be taken. 

		If the child can understand the significance and consequences of 			making a referral to Children’s Social Care, they should be asked their 		view.
However, it should be explained to the child that whilst their view will be considered, the professional has a responsibility to take whatever action is required to ensure the child’s safety and the safety of other children.
		It is important to remember that other children in the family should 			always be considered for assessment when abuse of one child is 			uncovered. 
	8.2     What to do if members of the public raise concerns
Members of the public may talk to GPs and their practice staff about the abuse of children known to them.  They may specifically allege 	incidents or knowledge of abuse to a child or may refer to it when discussing other issues.  The child may be well known to them or maybe the child of neighbours or others less well known.  The type and nature of the abuse may be quite specific, or it may be described only in very general terms.
		It is important that all such allegations or references to abuse are taken 		seriously, and relevant details should be referred to Children’s Social 		Care for further enquires to be made.  In such circumstances, you 			should be clear with that person that you have a duty to report any 			alleged abuse and encourage the person to make a direct referral to 		Children’s Social Care themselves: remember, safeguarding is 			everyone’s responsibility. 
		If the member of public refuses to refer to Children’s Social Care, the 		professional to whom the disclosure was made has a responsibility to 		refer if a disclosure in respect of ‘significant harm’ has been made.  It is 		essential that clear notes of any such allegation are kept within the 			child’s, parents or carers record if one is available and if possible, 			clarify details.  

9.0 INFORMATION SHARING

Keeping children and young people safe from harm requires professionals and others to share information about their health and development and exposure to possible harm.  Often, it is only when information from a number of sources has been shared and pulled together that it becomes clear that there are concerns a child is in need of protection or services. 
Information sharing: Advice for Practitioners (HM Government 2018) accessed at:
Information_sharing_advice_practitioners_safeguarding_services.pdf

10.0	GP CONTRIBUTION AT CHILD PROTECTION CASE 	CONFERENCES

The contribution of GPs to safeguarding children is part of their statutory functions and responsibilities for safeguarding children under the age of 18; priority therefore should be given to attendance wherever possible.  In all circumstances a written report should be made available for the conference.  The report will inform the child protection decision making, the use of locally agreed templates for CP conferences are widely agreed between partner agencies.  Initial Child Protection Case conferences are required to be convened within 15 working days of a strategy meeting being convened. 




11.0	RECORDING INFORMATION 

For electronic records see also https://www.gov.uk/government/publications/the-good-practice-guidelines-for-gp-electronic-patient-records-version-4-2011
If information is about a member of staff this is recorded securely in the staff member’s file in line with HR policies, [insert practice guidance]
· Regulated practitioners must also have regard to their regulatory body guidance, for example, Nursing & Midwifery Council Record Keeping Guidance 2009; General Medical Council, Good Medical Practice (2013).

Identifying those with Potential Safeguarding Concerns - Coding

Practice computer systems are used to identify those patients and families with risk factors or concerns and especially when the patient or their family consults a range of practitioners.  Ensuring records are correctly coded and alerts applied as appropriate is vital to inform all practice staff who may have contact with a family are aware of key information to safeguard children e.g. 
children subject to Child Protection Plans or Child in Need plans, Children who are Looked After (CLA), Care Leavers, families where there is domestic abuse and other safeguarding concerns and/or vulnerabilities.

RCGP guidance:
· Processing and Storing of Safeguarding Information in Primary Care
· Guidance on Recording of Domestic Violence and Abuse Information in General Practice Medical Records

Available from the RCGP Child Safeguarding Toolkit

The Practice will:

· Use the computer alert system
· Use a standard set of Read codes 
· Have an agreed process and identified person who is responsible for applying and reviewing the alerts on the child’s record.

It is important to be alert to the siblings and other members of the household as the child there are direct concerns about. 

12.0	Creating a Safer Environment

	The Disclosure and Barring service (DBS) enables organisations in the public, private and voluntary sectors to make safer recruitment decisions by identifying candidates who may be unsuitable for certain work, especially that involving children or vulnerable adults, and provides wider access to criminal record information through its disclosure service for England and Wales.
The Practice has a responsibility to ensure that it undertakes appropriate criminal record checks on applicants for any position within the practice, either an enhanced or standard level check dependant on job role.  The Practice also has a legal duty to refer information to the DBS if an employee has harmed, or poses a risk of harm, to vulnerable groups and where they have dismissed them or are considering dismissal.  This includes situations where an employee has resigned before a decision to dismiss them has been made.
For further information, visit DBS checks: detailed guidance - GOV.UK

Safer employment extends beyond criminal record checks to other aspects of the recruitment process including:
· Making clear statement in adverts and job descriptions regarding commitment to safeguarding.
· Seeking proof of identity and qualifications.
· Providing two references, one of which should be the most recent employer.
· Evidence of the person's right to work in the UK is obtained.

	12.1	Managing Allegations against Staff

	If an allegation is made against a member of practice staff and it 			relates to conduct towards a child, the Practice recognises that its 			Safeguarding Practice Lead or Practice Manager must ensure that the 		Local Area Designated Officer (LADO) who is employed by the Local 		Authority (contact details available on the relevant Safeguarding 			Partnership website as referenced above), is informed.  The LADO 			assumes oversight of any	subsequent	investigation	process from 		beginning to end and will give advice.  They will also liaise with the 			police and social care if necessary.

	After taking any immediate action in line with practice policy, the 			Practice Safeguarding Lead or Practice Manager should ensure that 		the LADO is informed if the staff member has:

· Behaved in a way that has harmed, or may have harmed, a child, or
· possibly committed a criminal offence against or related to a child, or
· behaved towards a child in a way that indicates unsuitability to work with children. 

		LADO details by locality:

		Lancashire: Local Authority Designated Officer 
		South Cumbria: Local Authority Designated Officer
		North Yorkshire: Local Authority Designated Officer



12.2	Whistle Blowing


		The Practice recognises that it is important to build a culture that allows 		practice staff to feel comfortable about sharing information, in 			confidence and with a lead person, regarding concerns about quality of 		care or a colleague’s behaviour. 

	12.3	Complaints procedure 


		The practice has a robust mechanism for dealing with complaints from 		all patients (including children and young people), employees, 			accompanying adult or parent in line with Lampard recommendations. 		Please refer to:-


Consideration should always be given to whether a complainant meets the criteria for managing allegations procedures.

	12.4	Consent Guidance and Procedure
 

		The practice has a clear consent guidance and chaperone procedure 		which all practitioners are aware of.  Please refer to:- 


		Children under the age of 16 can consent to their own treatment if 			they're believed to have competence and understanding to fully 			appreciate what's involved in their treatment.  This is known as being 		‘Gillick competent’.

		Otherwise, someone with ‘parental responsibility’ can consent for them. 		This could be: 
 
· The child's mother or father. 
· The child's legally appointed guardian. 
· A person with a residence order concerning the child. 
· A local authority designated to care for the child. 
· A local authority or person with an emergency protection order for the child.

		The person with parental responsibility must have capacity to give 			consent.  If one person with parental responsibility gives consent and 		another doesn't, the healthcare professionals can choose to accept the 		consent and perform the treatment in most cases. 

		If the people with parental responsibility disagree about what's in the 		child's best interests, the courts can make a decision. 
		In an emergency, where treatment is vital and waiting to obtain 			parental consent would place the child at risk, treatment can proceed 		without consent.
		
		The Mental Capacity Act (MCA) 2005 provides a legal framework for 		acting and making decisions on behalf of individuals who lack the 			mental capacity to make particular decisions for themselves.  The MCA 		does not apply to under 16s but does apply to 16 and 17 year olds. 			Please read in conjunction with CCG MCA sample policy

	12.5	Training  

To protect children and young people from harm, all health staff must 	have the competences to recognise child maltreatment and to take 		effective action as appropriate to their role as identified by the 		Intercollegiate Document 2019 Safeguarding Children and Young People roles and competencies for healthcare staff  
Intercollegiate Document 2020 Looked  After Children roles and competencies for healthcare staff 
 
		All staff undergoing training are expected to keep a learning log for 			their appraisals and/or professional development.  Please refer to the 		CCG safeguarding training brochure for all practice staff safeguarding 		training requirements. 

	12.6	Safeguarding supervision
	Staff working with children, young people and families to have access 	to support and supervision; this will provide an opportunity for 	practitioners to share their concerns and to enable them to manage the 	stresses inherent in this work.  It also promotes good standards of 	practice, which are soundly based and consistent with local and 	national guidance for safeguarding children.
	Key decisions taken during supervision must be recorded in the child’s 	records. 
Safeguarding supervision for staff can be given individually or on a one-to-one basis for clinical staff.  Professionals offering safeguarding supervision should have the relevant experience and training for offering supervision; this would normally be the safeguarding lead for the practice or local specialist safeguarding teams for case discussions/supervision.  The safeguarding lead may access safeguarding supervision through peer support or through the named GP for safeguarding children, designated professionals and through the safeguarding lead/champion workshops.
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The responsibility for ensuring policies are reviewed belongs to the partners, who may delegate this responsibility Laura Hodgkinson (Practice Manager) 

We have reviewed and accepted this guidance and procedure. 

Signed: L Hodgkinson 				Dated: 01/08/2022

Signed by on behalf of the partnership

The practice team have been consulted on how we implement this guidance and procedure. 

Signed: L Hodgkinson				 Dated: 01/08/2022







































Appendix 1 

Local Safeguarding Contacts 

The numbers below are for non-urgent advice:

	LSCICB
Safeguarding Team
	

	Head of Safeguarding
	


	Designated Doctor for Safeguarding Children
	Dr Amy Lee (Captain French Surgery Kendal) 01539 720241

	Named GP Safeguarding Adults
	Dr Alistair Harrison

	Named GP Safeguarding Children
	Dr Alistair Harrison 

	Designated Nurse for Safeguarding Children and CLA
	

	Deputy Designated Nurse for Safeguarding Children and CLA
	

	Designated Nurse Adult Safeguarding & MCA/DoLS

	

	Safeguarding Team
	0333 240 1727 (Safeguarding Hub) 01229 408100 (Childrens Services)




Social Care:

Lancashire: 0300 123 6720 9am-5pm; 0300 123 6722 out of office hours

Cumbria: 0333 240 1727 

North Yorkshire 01609 780780 

Blackpool: 01253 477299

Blackburn with Darwen 01254 666400 8:45am – 5pm, 01254 587547 out of office hours


Police:

Emergency: 999
Non-urgent: 101
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Appendix 3

What to do if you are worried a child is being abusedAppendix 2

(Abuse may take the form of physical abuse, sexual abuse, emotional abuse or neglect)Any member of staff who believes or suspects that a child may be suffering or is likely to suffer significant harm should always refer their concerns to Children’s Social Care. (There should always be an opportunity to discuss concerns with a manager, named professional or qualified social worker, but never delay emergency action to protect a child)
Step Four
You may be requested to provide further reports/information or attend multi-agency meetings
Step Three
Children’s Social Care acknowledges receipt of referral and decides on next course of action. If the referrer has not received an acknowledgement within 3 working days contact Children’s Social Care again.
Step One
Inform parents/carers that you will refer to Children’s Social Car
UNLESS
The child may be put at increased risk of further harm (e.g., suspected sexual abuse, suspected fabricated or induced illness, immediate female genital mutilation, exploitation, increased risk to a child, forced marriage) or there is a risk to your own personal safety.





Who to contact for local NHS advice:

Morecambe CCG Safeguarding Team: 01524 518957 


Who to contact in Children’s Social Care

Lancashire: 0300 123 6720; out of hours 0300 123 6722

South Cumbria: 0333 240 1727; out of hours 0333 240 1727

North Yorkshire: 01609 780 780; out of hours 999
 


In an emergency contact the police on 999

Are you concerned a child is suffering or likely to suffer harm, for example:
· You may observe an injury or signs of neglect
· You are given information or observe emotional abuse
· A child discloses abuse
· You are concerned for the safety of a child or unborn baby 
Step Two
Make a telephone call to Children’s Social Care
Follow up with a written referral within 24 hours
Document all discussions held, actions taken, decisions made including who was spoken to (for physical injuries document injuries observed) and who was informed
Where an early help assessment has been completed forward this also.
Staff should update their knowledge by accessing regular training and be familiar with local safeguarding policies, including those of the Local Safeguarding Children Partnerships.


Appendix 4
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Appendix 4
The seven golden rules to sharing information
    Remember that the General Data Protection Regulation (GDPR), Data Protection Act 2018 and human rights law are not barriers to justified information sharing, but provide a framework to ensure that personal information about living individuals is shared appropriately. 

1. Be open and honest with the individual (and/or their family where appropriate) from the outset about why, what, how and with whom information will, or could be shared, and seek their agreement, unless it is unsafe or inappropriate to do so. 

2. Seek advice from other practitioners, or your information governance lead, if you are in any doubt about sharing the information concerned, without disclosing the identity of the individual where possible. 

3. Where possible, share information with consent, and where possible, respect the wishes of those who do not consent to having their information shared. Under the GDPR and Data Protection Act 2018 you may share information without consent if, in your judgement, there is a lawful basis to do so, such as where safety may be at risk. You will need to base your judgement on the facts of the case. When you are sharing or requesting personal information from someone, be clear of the basis upon which you are doing so. Where you do not have consent, be mindful that an individual might not expect information to be shared. 

4. Consider safety and well-being: base your information sharing decisions on considerations of the safety and well-being of the individual and others who may be affected by their actions. 

5. Necessary, proportionate, relevant, adequate, accurate, timely and secure: ensure that the information you share is necessary for the purpose for which you are sharing it, is shared only with those individuals who need to have it, is accurate and up-to-date, is shared in a timely fashion, and is shared securely (see principles). 

6. Keep a record of your decision and the reasons for it – whether it is to share information or not. If you decide to share, then record what you have shared, with whom and for what purpose. 

Remember: 

Where practitioners need to share special category personal data, they should be aware that the Data Protection Act 2018 includes ‘safeguarding of children and individuals at risk’ as a condition that allows practitioners to share information without consent 

· Information can be shared legally without consent, if a practitioner is unable to, cannot be reasonably expected to gain consent from the individual, or if to gain consent could place a child at risk. 

· Relevant personal information can be shared lawfully if it is to keep a child or individual at risk safe from neglect or physical, emotional or mental harm, or if it is protecting their physical, mental, or emotional well-being. 
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DUKE STREET SURGERY


WHISTLE BLOWING POLICY


Introduction


Whistle-blowing is defined as:


The disclosure by an employee of confidential information, which relates to some danger, fraud or other illegal or unethical conduct connected with the workplace, be it of the employer or of a fellow employee(s). 


Duke Street Surgery helps protect the rights of its patients by providing a means for its employees to report any suspected malpractice, failure or malfunction at the Practice that could potentially endanger, or put at-risk, patients who use its services.

A whistle blower is not a "sneak" or a "trouble maker" but someone who comes to a decision to express a concern after a great deal of thought. The law only requires that there be a genuine doubt – the individual is not expected to produce unquestionable evidence to support the concern. 

The Practice is committed to effectively and promptly dealing with any


malpractice, failure or malfunction that occurs and has numerous policies, procedures and systems in-place to help prevent such occurrences.


Applicability


The Policy applies to all employees and Partners, and also applies to other people who work at the Practice e.g. self-employed staff, temporary staff and contractors.

Practice Policy


· The Practice has a duty to conduct its affairs in a responsible way


· The Practice encourages openness, freedom of speech and the voicing of concerns as a contribution towards maintaining and enhancing quality and ensuring high standards of governance and accountability


· The Practice wishes to encourage and enable employees to raise genuine and legitimate concerns internally, confidentially, and without being subject to disciplinary action or any other detriment


· The Practice wishes to provide an opportunity for those concerns to be investigated and for appropriate action to be taken to ensure that the matter is resolved effectively within the Practice wherever possible


· The Practice wishes to enable employees to raise concerns with 

appropriate outside bodies in the event that the concerns are not dealt with satisfactorily internally


· The Practice hopes that staff will feel able to voice whistleblowing concerns openly under this policy. However, if you want to raise your concern confidentially we will make every effort to keep you identity secret.


Examples of serious concerns covered by the policy


· An offence under, or breach of, any statutory instrument or legal obligation.


· Fraud, financial irregularity, dishonesty


· Malpractice, corruption, bribery


· Unethical conduct


· Medical or prescribing errors


· Breach of confidentiality


· Miscarriage of justice


· Danger to the health or safety of any individual or the environment


· The deliberate concealing of information about any such matter


· Safeguarding 


Procedure

· If you identify a matter of serious concern, you should in the first instance notify the Practice Manager in writing. Where the concern involves the Practice Manager directly the matter should be raised in writing to the Senior Partner or one of the Whistleblowing Officers.

· The Practice Manager / Partner will investigate the matter promptly and inform you of the findings in writing, and a copy will be sent to the member of staff who is the subject of the allegation


· Where the report relates to the Practice’s potential liability or responsibilities arising under the Corporate Manslaughter and Corporate Homicide Act 2007 (also see Resources below) the matter should be raised as above in the first instance, however where the employee considers that this route is inappropriate the disclosure may be made to an external “prescribed body” dependent on the nature of the disclosure. The ability to disclose to an external body applies to both the above Act, and to whistleblowing in general, outside the scope of that Act.


· If appropriate, Practice’s Disciplinary Procedure will be invoked to discipline the offender


· Where there is evidence of criminal activity, the Police will be informed 


· If you are dissatisfied with the outcome of the investigation you may notify the local Primary Care Organisation, or other relevant outside body such as the Health and Safety Executive or HM Revenue and Customs, depending on the nature of the matter


· Any victimisation of an employee who raises a concern, or any attempts to deter him/her from raising a legitimate concern, will be regarded as a serious disciplinary offence


· The raising of false or malicious concerns or complaints will be regarded as a disciplinary offence

· Where the matter is more serious, or you feel that your Practice Manager has not addressed your concern, or you prefer not to raise it with them for any reason, you should contact one of the following:  

Dr Alistair Harrison (GP Partner)


Dr Ruth Wilkinson (GP Partner)


Carrol Story (Whistleblowing Officer)


CONTACTS

Practice Manager                                        Laura Hodgkinson 


Whistleblowing at Work Helpline                  www.wbhelpline.org

                                                                Tel: 08000 724 725 


Public Concern at Work                               Helpline: (020) 7404 6609


(Independent whistleblowing charity)           E-mail: whistle@pcaw.co.uk

                                                                Website: www.pcaw.co.uk

RESOURCES

Corporate Manslaughter Act 2007 policy [*]

List of Statutory “disclosure” bodies


Disclosures in the public interest guidance - BERR

General Medical Council Website: www.gmc-uk.org ; Phone: 0161 923 6602

Health Professions Council Website: www.hpc-uk.org ; Phone: 020 7582 0866

Nursing and Midwifery Council Website: www.nmc-uk.org ; Phone: 020 7637 


7181


Care Quality Commission Website: www.cqc.org.uk; Phone: 03000 616161

National Patient Safety Agency Website: www.npsa.nhs.uk; Phone: 020 7927 9500

Laura Hodgkinson




Review Date: May 2023
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         DUKE STREET SURGERY

PRACTICE COMPLAINTS PROCEDURE 





This procedure sets out the Practice’s approach to the handling of complaints and is intended as an internal guide which should be made readily available to all staff.

POLICY

The Practice will take reasonable steps to ensure that patients are aware of: 



· the complaints procedure



· the role of the NHS England and other bodies in relation to complaints about services under the contract. This includes the ability of the patient to complain directly to the NHS England  as an alternative to a complaint to the practice, and to escalate to the Ombudsman where dissatisfied with the outcome. Note: There is no right of escalation to the NHS England where a patient is dissatisfied with the practice response and all escalations are to the Ombudsman only.



· their right to assistance with any complaint from independent advocacy services



Complaints Manager: 	Laura Hodgkinson 

GP Partner (Complaints): 	Dr A Harrison



Receiving of complaints

A complaint can be made by

· Any person who receives or has received services provided by the organisation or a person acting on their behalf, provided consent has been received.



· Any person who is affected or likely to be affected, by the action, omission or decision of the organisation which is the subject of the complaint.



If it is felt that the person making the complaint on behalf of another person is not doing so in the best interests of the other person, the complaint must not be considered under the regulations and written notification must be given to the representative stating the reason for the decision.



The Practice may receive a complaint made by, or (with his/her consent) on behalf of a patient, or former patient, who is receiving or has received treatment at the Practice, or:



(a) where the patient is a child:


· by either parent, or in the absence of both parents, the guardian or other adult who has care of the child;



· by a person duly authorised by a local authority to whose care the child has been committed under the provisions of the Children Act 1989;



· by a person duly authorised by a voluntary organisation by which the child is being accommodated 


(b) where the patient is incapable of making a complaint, by a relative or other adult who has an interest in his/her welfare.



All complaints, written and verbal will be recorded, and written complaints will be acknowledged in writing within 3 working days of receipt. Patients will be encouraged to complain in writing where possible. The reply to the patient should be made within 10 working days, or the patient should be provided with an update and an estimate timescale.

Period within which complaints can be made

The period for making a complaint is normally:


(a) 12 months from the date on which the event which is the subject of the complaint occurred; or

(b) 12 months from the date on which the event which is the subject of the complaint comes to the complainant's notice.



However, flexibility of this timescale will be applied depending on circumstances



Complaints should be acknowledged within two days.  The Practice will be in a position to offer an explanation within two weeks.  It is acknowledge that there should be a variable timescale for resolution of a complaint depending on the nature of the complaint. 

     

Action upon receipt of a complaint 
All complaints whether informal or formal should passed to the Practice Manager who will



· acknowledge in writing within the period of 3 working days from receipt of the complaint. 



· Where the complaint is made verbally a written record will be made and sent 

to the person making the complaint in duplicate, to check for accuracy.The correspondence should invite them to amend or add to the statement if required.  A consent form should also be sent if the person making the complaint is not the patient / client and there will be a need to disclose confidential information within the response. If the patient is deceased a different consent form will be required 



· Ensure the complaint is properly investigated and an investigation plan agreed with the person making the complaint providing options for the handling of the complaint and way it is responded to. The investigation should be proportionate to the severity of the concerns raised. The person making a complaint should be advised at the outset if their expectations are unrealistic.  



The investigation plan should include:-



· Advice on the right to request an advocate for support throughout the complaints process.   (NB:  Please be mindful that there are a number of different agencies providing this service depending upon the geographical area and care must be taken to direct the patient / complainant to the correct agency.  A list of the appropriate services is 



· How their complaint will be responded to i.e. verbal feedback, a written response or a meeting 



· A timeframe to fully investigate the issues raised and respond. 



· Agree the desired outcome, e.g. an apology, explanation of events, reimbursement of out of pocket expenses.



· In the event that the complaint is made by a third party confirmation should be given that consent is required to allow the disclosure of confidential information and this should be obtained before any further action is taken. 



· Where a complaint involves more than one organisation, consent to pass the complaint to the other organisations involved should be sought.  Again, this should be obtained before taking any further action.



The complaints manager should then pass the complaint to an investigating officer to investigate in accordance with the agreed investigation plan. 



The complaints manager should provide regular updates on the progress of the investigation to the person making the complaint.



· Where the complaint has been sent to the incorrect organisation, advise the patient within 2 working days and advise the patient of the full contact details;



· Provide a written response to the patient as soon as reasonably practicable ensuring that the patient is kept up to date with progress as appropriate. Where a response is not possible within 2 weeks provide an update report to the patient with an estimate of the timescale. The final reply will include a full report and a statement advising them of their right to take the matter to the Ombudsman if required.



Investigation

Consider whether the complainant's expectations of what should have been provided, are realistic and whether it will be possible to establish relevant facts



· Can an investigation and any subsequent actions achieve what the person making the complaint wants? 



· Once you have all the evidence, you can review it to identify all points of agreement and disagreement.   



· Could any immediate action be taken to resolve the complaint? 



Consider what statements / information are required to address the concerns?   



 	a)  	What should have been happened? What did the patient / service 

		user / relatives, expect?

b)  	What actually happened? Did the standards fall short, of what  

 	could reasonably be expected?	

c) 	Is there a difference between a) and b)?  

d) 	If the answer to c) is yes, how did it fall short and why? 

e) 	If the answer to c) is no, why does the person making the complaint 

	think otherwise?

f) 	What was the impact of the failure?  Did the shortfall alter the outcome for the patient, and if so how?

g) 	What should be done to avoid a recurrence?

h) 	What should be done to put things right?





Final Response

This will include:


· A clear statement of the issues, investigations and the findings, giving clear evidence-based reasons for decisions if appropriate

· Where errors have occurred, explain these fully and state what will be done to put these right, or prevent repetition

· A focus on fair and proportionate the outcomes for the patient, including any remedial action or compensation

· A clear statement that the response is the final one, or that further action or reports will be send later

· An apology or explanation as appropriate

· A statement of the right to escalate the complaint, together with the relevant contact detail





The ombudsman produced clear guidance on what constitutes a ‘fit for purpose response’ which has been used to develop this guideline.  The response should be written in an appropriate way, using terminology that will be clearly understood and that is impartial.  It should be open and honest and where appropriate apologies given and reassurance of any action being taken to resolve the concerns.  It is important to appreciate that the ombudsman will expect to see that the organisation has taken steps to return a patient to the position that they would have been in, but for the error.  For example, where there has been a delay in a referral of a patient that they should be put onto the waiting list at the point that they would have been had the referral been made when it should have been.  



First, begin with a suitable opening paragraph thanking the 	person making the complaint for taking the time to raise their concerns and providing reassurance that the trust / organisation welcomes such feedback and adopts an open and honest approach to their investigations and response.  Add condolences if required.  



· Clearly state what information that you have relied upon in order to investigate the concerns raised.  This should include the names of staff who have provided statements, (verbally or in writing), documentation used i.e. medical records, policies / procedures, protocols, national guidance, legislation applicable at the time of the incident – sources of evidence that will need to be tested against i.e. a code of conduct, best practice.



· It is beneficial and constructive to set out a statement or summary of the points that you conclude are well founded early on.  This allows your attention and resources to be focused on the points of disagreement and the reasons why you have not upheld them.



· Highlight each concern in turn and then respond to the issues raised.  You should begin by stating whether the concern was well founded or not and the rationale behind your decision together with references to the evidence used to determine this.



· Where an issue is well founded, provide an appropriate apology and confirm the action taken to prevent a recurrence, ensuring that the actions are appropriate and proportionate – detail the timeframe to implement the actions to be taken.



· In order to support the staff, conclude by summarising your findings, particularly where things did go well.



· Finally, once again thank the person making the complaint for taking the time to raise their concerns and providing you with an opportunity to address them.  Where appropriate, confirm that should they require clarification of any issues, that they can discuss this further with you by phone or in person.  In the case of bereavement; a meeting should always be offered.



Once you have completed your response you should check whether it addresses each of the issues raised fully and appropriately and that where necessary an action plan has been completed and actions implemented. 



A satisfaction survey should be sent to the person making the complaint after conclusion of their complaint, to monitor their feelings in respect of the way that their complaint was handled.  The information from these surveys should be collated and monitored and an overview of the findings highlighted within your quarterly report.



Annual Review of Complaints

The practice will establish an annual complaints report, incorporating a review of complaints received, along with any learning issues or changes to procedures which have arisen. This report is to be made available to any person who requests it.



This will include:

· Statistics on the number of complaints received

· Justified / unjustified analysis

· Known referrals to the Ombudsman

· Subject matter / categorisation / clinical care

· Learning points

· Methods of complaints management

· Any changes to procedure, policies or care which have resulted



Confidentiality
All complaints must be treated in the strictest confidence
Where the investigation of the complaint requires consideration of the patient's medical records, the Complaints Manager must inform the patient or person acting on his/her behalf if the investigation will involve disclosure of information contained in those records to a person other than the Practice or an employee of the Practice.



The practice must keep a record of all complaints and copies of all correspondence relating to complaints, but such records must be kept separate from patients' medical records.



Outside agencies

Patients should now be directed to NHS England if they are dissatisfied with the outcome of a complaint raised and dealt with at a practice level. 



Information regarding other agencies should also be given to the patient - 



Health Service Ombudsman

Cumbria CCG

PALS

























Laura Hodgkinson 						Review Date: March 2023
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Contact at time of event or issues raised directly with staff and dealt with on the same day



Disciplinary/

legal/

criminal or other ineligible cases – exit process and advise complainant

Flowchart for triage /assessment/investigation



all forms of contact regarding concerns / complaints

Basic issue i.e. attitude of staff – difficulty booking appointment

Outcome A

(On the spot/same day maximum 5 days)



Offer Advocacy support

(if required)



Telephone call/meeting

Any member of staff



Apology/Explanation



Prompt remedy

Action Points



Written or verbal update



No outstanding actions



Service user unhappy re-negotiate plan if appropriate



Clinical issue – one organisation

Outcome B - 25 working days



Acknowledge in writing including details of agreed investigation plan and offer Advocacy support



Appoint Investigating Officer



Statements and interviews



Meeting/local mediation or conciliation report writing/feedback



Root cause analysis (RCA)



Action Planning



Appropriate designated level sign off





Service user unhappy re-negotiate plan if appropriate or refer to Ombudsman after sign-off



Serious incident / complex clinical issues or multi-agency complaint



Outcome C -2 to 6 months



Acknowledge in writing including details of agreed investigation plan and offer Advocacy support



Consider whether SI (Reportable to patient safety lead)



Independent of provider reports

Panel investigation with independent person



Root cause analysis (RCA)



Action planning



Report issued with response from Chief Executive/Nominated Director and invitation to meet to discuss the report. 



Service user unhappy re-negotiate plan if appropriate or refer to Ombudsman after sign-off



TRIAGE AND PLANNING

Complaints Manager to acknowledge (verbally or in writing – 2 working days of receipt).  

Advocacy support arranged if appropriate/required.

Pass to relevant member of staff (Investigating Officer) for negotiation, agree way forward with the complainant and prepare plan.



OMBUDSMAN



Any further correspondence with complainant following completion of the above  - return to triage stage for assessment of previous activity and QA.  Decide whether to re-assign or close as completed and advise of next stage



Satisfaction survey received, organisational learning through Governance, Reporting and service improvement identified and monitored



QA

Case reported

Check list completed

Actions logged

Signed off by designated person Copied to Service Manager

Action plan / trend review



QA

Satisfaction survey issued to assess complaint handling



Action plan / trend and case management review

Update to complainant  - 3 months



QA

Satisfaction survey issued to assess complaint handling



Action plan and case management review

Update to complainant  - 3 months





Laura Hodgkinson                                                                                                          Review April 2023
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DUKE STREET SURGERY



CHAPERONE POLICY





Introduction

This policy is designed to protect both patients and staff from abuse or allegations of abuse and to assist patients to make an informed choice about their examinations and consultations.



Guidelines

Clinicians (male and female) should consider whether an intimate or personal examination of the patient (either male or female) is justified, or whether the nature of the consultation poses a risk of misunderstanding.



· The clinician should give the patient a clear explanation of what the examination will involve.



· Always adopt a professional and considerate manner – be careful with humour as a way of relaxing a nervous situation as it can easily be misinterpreted.



· Always ensure that the patient is provided with adequate privacy to undress and dress.



· Ensure that a suitable sign is clearly on display in each consulting or treatment room offering the chaperone service if required.



This should remove the potential for misunderstanding. However, there will still be times when either the clinician, or the patient, feels uncomfortable, and it would be appropriate to consider using a chaperone. Patients who request a chaperone should never be examined without a chaperone being present.

IF NECESSARY, WHERE A CHAPERONE IS NOT AVAILABLE, THE CONSULTATION/EXAMINATION SHOULD BE REARRANGED FOR A MUTUALLY CONVENIENT TIME WHEN A CHAPERONE CAN BE PRESENT.



ALL PATIENTS UNDER 16 YEARS OF AGE MUST HAVE A CHAPERONE. The potential for misunderstanding and anxiety during a personal examination is higher in younger people.



Complaints and claims have not been limited to male doctors with female patients – there are many examples of alleged homosexual assault by female and male doctors. Consideration should also be given to the possibility of a malicious accusation by a patient. There may be rare occasions when a chaperon is needed for a home visit.







Who can act as a chaperone?

Only fully trained staff can act as a chaperone, where possible, it is strongly recommended that chaperones should be clinical staff familiar with procedural aspects of personal examination. Where suitable clinical staff members are not available the examination should be deferred.



Where the practice determines that non-clinical staff will act in this capacity the patient must agree to the presence of a non-clinician in the examination, and be at ease with this. The staff member should be trained in the procedural aspects of personal examinations, comfortable in acting in the role of chaperone, and be confident in the scope and extent of their role. They will have received instruction on where to stand and what to watch and instructions to that effect will be laid down in writing by the practice.



Confidentiality

· The chaperone should ONLY BE PRESENT FOR THE EXAMINATION ITSELF, and most discussion with the patient should take place while the chaperone is not present.



· Patients should be reassured that all practice staff understand their responsibility not to divulge confidential information.



Procedure

· The clinician will contact reception to request a chaperone.



· The clinician will record in the notes that the chaperone is present, and identify the chaperone.



· Where no chaperone is available the examination will not take place – the patient should not normally be permitted to dispense with the chaperone once a desire to have one present has been expressed.



· The chaperone will enter the room discreetly and remain in the room until the clinician has finished the examination.



· The chaperone will normally attend inside the curtain at the head of the examination couch and watch the procedure.



· To prevent embarrassment, the chaperone should not enter into conversation with the patient or GP unless requested to do so, or make any mention of the consultation afterwards.



· The chaperone will make a record in the patient’s notes after examination. The record will state that there were no problems, or give details of any concerns or incidents that occurred.



· The patient can refuse a chaperone, and if so this must be recorded in the patient’s medical record.



[bookmark: _GoBack]Laura Hodgkinson 						Review: February 2023
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Share information:
« Identify how much information to share.
« Distinguish fact from opinion.
| - Ensure that you are giving the right information to the right person.
« Ensure you are sharing the information securely.
« Inform the person that the information has been shared if they were
not aware of this and it would not create or increase risk of harm.
Record the information sharing decision and your reasons,
in line with your agency’s or local procedures. :
If there are concerns that a child may be at risk of significant harm or an adult may be at risk
of serious harm, then follow the relevant procedures without delay.
Seek advice if you are not sure what to do at any stage and ensure that the outcome of
the discussion is recorded.

Seven golden rules for information sharing can be found overleaf
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Seven golden rules for
information sharing

1. Remember that the Data Protection Act is not a barrier to
sharing information but provides a framework to ensure that
personal information about living persons is shared appropriately.

2. Be open and honest with the person (and/or their family
where appropriate) from the outset about why, what, how and
with whom information will, or could be shared, and seek their
agreement, unless it is unsafe or inappropriate to do so.

3. Seek advice if you are in any doubt, without disclosing the
identity of the person where possible.

4. Share with consent where appropriate  and, where possible,
respect the wishes of those who do not consent to share
confidential information. You may still share information
without consent if, in your judgement, that lack of consent can
be overridden in the public interest. You will need to base your
judgement on the facts of the case.

5. Consider safety and well-being:  Base your information sharing
decisions on considerations of the safety and well-being of the
person and others who may be affected by their actions.

6. Necessary, proportionate, relevant, accurate, timely and
secure: Ensure that the information you share is necessary for the
purpose for which you are sharing it, is shared only with those
people who need to have it, is accurate and up-to-date, is shared
in a timely fashion, and is shared securely.

7. Keep arecord of your decision and the reasons for it — whether it
is to share information or not. If you decide to share, then record
what you have shared, with whom and for what purpose.

Extract from HM Government Information Sharing: Guidance for practitioners and managers.
Copies can be obtained from www.ecm.gov.uk/informationsharing
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1.      INTRODUCTION

Duke Street Surgery is committed to support staff within Primary Care to identify and respond to domestic abuse appropriately and safely.



Domestic abuse is a complex issue and can occur within any relationship i.e. same sex, heterosexual and familial. Moreover it is essential that all staff recognise that domestic abuse can be perpetrated by both men and women of all ages and within any community, there are no social or economic barriers.



The Crime Survey for England and Wales year ending March 2020 estimates that 7.3% of women (1.6 million) and 3.6% of men (750, 000) experienced domestic abuse in the past year		



[bookmark: _Hlk75424249]Domestic abuse rarely exists in isolation and is a violation of Human Rights. The Domestic Abuse Act 2021 states that children who witness domestic abuse are recognised as victims of domestic abuse in their own right. The impact of living with domestic abuse has detrimental emotional and psychological effects on children and it is also a potential indicator for other forms of harm. It is closely associated with substance misuse, homelessness, mental health and some complex medical needs.  Being an adult or child victim of domestic abuse can have a major negative impact upon a person’s physical and psychologic health and general wellbeing so should be considered as a major health issue.  



GP Practices should not just focus on domestic abuse as a separate issue or just focus on physical injuries but be aware of the relationship between such abuse upon a person’s general wellbeing and understand the adverse effects of trauma upon health.



1.1	SCOPE



The aim of this policy is to ensure that throughout the work of [Insert name of practice] we will safeguard and promote the welfare of children and adults at risk of domestic abuse. We aim to do this by ensuring that we comply with statutory and local guidance in relation to domestic abuse. 



Duke Street Surgery is committed to implementing this policy and procedures it sets out. The practice will provide learning opportunities and make provision for appropriate domestic abuse training to all staff and partners. This policy will be made widely accessible to staff and partners and reviewed on [Insert date: suggest no later than two years from date of ratification]. 



This policy addresses the responsibilities of all partners and practice employees and those with whom we have arrangements and should be read in conjunction with the Sample Children and Adults safeguarding policies that incorporate the relevant legislation that underpins the protection of children and adults at risk of harm. It is the responsibility of the Practice Manager and the Practice Lead for safeguarding, to brief the staff and partners on their responsibilities under this policy. 



1.2  	Principles

Duke Street Surgery recognise that safeguarding children and adults at risk of domestic abuse is a shared responsibility with the need for effective joint working between agencies and professionals, with acknowledgement of different roles and expertise if children and adults are to be protected from harm. In order to achieve effective joint working there must be constructive relationships at all levels, promoted and supported by:

· The commitment of all staff to ensure a consistent and systematic response to domestic abuse.

· Clear lines of accountability within the practice for domestic abuse.

· Staff training and continuing professional development so that all staff understand their roles and responsibilities, and those of other professionals and organisations in relation to domestic abuse.

· Safe working practices including recruitment and vetting procedures.

· Effective multi-agency working, identifying a lead professional for complex cases to ensure co-ordination of information and ensuring the victims safety.

· Effective information sharing across agencies to ensure all agencies and professionals involved with the perpetrator and victim can contribute to a robust risk assessment.



2.0 	DEFINITION AND TYPES OF DOMESTIC ABUSE

            

The Domestic Abuse Act 2021 was passed in Law in April 2021.  The Act created a new cross government statutory definition of Domestic Abuse:



Domestic Abuse is now defined as:



Behaviour of a person towards another person is “domestic abuse” if the persons are aged 16 or over and are personally connected to each other.  Behaviour is abusive if it consists of any of the following:



Physical or sexual abuse

Violent or threatening behaviour

Controlling or coercive behaviour

Economic abuse

Psychological, emotional or other abuse



Issues related to so called “Honour” Based Abuse, Forced Marriage and Female Genital Mutilation, Stalking and Harassment also fit under the umbrella of domestic abuse and victims are not confined to specific genders or ethnic groups. 



It does not matter whether the behaviour consists of a single incident or a course of conduct.

Domestic Abuse is often driven by the desire of one person to have power and control over another person. This is what is termed as Intimate Terrorism - domestic abuse that includes control and coercion with the victim living in fear of the perpetrator.  However research also shows that there can be differences in the driver and causes and desired objectives of the perpetrator of domestic abuse. Situational Couple Violence is where there is no dynamic of power, control and fear but there is conflict and arguments which may lead to emotional and physical violence and involves both partners. Violent Resistance is reactive violence where the victim can become the perpetrator. It is not the same as self-defence. In all 3 types there is a risk of escalation and serious physical and psychological impacts. The focus of support should be on identification and management of risks.   

Abuse that exists within interpersonal relationships can encompass, but is not limited to:

Physical - Shaking, smacking, punching, kicking, presence of finger or bite marks, starving, tying up, stabbing, suffocation, non-fatal strangulation, throwing things, using objects as weapons, female genital mutilation “honour-based violence”. 

Physical effects are often in areas of the body that are covered and hidden (e.g. breasts and abdomen).

Sexual - Sexual abuse includes a wide range of behaviours. A partner may be forced to have sex or perform certain kinds of sexual acts against their will. Other kinds of sexual abuse include denial of contraception, sexual insults, or being forcibly subjected to pornographic or violent sexual material or and forced marriage. Sexual abuse also includes sharing or threatening to share intimate images and serious harm resulting from sexual activity even if the activity was thought to be consensual.

Economic - Controlling financial resources in a way that blocks the victim’s access to them when needed. It may include gambling, denying access to money or credit cards; refusing to pay bills; denying food, clothing, mobile phones and claiming welfare benefits and access to transportation.  Having sole control over finances and property, damaging property and preventing access to education and employment. This type of abuse is designed to limit someone’s freedom.



Psychological and Emotional - includes systematic verbal humiliation, insulting, criticism and/or intimidating threats aimed directly at the partner or at what is precious to the partner; this may include children or pets. It may include threats from the perpetrator of suicide or self-harm. It may also present as social abuse where extreme demands for the partner’s time and attention result in the victim’s increasing isolation, for example the partner may be extremely jealous or possessive, accusations of sexual infidelity or emotional disloyalty, sometimes blocking social support or resources. 



2.1 	Controlling or Coercive Behaviour



The Serious Crime Act 2015 includes a new offence of coercive or controlling behaviours in intimate or familial relationships, which also fits under the umbrella of Domestic Abuse (HM 2015). 



Controlling behaviour is: a range of acts designed to make a person subordinate and/or dependent by isolating them from sources of support, exploiting their resources and capacities for personal gain, depriving them of the means needed for independence, resistance and escape and regulating their everyday behaviour. Controlling or coercive behaviour does not only happen in the home, the victim may be monitored by phone or social media from a distance and can be made to fear violence. 



Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and intimidation or other abuse that is used to harm, punish, or frighten their victim.' 

2.2 Types of Controlling and Coercive Behaviour:  

The types of behaviour associated with coercion or control are: 

· Isolating a person from their friends and family.

· Depriving them of their basic needs.

· Monitoring their time.

· Monitoring a person via online communication tools or using spyware.

· Taking control over aspects of their everyday life, such as where they can go, who they can see, what to wear and when they can sleep. 

· Depriving them of access to support services, such as specialist support or medical services. 

· Repeatedly putting them down such as telling them they are worthless.

· Enforcing rules and activity which humiliate, degrade or dehumanize the victim. 

· Forcing the victim to take part in criminal activity such as shoplifting, neglect or abuse of children to encourage self-blame and prevent disclosure to authorities. 

· Financial abuse including control of finances, such as only allowing a person a punitive allowance. 

· Threats to hurt or kill (threats to kill should always be taken seriously and acted upon, raising a safeguarding alert and informing the police). 

· Threats to a child. 

· Threats to reveal or publish private information (e.g. threatening to ‘out’ someone). 

· Assault.

· Criminal damage (such as destruction of household goods).

· Rape. 

· Preventing a person from having access to transport or from working.   

(This is not an exhaustive list)

 2.3 Familial Domestic Abuse

Domestic abuse is not just confined to intimate relationships but can also   occur between family members.  It is important to recognise domestic abuse between family members and afford supportive responses and risk reduction

Adolescent to parent abuse:

Adolescent to parent abuse can be a complex dynamic. It is important to understand the pattern of behaviour within the family unit. There may be a history of or present domestic abuse between the adults in the family home. There may be other siblings at risk of abuse from the young person using harmful behaviours. There are many factors which can contribute and or exacerbate adolescent to parent abuse, such as the young person being subjected to bullying, being a victim of exploitation, substance or alcohol misuse, suffering mental ill health or having witnessed domestic abuse within the family. In some cases there are no contributing factors evident. Although it may be beneficial for some parents to develop parenting strategies this issue should never be thought of as merely a parenting issue.

The victim parent may find it difficult to disclose this abuse for fear of criminalising the young person, self-blame and shame. Parents who experience this type of abuse need specialist support related to safety plans, supporting the child using harmful behaviours, addressing their own and the health needs of the young person using harmful behaviours and protection of other family members such as siblings.

Adolescent to parent abuse can be serious and risk can escalate, it is important that risk is identified and managed. Referrals to domestic abuse services can be made to support the victim and a referral to children’s social care requesting support for the family is essential for the welfare of the child and safety for the victim.

Further guidance can be found in the Home Office Guidance:

Information guide: adolescent to parent violence (safelives.org.uk)

Adult Child to Parent Abuse:

Adult Child to Parent abuse is also a potentially serious form of domestic abuse which can escalate in risk.  There may also be added complexities due to the parent/child dynamic and victims may find it more difficult to disclose this type of abuse. It is important that Primary Care is aware of this type of domestic abuse and respond according to risk. 

2.4 So Called Honour Based Abuse

        The Crown Prosecution Service definition of so-called Honour Based Abuse (2018) is crime or incident which has or may have been committed to protect or defend the honour of the family and/community.”  There is no specific offence of “honour-based abuse” but it is an umbrella term used to encompass various offences covered by present legislation for example Forced Marriage and Female Genital Mutilation.  So called Honour Based Abuse can be described as a collection of practices which are used to control behaviour within the family or cultural groups to protect the honour code of the family or cultural group. 

The Police and Domestic Abuse Services can support victims of so-called honour-based abuse.  The Police have a dedicated team that aims to protect victims. Police should be contacted via telephone 101 or telephone 999 in an emergency.   

        2.5   Forced Marriage

There is a clear distinction between a forced marriage and an arranged marriage; everyone should have the right to choose.  In arranged marriages, the families of both spouses take a leading role in arranging the marriage, but the choice of whether or not to accept the arrangement still remains with the prospective spouses.  However, in forced marriage, one or both spouses do not consent to the marriage but are coerced into it.  Duress can include physical, psychological, economic, sexual and emotional pressure. In the cases of some vulnerable adults who lack the capacity to consent, coercion is not required for a marriage to be forced.  



The UK Government regards forced marriage as an abuse of human rights and a form of domestic abuse, and where it affects children and young people, child abuse. Forced Marriage is a criminal offence. It can happen to both women and men, although many of the reported cases involve young women and girls aged between 16 and 25.  There is no “typical” victim of forced marriage; some may be over or under 18 years of age, some may have a disability, some may have young children and some may also be spouses from overseas.



If a person lacks Mental Capacity they cannot consent to marriage and it is unlawful to consent to marriage on behalf of another person therefore if a person is deemed to lack mental capacity and a marriage is to take place or has taken place that should be responded to as a safeguarding issue



2.6	Responding to Forced Marriage in Primary Care



Any discussion and agreement-seeking with the victim’s family or community may increase the risk to the victim due to the association with ‘family honour’ and so-called honour-based violence and abuse.  All professionals working with suspected or actual victims of forced marriage and so called honour-based abuse need to be aware of the “one chance” rule.  That is, they may only have one opportunity to speak to a victim or potential victim and may possibly only have one chance to save a life. 



As a result, all professionals working within Duke Street Surgery need to be aware of their responsibilities and obligations when they are faced with forced marriage cases.  If the victim is allowed to leave the practice without the appropriate support and advice being offered, that one chance may be lost.



The victim’s safety is paramount if they report forced marriage and a referral to the police and adult safeguarding should always be considered.  For victims less than 18 years old a referral to children’s social care must be completed.  In an emergency you should call 999 if you are worried an adult or child is at immediate risk of harm. If not at immediate risk, contact the police directly telephone 101.  Adult and children safeguarding procedures must also be followed.  Family/friends must never be used as interpreters and records must be kept strictly confidential 



2.7 Forced Marriage Unit



The Forced Marriage Unit (FMU) is a joint Foreign and Commonwealth Office and Home Office unit was which set up in January 2005 to lead on the Government’s forced marriage policy, outreach and casework. It operates both inside the UK, where support is provided to any individual, and overseas, where consular assistance is provided to British nationals, including dual nationals.



The FMU operates a public helpline to provide advice and support to victims of forced marriage as well as to professionals dealing with cases. The assistance provided ranges from simple safety advice, through to aiding a victim to prevent their unwanted spouse moving to the UK (‘reluctant sponsor’ cases), and, in extreme circumstances, to rescue victims held against their will overseas.



If a professional contacts the Forced Marriage Unit due to concerns of Forced Marriage local safeguarding referral procedures must also be followed

2.8 	Female Genital Mutilation

The World Health Organisation (WHO) states that female genital mutilation (FGM):

“Comprises of all procedures that involve partial or total removal of the external female genitalia, or other injury to the female genital organs for non-medical reasons” (WHO 2014)

FGM is also known as Female Circumcision (FC) and Female Genital Cutting (FGC). The reason for these alternative definitions is that it is better received in the communities that practice it, who do not see themselves as engaging in mutilation.

Female Genital Mutilation (FGM) is illegal in England and Wales under the FGM Act 2003. It is a serious form of child abuse and violence against women. The FGM Act (2003) makes it unlawful for UK nationals or habitual UK residents to carry out FGM in the UK or abroad, or to aid, abet, counsel or procure the carrying out of FGM even in countries where FGM is legal. 

This legislation was designed to prevent families and carers from taking girls abroad to undergo the procedure. The Act increased the maximum penalty for being found guilty of FGM from 5 to 14 years imprisonment. The Female Genital Mutilation Act 2003 also made it a criminal offence to re-infibulate following childbirth.

Section 5B of the 2003 Act introduces a mandatory reporting duty which requires regulated health and social care professionals and teachers in England and Wales to report ‘known’ cases of FGM in under 18s or adults at risk under the Care Act 2014 which they identify in the course of their professional work to the police. The duty came into force on 31 October 2015

Children Social Care Safeguarding referrals should also be made regarding any under 18-year-old female known to have had FGM.  Safeguarding referral to Adult Social Care Safeguarding Team should also be made for an adult at risk as defined under the Care Act 2014 if FGM is known to have occurred. Specialist forensic examination and emotional/psychological support may be required which would be agreed during a Strategy discussion.

‘Known’ cases are those where either a female informs the person that an act of FGM – however described – has been carried out on her, or where the professional observes physical signs on a female appearing to show that an act of FGM has been carried out and the professional has no reason to believe that the act was, or was part of, a surgical operation. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/573782/FGM_Mandatory_Reporting_-_procedural_information_nov16_FINAL.pdf

There is no mandatory duty to report actual known historical FGM in adults over age 18 years (unless classed as an adult at risk under the Care Act 2014) to the police.   Medical/psychological support may be required. Possible wider issues found within FGM practising communities will need to be explored with a woman, i.e. domestic abuse; honour-based abuse and forced marriage. 

Evidence informs us that girls born to mothers with FGM are also at risk of being subjected to FGM, a child safeguarding referral is therefore required for a multi-agency strategy discussion to assess the risk to any females associated with a woman identified with FGM. The referral to Children Social Care should be made regarding all daughters under age 18 years if a woman is found to have FGM even if the parents state that they do not wish to carry out FGM on their daughters. In many cultures who practice FGM considerable pressure is put upon parents to have FGM performed on their daughters and it is very much linked to the concept of honour. A Strategy meeting is required so that risk can be fully addressed and appropriate safety plans put in place.  As part of the strategy meeting a forensic examination may need to take place. 



Staff should be aware of high-risk groups when dealing with new clients or transfers into the area and it is advised that clinical staff should attend training on FGM.



The Department of Health guidance Flow Chart can be found in Appendix 2. This shows the procedure to follow regarding referral to the Police and Children Social Care if a young person under 18 years of age or an adult at risk under the Care Act 2014 has had FGM or if a young person under 18years/vulnerable adult is at risk of FGM. The flow chart also gives guidance regarding mandatory reporting of FGM to NHS Digital. 



From October 2015 GP practices have a mandatory duty under the Health and Social Care Act 2012 to submit data under the FGM Enhanced Dataset information standard (SCC12026). The FGM Enhanced Dataset is part of the FGM Prevention Programme.  NHS Digital works with NHS England to manage the data submissions. Data collection is through the NHS Digital Clinical Audit Platform (CAP). GP practices should register to access the CAP at NHS Digital so that they are in a position to submit data promptly should FGM be identified.  



Explicit consent to record identifiable data on the dataset is not required as it is required under the direction of the Department of Health. Women and girls should be advised that FGM information will be submitted to the FGM Dataset. Identifiable information will not be published. Further advice regarding Clinical Audit Platform registration and consent can be found on the following link:



https://digital.nhs.uk/data-and-information/clinical-audits-and-registries/female-genital-mutilation-datasets



Pathway – Children

Lancashire: FGM Pathway

Cumbria: Female Genital Mutilation 

North Yorks: Female Genital Mutilation 		 



3.0 	ROLES AND RESPONSIBILITIES IN PRIMARY CARE



The Domestic Abuse Act 2021 highlights that the NHS must be able to demonstrate  accountability in enquiring, recognising and responding to domestic abuse and that NHS staff should receive appropriate training in relation to domestic abuse.  

The NHS is often the first point of contact for victims who have experienced Domestic  Abuse. The health service especially Primary Care plays an essential role in responding to helping prevent further Domestic  Abuse by intervening early, providing treatment and information and referring patients to specialist services.  As highlighted Domestic Abuse is linked to a host of different health outcomes and is a risk factor for a wide range of both immediate and long-term conditions. 



Primary care, as part of the wider health economy has a duty to respond to victims of Domestic and Abuse to safeguard adults at risk and their children. This response can improve public health, improve health outcomes and support a patient-centred service and addresses not only the contemporary health burden but also that of future generations.



4.0 	INFORMATION SHARING



Sharing of information is vital for early intervention to ensure that adults and children at risk of domestic abuse receive the support they require for their own safety and the safety of any children involved. It is also essential that all practitioners understand when, why and how they should share information.  



Fears about sharing information cannot be allowed to stand in the way of the need to safeguard and promote the welfare of children at risk of abuse or neglect. No practitioner should assume that someone else will pass on information which may be critical to keeping an adult or child safe (HM 2015).



Where there is concern that the adult or child may be suffering or is at risk of suffering significant harm then their safety and welfare must be the overriding consideration. Information may also be shared where an adult is at risk of serious harm, or if it would undermine the prevention, detection, or prosecution of a serious crime including where consent might lead to interference with any potential investigation.



For information sharing refer to Information sharing: Guidance for practitioners and managers (HM Government 2018)



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/721581/Information_sharing_advice_practitioners_safeguarding_services.pdf



4.1 Providing Evidence for Domestic Abuse Reports:



The Domestic Abuse Act 2021 states that:



 “No person may charge a fee or any other remuneration for the preparation or  provision of relevant evidence relating to an assessment of an individual carried out by a relevant health professional in England and Wales under a qualifying medical contract.”  Relevant evidence means:



Evidence that the individual is at risk of being, a victim of domestic abuse which is intended to support an application by the individual for civil legal services or any other evidence that the individual is, or is at risk of being, a victim of domestic abuse.  This applies to:



A medical practitioner licensed to practice by the GMC

A health professional registered to practice in the UK by the NMC

A paramedic registered to practice in the UK by the Health and Care Professions Council    



5.0 	IDENTIFYING AND RECOGNISING DOMESTIC ABUSE



A GP or practice nurse may be the first person to recognise an individual’s health problems or carer related stress issues, or someone whose behaviour may pose a risk to adults or children. The primary health care team may therefore be the first point of contact for victims or perpetrators of domestic abuse. In some cases the adult victim may also have care and support needs and their needs may meet the threshold for assessment and support from Adult Social Care.  If an adult victim is not able to protect themselves because of care and support needs then a referral to Social Care Adult Safeguarding team should be made.



Professionals have a duty to refer to children’s services, using local policies and procedures, even if the adult victim chooses not to, or is not able to accept help for themselves when the adult victim has children or is pregnant. 



5.1 	Identifying Domestic Abuse



Often people suffering domestic abuse have unnecessary investigations and medication for nonspecific or mental health symptoms. It is important to recognise patients whose symptoms mean they might be more likely to be experiencing domestic abuse. Consider making a safe enquiry in patients with health markers of domestic abuse. These include:



· Symptoms of depression, anxiety, PTSD. 

· Unexplained symptoms/nonspecific symptoms.

· Tiredness, sleep disorders.

· Chronic unexplained pain, unexplained gastrointestinal symptoms.

· Unexplained gynaecological symptoms, sexual dysfunction.

· Sexually transmitted infections or unintended pregnancies, terminations.

· Self-harm or suicidal tendencies.

· Frequent attendance at surgery or A&E.

· Delay between injury and presentation.

· Injuries inconsistent with the explanation or injuries at different stages of

· healing. 



Overview | Domestic violence and abuse | Quality standards | NICE



5.2     Routine Enquiry of Domestic Abuse



Nice Guidance 2016 highlighted the importance of health professionals using safe routine enquiry into domestic abuse.  This is also a recommendation of the Domestic Abuse Bill 2021.  National and local Domestic Homicide Reviews have also highlighted that Primary Care should use safe routine enquiry to provide opportunity for victims to make a disclosure and receive appropriate responses and support. It is also recommended from Domestic Homicide Reviews that GP Practices should ask about domestic abuse in Mental Health related consultations.  Therefore GP Practices should implement the use of safe routine enquiry. 



Safe Routine Enquiry should be made if someone presents with indicators of domestic abuse as listed in section 5.1. Routine enquiry into domestic abuse can also be added to health assessments for instance new patient medicals and routine health checks as best practice. This changes the culture and encourages people to make disclosures.



Enquire sensitively and safely; create an opportunity, provide a quiet environment where confidentiality can be assured for the victim to discuss their experience. 



Examples of questions to aid disclosure are:



“Do you have a supportive partner? Does your partner ever hurt you verbally, physically or sexually? Does your partner ever try to control what you do or controls you finances?” Does anyone make you feel scared? 



5.3      Safe Enquiry about Domestic Abuse During Telephone Consultations

	Please note this is being piloted in Pennine area and provided for information 



It’s important to make sure that the patient you are in contact with is alone and safe before speaking with them about abuse. This is particularly the case when supporting them over the phone or online. Ask closed questions to establish this, allowing them to give ‘yes’ or ‘no’ answers. E.g. 'Are you alone?’ 'Is it safe to ask you some questions about your relationship?’

If it is safe to talk to the patient, establish a code word or sentence, which they can say to indicate that it’s no longer safe to talk and end the call. (e.g. 'No I'm not interested, thank you.' In which case you should call back later.) If it isn’t a safe time then ask for a suggested safe time to call back. Be aware that situations change quickly and that risk is dynamic. It is important to always follow up and call back later or ask a colleague to call back if someone terminates a call abruptly.

Be aware that the perpetrator of the abuse may be in the house or enter the house during the consultation, ask the patient to terminate the call if the perpetrator of the abuse comes into the room. 

Ask if the patient feels safe and if there is any immediate danger. Always advise calling 999 if there is any immediate danger. If the patient is unable to do this, but wants to, you can offer to do this for them. Remind the patient that if they are in danger they can still access healthcare services despite COVID-19 restrictions. 

If the patient does not speak English, ensure that an independent interpreter is available. Do not use family members or friends as translators.

Frame your enquiry by explaining the prevalence of domestic abuse before asking a more direct question. For example: “We routinely ask about domestic abuse because it is so common, affecting approximately 1 in 4 people…” 

Validate the patient’s experience with phrases like ‘I believe you’ or ‘this is not your fault.’ A patient will be in an extremely vulnerable situation if self-isolating with the perpetrator of abuse. Ask about what support the patient has and what support they might need. 

RISK ASSESS Ask the patient if the abuse is getting worse. Ask if the patient feels unsafe to stay in the home/is in immediate danger. If the patient says yes, they feel unsafe to stay in the home/are in immediate danger offer to call the police on 999 and do so if they want you to. Consider whether a safeguarding referral is needed if there are any children and/or vulnerable adults at risk in the home and follow your usual safeguarding procedures.

REFER / SIGNPOST as appropriate to local Domestic Abuse Services:

[bookmark: _Hlk92882338]BWD WISH Centre – tel: 01254 260465. You can also make victims/survivors aware of the WISH Centre online support service at www.thewishcentre.org  

Lancashire Victim Support Domestic Abuse Services – tel: 0300 323 0085

Blackpool Fylde Coast Women’s Aid tel: 01253 596699

Cumbria Domestic Abuse Services Victim Support – tel: 0300 303 0157

North Yorkshire - 01609 643100

RECORD Make sure you document all enquiries, disclosures and referrals on the patient’s record but in a way to hide it from online access in case a perpetrator is able to access their victim’s record. If a patient requests printed medical records, details of domestic abuse must be redacted. Document any concerns that you have, even if the patient does not disclose domestic abuse.

You might not get a disclosure the first time you ask, victims may respond defensively or dismissively due to fear, or the perpetrator may have entered the room or be listening in. That doesn’t mean there is no abuse, and they may make a disclosure later if you provide those opportunities. Remember to revisit your concerns if you have them.

5.4	Risk factors for Domestic Abuse



Summarised below are some of the main risk factors associated with domestic abuse.  These are grouped and not exhaustive; a useful acronym to remember some key factors is S P E C S S S S (DH 2013).



· Separation/Child Contact: Leaving a violent partner is extremely risky. In London 76% of domestic abuse murder victims had recently ended their relationship.

· Pregnancy, 30% of domestic violence and abuse starts in pregnancy. One in five teenage victims are pregnant (Safe Lives).

· Escalation of violence; previous domestic violence is the most effective indicator that further domestic violence will occur. 35% of households have a second incident within five weeks of the first.

· Cultural factors: language barriers, immigration status, isolation, FGM practising community.  

· Stalking: Research finds that intimate relationship stalkers use more dangerous stalking behaviours than non-intimate relationships stalkers.

· Sexual Assault: Where abusers use both physical and sexual violence, victims are at an elevated risk.

· Suicidal ideation: heightened risk

· Strangulation / stabbing: most female domestic abuse homicides are caused by strangulation and most male domestic abuse homicides are caused by stabbing



5.5	Toxic Trio



Toxic Trio refers to the co-existence of parental substance misuse, mental health problems and domestic abuse. Learning from serious case reviews has highlighted that the combination of these factors is particularly ‘toxic’ and pose risks of harm to children who live in these households (Brandon et al 2012).



5.6	Impact on Children and Young People



The Domestic Abuse Act 2021 states that children should be recognised as victims in their own right and not just as witnesses of domestic abuse.  Research tells us there is a significant link between abuse to a partner and the abuse of children. 70% of men who are violent to their partner are also violent to the victim’s children whether they are the perpetrators children or not. Living with Domestic Abuse has a significant detrimental effect on the well-being and development of children. Children are at increased risk of physical injury during an incident, either by accident or because they attempt to intervene. Even when not directly injured, children are greatly distressed by witnessing the physical and emotional suffering of a parent. Domestic Abuse is recognised as an Adverse Childhood Experience (ACE). 



Children's exposure to parental conflict, even where physical violence is not present, can lead to serious emotional trauma, anxiety and distress which may express itself in different ways. The child may become withdrawn or extraverted. For some children the impact may lead to them becoming involved in anti-social or criminal behaviour. There is potentially a direct risk of physical harm to the child from the perpetrator; this should always be considered in all assessments. 



The negative impact of domestic abuse is exacerbated when the abuse is combined with substance misuse as this can increase the severity of the attacks. 

Children living with Domestic Abuse are at increased risk of behavioural problems, mental health difficulties in later life and have a higher risk of sexual abuse.



5.7	Signs displayed by children that may be living with Domestic Abuse



· They actively disclose information about it.

· Injuries to themselves.

· Anxiety.

· Depression.

· Unexplained illness.

· Constant worry about family members and their safety.

· Insomnia or nightmares.

· Failure to thrive.

· Poor achievement at school, poor attendance.

· Behavioural difficulties, anti-social behaviour, criminal activity.

· Bedwetting.

· Self-harm.

· Speech and language delays.

· Substance misuse.

· Missed health appointments.

· Regularly missing from home



5.8	Unborn Child



The unborn child can also be affected by domestic abuse; there is a higher risk of miscarriage, preterm labour, stillbirth and low birth weight. 



There is growing evidence that the intrauterine foetal environment can influence foetal development, possibly even having long-term consequences for the child’s development and the development of pathophysiology and health outcomes in adulthood.



Studies have found association between maternal cortisol and altered child outcomes including psychological behavioural problems and higher child cortisol concentrations; early postnatal behaviours may be seen 



· Hypervigilance (increased arousal) – ‘being on alert’ high levels of fear and anxiety. This can present in various ways: 

· Excessive crying. 

· Failure to thrive. 

· Sleep disturbance. 

· Delayed speech and language. 

· Delay in independent skills such as toileting, dressing and playing alone.

· Anger and aggression.



Zijlmans, Riksen-Walraven and Weerth (2015)



5.9      Impact of Domestic Abuse on parenting



Living with Domestic Abuse does not automatically result in poor parenting; this depends on a range of factors including adverse childhood events for the parent. Consideration of domestic abuse therefore should be present in any assessment undertaken relating to the safety and well-being of a child.



Some parents also misuse drugs or alcohol, experience poor mental health and experience domestic abuse, when these 3 factors co-exist it is known as ‘the toxic trio’ which significantly impacts on parenting capacity. The co-morbidity of these issues compounds the difficulties parents experience in meeting the needs of their children and increases the likelihood that the child will experience abuse and / or neglect.





5.10   Domestic Abuse in older people



National and local Domestic Homicide Reviews have shown that despite high prevalence there has been a failure to recognise domestic abuse in older people.  Domestic Abuse is recognised as a category of abuse under the Care Act 2014. There are potential added barriers to reporting including the victim being dependent on the perpetrator for care, or the perpetrator being dependent on the victim for care. Older people may have traditional attitudes to marriage and gender roles.  Older people may have suffered domestic abuse for a very long time which can make it harder for them to seek support. Some people may become more vulnerable to abuse from family members or someone in a relationship of trust as they become older and they may be more isolated. Frailty, dependence on partner, family or trusted carer, and physical or mental illness should not prevent staff from recognising or exploring signs of domestic abuse.  Staff must be vigilant of signs of domestic abuse (or other types of abuse) when working with older people. Staff should not accept or ignore signs of abuse that may be covered up by other factors such as mental illness or dementia. These factors should not just be accepted as medical and risk must not be minimised, the safety of the victim should be prioritised.  Also staff must be aware that an older person may be a perpetrator of domestic abuse and risk should not be minimised due to that perpetrator appearing frail or vulnerable themselves. Victims should be signposted or referred to the local Domestic Abuse service for risk assessment and safety planning. Any threats to harm the victim must be taken seriously. With older victims there are potential complex issues that may need to be addressed by a multi-agency team of professionals. When an older victim is suffering domestic abuse making a Safeguarding referral to Adult Social Care should be considered.



5.11   Male Victims



Although the majority of known victims are female it is important to understand that males can also be victims of domestic abuse. Health staff should be aware that male victims are often more reluctant to disclose due to perceived stigma, less public awareness and fewer support options being available. Staff should give opportunity for males to disclose domestic abuse in the same way that they would with females and it is just as important to identify and manage risk with male victims. Male victims will be offered support from domestic abuse services and there is also some safe housing provision and available accommodation for males with or without children



5.12   Lesbian Gay Bi Sexual and Transgender + Groups (LGBT+)



It is known that 1:4 lesbian and bi sexual women and 1:3 gay and bisexual men suffer domestic abuse at some point in their life.  It is known that people from these groups are reluctant to report domestic abuse due to perceived prejudice and lack of dedicated support services. Staff should give opportunity for people from LGBT + groups to disclose domestic abuse in the same way that they would with people from other groups.  Domestic Abuse support services will offer support and it is just as important to address risk. 



5.13   Domestic abuse in teenage interpersonal relationships



Research shows that many young people experience Domestic Abuse in their own intimate relationships (NSPCC & Bristol University 2009) and young people exposed to domestic abuse in childhood are more likely to experience abuse in their own relationships. Teenage relationships are often short lived but can be just as intense as adult relationships and real danger may be present if the relationship is abusive.  All practitioners who work with young people, including looked after children (LAC) should safely enquire about abuse in intimate peer relationships, as young people are unlikely to disclose it spontaneously. Domestic abuse services will offer support to young people experiencing domestic abuse in their own intimate partner relationship. Identification of risk and risk management is important and can be completed by specialist domestic abuse services. Under 18-year-olds experiencing domestic abuse in their own intimate relationship may need to be referred into Children Social Care for assessment of risk



6.0	RESPONDING TO DOMESTIC ABUSE



If a disclosure of domestic abuse is made it is important that a safe response is given. Focus on safety and assess the immediate safety of the victim and any children. Remember to use a trauma informed approach as the way in which you respond to the victim will have a major impact, validate the victim disclosure.  If the victim is in immediate danger call the Police telephone 999.   



Practice Staff should be familiar with local Domestic Abuse Services and signpost or refer the victim as appropriate.  The Domestic Abuse Services can support victims and children and offer further risk assessment and safety planning. 

Commissioned Domestic Abuse Services across Lancashire, South Cumbria and North Yorkshire are:



· BWD WISH Centre – tel: 01254 260465. 

· Lancashire Victim Support Domestic Abuse Services – tel: 0300 323 0085

· Blackpool Fylde Coast Women’s Aid tel: 01253 596699

· Cumbria Domestic Abuse Services Victim Support – tel: 0300 303 0157

· North Yorkshire - 01609 643100

You can find further information on responding to domestic abuse in the RCGP Toolkit: 

https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/child-safeguarding-toolkit.aspx



Consult with your Safeguarding Lead / Manager and consider the completion of a Safe Lives DASH Risk Indicator Checklist if trained to use this.



The Safe Lives Risk Indicator Checklist is a researched tool used to assess risk in domestic abuse situations. This can be used at disclosure with victims from the age of 16years and if the checklist identifies that the victim is high risk of serious injury or murder a referral to MARAC (Multi Agency Risk Assessment Conference) should be made.  At this point immediate safety should be put in place and if there are children in the household a safeguarding referral to Children Social Care should be made. If the victim is an adult at risk under the Care Act 2014 referrals should also be made to Safeguarding Adult’s Social Care. If using the risk indicator checklist it is important that GP practices are familiar with the referral process into MARAC as safety of the victim and children needs to be addressed. (Please consult the Safeguarding Team if further advice is needed). If the GP Practice is not trained in using the risk assessment checklist the service user can be referred to IDVA (Independent Domestic Violence Advocate) who will complete the risk assessment checklist. 



NB:  Any concerns regarding immediate risk to victims and children or threats to kill should be reported to the police. Telephone 999

Children Safeguarding issues must be referred to Children Social Care and Adults at Risk referred to Adult Social Care 



6.1	Role of the Independent Domestic Violence Advisors (IDVAs) 



IDVAs help keep victims and their children safe from harm from violent partners or family.



Serving as a victim’s primary point of contact, IDVAs normally work with their clients from the point of crisis, to assess the level of risk. They: 



· Discuss the range of suitable options. 

· Develop plans for immediate safety – including practical steps for victims to protect themselves and their children. 

· Develop plans for longer-term safety. 

· Represent their clients at the MARAC. 

· Help apply sanctions and remedies available through the criminal and civil courts, including housing options.



These plans address immediate safety, including practical steps for victims to protect themselves and their children, as well as longer-term solutions. Referrals for an IDVA can be made via your local Domestic Abuse Services



6.2	Multi Agency Risk Assessment Conference (MARAC)



A MARAC is a multi-agency meeting, which has the safety of high-risk victims of domestic abuse and their children as its focus. The MARAC is a risk focused process involving the participation of all the key statutory and voluntary agencies who might be involved in supporting victims of domestic abuse. The objective of the MARAC is to share relevant and proportionate information and establish a co-ordinated safety plan to support the victim and make links with other public protection procedures, particularly the management of offenders, safeguarding children, and adults at risk.

The MARAC meeting is a part of a wider process which hinges on the early involvement and support for victims from an Independent Domestic Violence Advisor (IDVA) and continued specialist case management, both before and after the meeting.



In some localities Multi Agency Risk Reduction Assessment Coordination Teams have been set up to replace the traditional MARAC model.  These teams have the same objective as the traditional MARAC model but work with the victims, children and perpetrators from the point of referral.



6.3 	Domestic Abuse Disclosure Scheme (DVDS) or Clare’s Law - Implemented across England and Wales from March 2014



Right to ask

Under the scheme an individual can ask police to check whether a new or existing partner has a violent past. This is the ‘right to ask’. If records show that an individual may be at risk of domestic abuse from a partner, the police will consider disclosing the information to the victim. A disclosure can be made if it is legal, proportionate and necessary to do so.



GP Practices can advise victims to make an application to the police if appropriate via telephone 101.



Right to know

This enables an agency (including health) to apply for a disclosure if the agency believes that an individual is at risk of domestic violence from their partner.  Again, the police can release information if it is lawful, necessary and proportionate to do so. Applications can be made to the Police via telephone 101.  The practice would not inform the victim or perpetrator that the application was being made.





6.4 	Domestic Abuse Protection Notices and Orders:

Domestic violence protection orders and notices (DVPN/DVPO) were implemented across England and Wales in 2014. The Domestic Abuse Act 2021 will now replace the DVPN and DVPO’s with the Domestic Abuse Protection Notices/Orders (DAPN/DAPO). These will enable the protection of victims from all forms of domestic abuse, including non-physical abuse and controlling or coercive behaviour. DAPN will give victims immediate protection following an incident.  DAPN will be issued by the police and can require a perpetrator to leave the family home for up to 48hrs.  DAPO can then be applied for by the police via the Magistrates Court.  Victims or third parties will also now be eligible to apply for a DAPO directly to a family court.   Criminal, Family and Civil courts will also be able to grant a DAPO of their own volition during existing court proceedings which do not have to be domestic abuse related. DAPOs will allow prohibitions and positive requirements to be imposed on perpetrators. These could include prohibiting the perpetrator from coming within a specified distance of the victim’s home and/or any other specified premises, such as the victim’s workplace, alongside requiring the perpetrator to attend a behaviour change programme, an alcohol or substance misuse programme or a mental health assessment.  Requirements imposed by a DAPO can be changed by the courts so that they can respond to changes over time in the perpetrator’s behaviour and the level of risk they pose.  Courts will also have the power to use electronic monitoring (‘tagging’) to monitor a perpetrator’s compliance with certain requirements imposed by a DAPO.



6.5 	Domestic Homicide Reviews (DHR)



When someone has been killed because of domestic abuse (domestic homicide) or committed suicide because of domestic abuse a domestic homicide review should be carried out. Professionals need to understand what happened in each homicide and to identify what needs to change to reduce the risk of future tragedies.  The practice must cooperate with such reviews, share information and participate in practitioner events if asked to do so. This is a statutory requirement and includes victims from age 16 years. Learning from DHR’s both locally and nationally has demonstrated the GP practices are well placed to identify domestic abuse and to facilitate signposting for specialist support.  

    



6.6     Perpetrators of Domestic Abuse



Part of the Violence Against Women and Girls Strategy is to improve work with perpetrators.  If a service user male or female requests help in addressing their abusive behaviour GP practices can signpost them to local Domestic Abuse services for referral to a Perpetrator Programme.  



7.0      Recording of Domestic Abuse on EMIS Electronic Medical Record

It is just as important to record and code information about domestic abuse on medical records as it is any other clinical data.  However, care should always be taken to protect information related to domestic abuse on adult and children records from being seen by the perpetrator.  All information about domestic abuse must be hidden from patient online access this includes the victim, children and perpetrator records. Be aware that a perpetrator may attempt coercive access to the victim or child records.  Always redact information related to domestic abuse when printing off summaries or handheld records or patient copies of referrals.  Also ensure that any reference to domestic abuse is not visible to the perpetrator during appointments.  Recording and application of Snomed codes should be as per RCGP guidance regarding information related to domestic abuse or MARAC (MARRAC in BWD).    



https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/-/media/4C306F19A1204842AC41EF303049F9A7.ashx





 8.0     TRAINING



Duke Street Surgery supports staff to be trained in awareness of domestic abuse and where appropriate to their role trained in responding to Domestic Abuse disclosures. 



Recommendations following the implementation of the Domestic Abuse Act 2022 state that all NHS staff should receive domestic abuse training.  This includes patient facing and non-patient facing staff.  Levels of domestic abuse training should be appropriate to each staff members role. Clinical staff should have domestic abuse training at L3 



Further information on NICE guidance and recommendations can be found at: https://www.nice.org.uk/guidance/qs116/chapter/Quality-statement-2-Response-to-domestic-violence-and-abuse



RCGPhttps://www.rcgp.org.uk/clinical-and-research/safeguarding/domestic-abuse.aspx 



Training can also be accessed through:



	Lancashire: Adult and Children: Learning & Development 

	South Cumbria: Adult -  Training and Learning 

           South Cumbria: Children - Training and Learning 

	North Yorkshire: Adult -  Training Courses 

North Yorkshire: Children - Training Courses
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Appendix 1



Local flowchart for Responding to Domestic Abuse

Domestic Abuse Suspected

If indicators present e.g:

Physical Injury			Depression

Frequent Attendance		Self Harm

Non-Specific Symptoms Fatigue

Delay in Presentation		Genital Injury/STI’s

Make safe enquiry

(Sensitive, Alone, safe environment)

DA Disclosed

DA Denied but still suspected

Discuss Risk

Is there immediate danger?

No – advise or give contact details of Domestic Abuse Services. Document on records and arrange follow up 

Are there children to be considered?

Yes – contact police (if no consent given but high risk indicated report to police without consent) contact Domestic Abuse Services for specialist support &document on records

Yes – immediate danger – as above and make safeguarding referral to Children Social Care

Yes – but not immediate danger. Discuss effects on children sensitively. Make a Safeguarding referral to Children Social Care if children are being or at risk of being subjected to effects of domestic abuse including emotional harm. Share information with relevant professionals e.g. HV S/N. document on records 

Explain and document all disclosures and injuries for the purpose of evidence.

Use body map for injuries.

Share information appropriately and document if consent has been obtained or not.

Use appropriate Snomed codes to indicate disclosures of parental Domestic Abuse and link with Children’s records where appropriate.

Signpost to local Domestic Abuse Services

No – Action as above
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FGM Pathway
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Appendix 3.        Useful Contact Details:



· Lancashire Social Care: 

· Children 						Tel: 0300 123 6720

· Adults 						Tel: 0300 123 6721

· Out of hours Duty Team  			Tel: 0300 123 6722



· Blackburn with Darwen Social Care

· Children                                                         Tel: 01254 666400

· Adults                                                            Tel: 01254 585949

· Out of hours  Duty Team                               Tel: 01254 587547 



· Cumbria Social Care

· Children 						Tel: 0333 240 1727 

· Adults						Tel: 0300 303 2704

· Out of hours Duty Team			Tel: 0300 303 2704



· North Yorkshire Social Care

· Children 						Tel: 01609 780 780

· Adults						Tel: 01609 780 780

· Out of hours Duty Team                                Tel: 01609 780 780

Domestic Abuse Services:

· Lancashire 

Domestic Abuse Services	                                Tel: 0300 323 0085

			

· Blackpool

Fylde Coast Women’s Aid                                  Tel: 01253 596699



· Blackburn with Darwen 

WISH Centre 					Tel: 01254 260465



· Cumbria 

Domestic Abuse Partnership 			Tel: 01228 817200 



· North Yorkshire

County Council 					Tel: 01609 780 780



· National Women’s

Refuge						Tel: 0808 2000 247



· National Men’s

ManKind Initiative					Tel: 01823 334 244



· Galop (previously Broken Rainbow) 

LGBT + Domestic Abuse Helpline                      Tel: 0800 999 5428 

www.galop.org.uk  	

Sexual Assault Referral Centre Lancashire SAFE Centre / The Lancashire SAFE (Sexual Assault Forensic Examination) Centre provides forensic examinations, advice and comprehensive support services for women, men and children of all ages who make a complaint of rape or sexual assault.	          Tel: 01772 523 344



Appendix 4:  EMIS Templates for Routine Enquiry Pennine Lancs

Local and national Domestic Abuse Homicide Reviews have recommended that GP  Practices should ask about domestic abuse in Mental Health related consultations.  In response to this recommendation the CCG and EMIS have developed a template for GP’s to complete demonstrating the use of routine enquiry.  A prompt to use the Routine Enquiry Template for Domestic Abuse will be triggered during mental health related consultations, including:



· Low mood

· Depressed mood

· Panic attack

· Panic disorder

· Anxiety disorder

· Anxiety state



The prompt below will pop up:

[image: ]

If the GP ticks yes they will be taken to the template below:



[image: ]



Safe Routine Enquiry has also been added to the EMIS Templates for Women’s maternal and sexual health checks, NHS Health checks and general health checks and the neurology template.

Whenever domestic abuse is discussed with a patient it is important to understand that discussing these issues can be very traumatic for victims.  A trauma informed approach should be used. 
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Appendix 6  - Version Control 



Sample GP Domestic Abuse Policy



		Primary Care Sample Policy

		Date

		Author 

		Status

		Comment / Details of Amendments



		3.0

		February 2022 

		Lancashire & South Cumbria ICS Safeguarding Policy Group

		Draft

		Policy review and amended to reflect changes of the Domestic Abuse Act 2021 and to reflect local and national policy developments regarding domestic abuse.

Throughout the document the term “domestic violence and abuse” has been changed to “domestic abuse”.  The term “vulnerable adult” has been replaced with “adult at risk”.

Section 2.0 The definition has been amended in light of the DA Act 21(this may need further alteration when national stat definition is published). Explanation of types of abuse has been added to including Children being victims in their own right, Economic Abuse, invalid consent, non-fatal strangulation and threats to share indecent images.

Section 2.1 has been altered under heading familial abuse to include adult child to parent abuse as well as adolescent child to parent abuse. The term child/young perpetrator has been removed and replaced with “ young person using harmful behaviours”. Section 2.4 Heading changed to “So called” HBA.  Section 2.5 has been amended to include response to adults at risk re FGM.  Section 3 DA Act added to Roles and Responsibilities re training, identifying and responding to DA.  In section 4.0 requirement that NHS can no longer charge for DA Evidence reports added. 

Section 5.2 Routine Enquiry guidance added and use of EMIS template.  The use of the template is dependent on ICB locality decision.  

Section 5.3 added - Safe Guidance during T/C consultations. 

Section 5.4 risk factors added to. 

Section 5.6 Children being seen as victims in their own right added to Impact on CYP. % Of male perpetrators taken out as difficult to clarify true source

Section 6.0 Routine Enquiry taken out and moved above under Identifying domestic abuse as this section is related to response. Response expanded to include referral and signposting.

Section 6.2 BWD MARRAC added as mentioned

Section 6.4 DVPN & DVPO updated in line with DA Act 21 re DAPN & DAPO. 

Section 7.0 on Recording of DA updated – will need further amendment when local guidance agreed  

The term LGBT has been replaced with LGBT+ 









Circulation List

Following Approval this Policy Document will be circulated to:

Primary Care Practices across Lancashire and South Cumbria ICS



Review of Policy: This document will be reviewed in 2024 or before this date in the event of national updates.



This sample Safeguarding Policy is based on the Lancashire & South Cumbria Safeguarding Adults Board procedures and Lancashire and South Cumbria  Children's Safeguarding Assurance Partnership (CSAP) and the Domestic Abuse Act 2021.  It will support Primary Care to promote identification and response towards victims/survivors, children and perpetrators of Domestic Abuse.  



This is a sample policy which Primary Care personalise for use within their own Practice or use to support development of their own policies and procedures.  



It has been developed by the safeguarding adult and children’s team across Lancashire and South Cumbria CCG’s. 
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