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Abuse of professional privileges or skills

Abuse of privileges conferred by law: Misuse of professional skills

Prescribing of drugs

44, The prescription of controlled drugs is reserved to members of the
medical profession and of certain other professions, and the prescribing of such
drugs is subject to statutory restrictions. The Council has regarded as serious
professional misconduct the prescription or supply of drugs of dependence
otherwise than in the course of bona fide treatment. Disciplinary proceedings
have also been taken against doctors convicted of offences against the laws
which control drugs where such offences appear to have been committed in
order to gratify the doctor’s own addiction or the addiction of other persons.

Medical certificates
45. A doctor’s signature is required by statute on certificates for a variety of

purposes on the presumption that the truth of any statement which a doctor
may certify can be accepted without question. Doctors are accordingly
expected to exercise care in issuing certificates and similar documents, and
should not certify statements which they have not taken appropriate steps to
verify. Any doctor who in his professional capacity signs any certificate or
similar document containing statements which are untrue, misleading or
otherwise improper renders himself liable to disciplinary proceedings.

Termination of pregnancy

46. The termination of pregnancy is regulated by the law and doctors must
observe the law in relation to such matters. A criminal conviction in the
British Islands of termination of pregnancy in circumstances which
contravene the law in itself affords grounds for a charge before the
Professional Conduct Committee. v

Abuse of privileges conferred by custom: Professional confidence;
Undue influence; Personal relationships between doctors and

patients

47. Patients grant doctors privileged access to their homes and confidences,
and some patients are liable to become emotionally dependent upon their
doctors. Good medical practice depends upon the maintenance of trust
between doctors and patients and their families, and the understanding by
both that proper professional relationships will be strictly observed. In this
situation doctors must exercise great care and discretion in order not to
damage this crucial relationship. Any action by a doctor which breaches this
trust may raise a question of serious professional misconduct.
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48. Three particular areas may be identified in which this trust may be
breached:

{(a) A doctor may improperly disclose information which he obtained in
confidence from or about a patient.

{b) A doctor may improperly exert influence upon a patient to lend him
money or to alter the patient’s will in his favour.

(c) A doctor may enter into an emotional or sexual relationship with a
patient (or with a member of a patient’s family) which disrupts that
patient’s family life or otherwise damages, Or Causces distress to, the
patient or his or her family.

Further advice is given in Part Il of this pamphlet in relation to the first and
fast of these matters.

Personal behaviour: Conduct derogatory to the reputation of
the profession

49. The public reputation of the medical profession requires that every
member should observe proper standards of personal behaviour, not only in
his professional activities but at all times. This is the reason why a doctor’s
conviction of a criminal offence may lead to disciplinary proceedings even if
the offence is not directly connected with the doctor's profession. In particular,
three areas of personal behaviour can be identified which may occasion
disciplinary proceedings:

— Personal misuse or abuse of alcohol or other drugs

— Dishonest behaviour

— Indecent or violent behaviour.

Personal misuse or abuse of alcohol or other drugs

50. In the opinion of the Council, convictions for drunkenness or other
offences arising from misuse of alcohol (such as driving a motor car when
under the influence of drink) indicate habits which are discreditable to the
profession and may be a source of danger to the doctor’s patients. After a first
conviction for drunkenness a doctor may expect to receive a warning letter.
Further convictions may lead to an inquiry by the Professional Conduct
Committee or the Health Committee.

51. A doctor who treats patients or performs other professional duties while
he is under the influence of drink or drugs, or who is unable to perform his
professional duties because he is under the influence of drink or drugs, is liable

to disciplinary proceedings.
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with such relationships between a doctor and a person for whose care the
doctor is contractually responsible but whom he has never actually treated, or
between a doctor and a person whom the doctor has attended professionally in
the distant past. In view of the great variety of circumstances which can arise
in cases of this nature, the Council’s judicial position has prevented it from
offering specific advice on such matters. It can however be said that the
Council is primarily concerned with behaviour which damages the crucial
relationship between doctors and patients, and that this relationship normally
implies actual consultation.

74. The trust which should exist between doctors and patients can be
severely damaged when, as a result of an emotional relationship between 2
doctor and a patient, the family life of that patient is disrupted. This may occur
without sexual misconduct between the doctor and the patient.

75. The foregoing paragraphs refer to personal relationships between
doctors and patients or the close relatives of patients. The Council is not
concerned with personal relationships between doctors and other persons.
76.  Cases have been reported to the Council where a doctor when attending
a patient professionally has indecently assaulted her or exposed himself to her.
As will be clear from paragraph 57 of this pamphlet, such behaviour may
render the doctor liable to criminal proceedings: it may also in the absence of a
criminal conviction be treated as serious professional misconduct,

77.  For convenience these paragraphs describe a situation where the doctor
is 2 man and the patient a woman. Similar principles would apply if the doctor
were a woman and the patient 2 man or to a homosexual relationship.
78.  Innocent doctors are sometimes caused anxiety by unsolicited declara-
tions of affection by patients or threats that a complaint will be made on the
grounds of a relationship which existed only in the patient’s imagination. As
indicated in paragraph 16 of this pamphlet, all complaints received by the
Council are screened most carefully, and action is taken only when the
evidence received is sufficient to require investigation.

Professional confidence

79.  The following guidance is given on the principles which should govern
the confidentiality of information relating to patients.

80. It is a doctor’s duty, except in the cases mentioned below, strictly to
observe the rule of professional secrecy by refraining from disclosing
voluntarily to any third party information about a patient which he has learnt
directly or indirectly in his professional capacity as a registered medical
practitioner. The death of the patient does not absolve the doctor from this
obligation.
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81. The circumstances where exceptions to the rule may be permitted are as
follows:

(a) If the patient or his legal adviser gives written and valid consent,
information to which the consent refers may be disclosed.

(b) Confidential information may be shared with other registered medical
practitioners who participate in or assume responsibility for clinical
management of the patient. To the extent that the doctor deems it
necessary for the performance of their particular duties, confidential
information may 2lso be shared with other persons (nurses and other
health care professionals) who are assisting and collaborating with the
doctor in his professional relationship with the patient. It is the doctor’s
responsibility to ensure that such individuals appreciate that the
information is being imparted in strict professional confidence.

(c) If in particular circumstances the doctor believes it undesirable on
medical grounds to seek the patient’s consent, information regarding
the patient’s health may sometimes be given in confidence to a close
relative or person in a similar relationship to the patient. However, this
guidance is qualified in paragraphs 83-85 below.

{d) If in the doctor’s opinion disclosure of information to a third party
other than a relative would be in the best interests of the patient, it is the
doctor’s duty to make every reasonable effort to persuade the patient to
allow the information to be given. If the patient still refuses then only in
exceptional cases should the doctor feel entitled to disregard his refusal.
Information may be disclosed to the appropriate authority in order to
satisfy a specific statutory requirement, such as notification of an
infectious disease.
(f) If the doctor is directed to disclose information by a judge or other
presiding officer of a court before whom he is appearing to give
evidence, information may at that stage be disclosed. Similarly, a doctor
may disclose information when he has been summoned by authority of
a court in Scotland, or under the powers of a Procurator-Fiscal in
Scotland to investigate sudden, suspicious or unexplained deaths, and
appears to give evidence before 1 Procurator-Fiscal. Information may
also be disclosed to a coroner or his nominated representative to the
extent necessary to enable the coroner to determine whether an inquest
should be held. But where litigation is in prospect, unless the patient has
consented to disclosure or a formal court order has been made for
disclosure, information should not be disclosed merely in response to
demands from other persons such as another party’s solicitor or an
official of the court.

Rarely, disclosure may be justified on the ground that it is in the public

interest which, in certain circumstances such as, for example,
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investigation by the police of a grave or very serious crime, might
override the doctor’s duty to maintain his patient’s confidence,

(h) Information may also be disclosed if necessary for the purpose of a
medical research project which has been approved by a recognised
ethical committee.

82.  Whatever the circumstances, a doctor must always be prepared to justify
his action if he has disclosed confidential information. If 2 doctor is in doubt
whether any of the exceptions mentioned above would Jjustify him in
disclosing information in a particular situation he will be wise to seek advice
from a medical defence society or professional association.

83. Where a child below the age of 16 consults a doctor for advice or
treatment, and is not accompanied at the consultation by a parent or a person
in loco parentis, the doctor must particularly have in mind the need to foster
and maintain parental responsibility and family stability. Before offering
advice or treatment the doctor should satisfy himself, after careful assessment,
that the child has sufficient maturity and understanding to appreciate what is
involved. For example, if the request is for treatment for a pregnancy or
contraceptive advice, the doctor should satisfy himself that the child has
sufficient appreciation of what is involved in relation to his or her emotional
development, family relationships, problems associated with the impact of
pregnancy and/or its termination and the potential risks to health of sexual
intercourse and certain forms of contraception at an early age.

84.  If the doctor is satisfied of the child's maturity and ability to understand,
as set out above, he must nonetheless seek to persuade the child to involve a
parent, or another person in loco parentis, in the consultation. If the child
nevertheless refuses to allow a parent or such other person to be told, the
doctor must decide, in the patient’s best medical interests, whether or not to
offer advice or treatment. He should however respect the rules of professional
confidentiality set out above in the foregoing paragraphs of this section.
85. Ifthe doctor is not so satisfied, he may decide to disclose the information
learned from the consultation; but if he does 50 he should inform the patient
accordingly, and his judgment concerning disclosure must always reflect both
the patient's best medical interests and the trust the patient places in the doctor.
86. Special problems in relation to confidentiality can arise in circumstances
where doctors have responsibilities both to patients and to third parties, for
example in the practice of occupational medicine. An occupational physician
should ensure that any employee whom he sees in that capacity understands
the duty of the occupational physician in relation to the employer and the
purpose of the consultation. In particular, where an occupational physician is
asked by the employer to assess the fitness to work of an employee he should
not undertake such assessment except with the informed consent of the
employee.
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Introduction

Children have the right 1o protection from abuse and ill-reatment. This protocol has been agreed
between the ugencics involved on behalf of Swuffordshire’s Area Child Protection Commiues. It
provides o ramework lor the investgation of suspicions of abuse among children referred o
hospiwl following apparcnt life-threatcning episodes for which there scems no other probable
cause. The primary objective of any action by agencies in following this protocol is the wellare

and safety of the child.

The procedures detiled in the protocol are designed to establish clearly whether there are grounds
for concern about the child’s care in a manner which provides safeguards from further possible
huarm. The protection of children from abuse demands good co-operation between the professionals
involved, an open minded response 10 concerns and a focus on the best interests of the child
throughout any agency intervention. Once the facts have been established, and where grounds for
concem about the child’s care are substantiated. existing inter-agency procedures will be lollowed

10 emsure the continuing protection of the child.

This document was drawn up with panicular reference 1o the establishment of guidclines for the
management of lile-threatening cvanotic-apnoeic episodes in infants and voung children where the

mechanism s thought 10 involve intentional suffocation by a purent or carer.
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Principals nf referral to North Sta{ﬂ‘ordshire Hospital

Where a referring paediatrician considers that cyanotic-apnoeic episodes are possibly due o abuse
by a parent or carer, he/she will refer to the child’s local Social Services Deparument and an inital
strategy discussion will take place to consider how the investigation of concerns should proceed in
the interests of protecting the child. The responsibility for organising this inital strategy
discussion lics with the referring authority and should take place with minimal delay. The strategy
discussion should discuss all available information and decide whether grounds exist for cure

proceedings Lo be instituted.

«

Fullowing the initial suategy discussion, a decision 1o refer to North Swatfordshire Hospital (INSH)
may resull. This may be because the child cannot be protecied on the facts presenied, or because
there is a necd for further medical investigations. Thus, pacdiatricians may refer a patient who has
sutfered from medically unexplained life-threatening cyanotic-apnoeic cpisodes to the Academic
Depurtment of Paediatrics for either further medical investigation, or covert video surveillance

tCV S or both,

At this stage. a sceond strategy discussion will be requested under Swtfordshire Arca Child
Protection Committee Procedures, and this meeting will be convened in North Swuiffordshire. At
this sceond suategy discussion, there will be discussion as to whether CVS, medical investigations

ur both are required.

Notes of any iitial straiegy discussion in the referring arcu will be made available o the sceond

strategy discussion in North Staffordshire.

I the patient has alrcady been wransferred 1o NSH for a medical diagnosis and abuse is subscquently
suspected, a single strategy meeting, combining the principals of the first and sccond strategy

discussions. will ke place in North Stwlfordshire with minimal delay.

(59
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Pre-admission Strategy Discussion / Meeting

Children suffering from respiratory difficulues including apparent life-threatening episodes (ALTE)
are referred 10 the NSH from anywhere in'the country. In a proportion of these cases, there may be
concern that breathing difficulties have no apparent organic cause and suspicion exists that an adult
may have aicmpied 1o suffocate the child. This may, therefore, be a presenting sympom of
imposed upper airway obstruction. Where such suspicion cxists, the multi-agency child protection

proccdures from within the child’s area of origin should be initiated.

“Working Together” requires agencies who have a suspicion that a child is sutfering significant
harm 1o consult the investigaung agencics (Social Services and/or Police) and an inital strategy
discussion should be convened to plan an invesugation appropriate o the circumstances (sce

Appendix 1 for suggested agenda).

The complexity of cases wherein adults may be inducing a life-threatening episode of airway
obstruction makes it essential that full consultation precedes any dccision to investigate the
circumstances using CVS or any other approach. CVS could be used where it is agreed that
evidence sulficient 1o ensure protection for the child through care procecdings is not already

avatlable trom other sources. Legal advice is essential in reaching such a decision.

At the. stage at which g paediatrician suspects that imposed upper airway obstructon might be
responsible fur ALTE, it is essential that adequate nursing supervision is provided for the child
before and. depending on management, after the inual stratcgy discussion has been convened, so
that further, potentally dangerous abuse can be prevented. The child must be placed under a degree:
of nursing surveillanee (ie “onc-to-one’ nursing carel. which never allows the child to be alone in

the care of the suspected parent.

IT it is conswdered that a parent/carer may represent a risk © other paticnis/children on the ward.,

then sutticient supervision of other patients should be undertaken.

There are conuin indicutors which may suggest that the symptoms suffered by the child are induced
by a purent (Samucls MP, Southall DP. Munchausen Syndrome by Proxv. Br J Hosp Med
1992:47:739-762):

1) inconsisient historics from different observers

tb) symptoms and signs that are unusual or bizarre and inconsistent with known pathophysiclogy
{c) obscrvations and investigations inconsistent with parenual reporis

id) treaunents which arc ineffective or poorly wolerated

fe) symptoms and signs which begin only in the prescnce of one carcr/parent

iy parcnts who ure unusually knowlcdgeable about the illness and its repercussions

tg) parenis who contentedly fit in with ward life and auention from staff

{h) unusual or uncxplained iliness or death in previous children
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(i) parcnts who have a history of unusual illncss or themselves were abused as children
() parents who have a history of conduct or eating disorders
A
Parents should NOT be made aware of the strategy discussion / meeting in
advance. Failure to ensure this could prevent adequate protection for the child

and might have serious consequences.

The initial siratcgy mceting/discussion will nced to uddress the following issues to confirm or

refute the diagnosis that the child's condition is being induced by a parent:

{a) clarification of history, obtaining deuwils of any cpisodes that arc reporied 10 have occured in
the presence of a party other than the suspecicd perpetrator.

{b) check on wemporal association between episodes heginning (rather than being witnessed) if the
presence of one purent.

iey cheek on details of personal, family and social history with other family members, Social
Services and other health professionals - these details may be inconsistent, fabricated, or reveal
that the parent has Munchausen Syndrome. [nformation will be needed regarding any previous
Social Services involvement, community health, and any psychiauic history. Cure should be
wken m obwining such information {rom health professionals with a responsibility forno the
suspected parent, so that the later is not alerted 1o the enquiry at this stage.

i cheek on whether the parent has a relevant criminal record with local police and i any
previous sudden death of a child in that family is known,

(¢} If previous episodes of apnoca. cyanosis, cardiac or rcspiratory arrest, scizure or loss of
consciousness have been recorded on multichannel physiological equipment, these would be
examined 1o ascerwin whether the pathophysiology present at the onsct of and during cpisodes

is typical of a natural or unnatural cause.

The mecting will consider what further investigation may be nceded by relevant agencies. including
the possible collection of additional physiological daw. A decision 1o refer for a second suategy
discussion at NSH should be undertaken where the assessment remains unclear or where there is
insulficient evidence 1o ensure protection of the child at that point. Based on expericnce in previous
cases, it is clcar that the physiclogical data obwined during an cpisode of suffocation may not be
conclusive evidence. Although physiological patterns may suggest suffocation, they arc not

universally considered diagnostic.
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4.4

Second Strategy Discussion or Strategy Meeting in North Staffordshire

When an initial strategy discussion has resulted in a referral 1o NSH for consideration of CVS, the

following will be invited 10 a second s:rmggy discussion in North Staffordshire:

- Professor Southall and/or Dr Samuels

- Nurse Manager (Child Protection) or deputy, NSH

- Busincss Manager or deputy, NSH

- Swaffordshire Social Services Child Protection Team

- Suifordshire Police Child Protection Team

- Legal represenation from both the child's local authority and Staffordshire

- Represcnuatives from the Social Services and Police. the Pacdiatrician and other health
professionals from the arca where the child normaily resides.

Responsibility for inviting and coordinating this meeting ix the rexponsibility ol Staffordshire

Social Services Depariment.

It a child is admitted 10 NSH without the prior conw;-cning of an inidal strategy discussion in the
area of referral (as described above), a stralegy meeting must occur under Staffordshire Area Child
Protzcuion Commitice Procedures. This situation could arise because the child was admitied o
NSH for u medical diagnosis before suspicions arose. [n addition to Statfordshire agencics, the
tallowing will be invited {rom the referring arca: representatives trom the Social Services Child
Protection Team and a Social Services legal adviser. a Police Officer (Child Protection), medical
and nursing swatf from the referring hospital. The strategy meeting will be chaired by a senior

muanager from Staffordshire Social Services Depariment

Agencics need 1o recognise the need for urgency in convening the strategy discussions / meeting. It

1~ exsential that parents are not alerted by any breach of conlidentiality.

Where it is agreed that CVS should be used. the strategy discussion / meeting will identily and
record through its chairperson. the lead agency or individual responsible for:

11y discussion with parents regarding transfer to NSH

ih) onc o one nursing supervision of the patient prior w tansfer 1o NSH

w)  notlication 1 and bricfing of puediatric ward staff and puediatric social worker 3t NSH

ds
i)
oy
(g
th)

(1)
)]
k)

allocation of a Staffordshire Child Protection social worker and police officer

organising trained nursing/medical staff o underake surveitlunce

dealing with the child in the event of detcction of the abuse

planning for other children in the family in the event of detection of abuse

immediate follow up by agencies where the child lives, including a Child Protection
conference

obwining psychiatric intervention/assessment of the parent following diagnosis

revicw of the investigation

sccking leave of the court for investigation at NSH. if care proceedings are already in place

7



4.5

{1} acton in the event of a parentcarer aitempting © remove Lhe child from the ward before an

episode of abuse is identified.

e
The accepling clinician in NSH must inform the Business Manager (Paediatrics) or deputy of the

impending admission of the child. The Business Manager (Paediatrics) or deputy will conuact the

child’s resident District Health Authority purchasers 10 obuain funding approval. The following

information will be given in order that an informed decision regarding funding can be made:

2 nurses are required for cach of three 8.5 hour shifts per 24 hour peniod. tor the duradon of
Cvs

no guaranice can be made regarding the length of the surveillance, although the average
duration has been around 24 hours

the rate of pay will reflect professional qualifications and pay rates

the grade ol nursc 10 be recruited is not negotable: it must be at F or G grade level, The most

appropriate and trained nurses will be employed

- funding may be nccded in order to employ the surveillance nurse(s) on duty at the ume any

abuse is detected o allow him/her to atiend the debricfing, for atendunce ut any subsequent
case conterence or coun procecding
the referring authority will also contribute payment for the iniual bricting ol surveillance

nurses, ax well as their repeated training and assessment

(<
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5.6

Optimal application of CVS

NSH owns the video recorders, TV monitors ewe. These are stored in a locked cupboard in the office
¢
of the Nurse Manager (Child Protection) on Ward 113 as a secure permanent location when not in

use. The Clinical Nurse Specialist holds the key.

CVS should begin preferably carly in the week and not at weekends. This allows the maximum

number of working days to be available when adequate senior medical satff and ward staff are on

duty.

Mode and process for briefing ward saff (both nursing and junior medical), nursing swaff
performing surveillance, police. and for specialist psychiatric consultation to perpetrator must be
given careful consideration and discussed.

Child and parent must not move into the surveillance cubicle unil all preparauons required for

CVS arc completed.

Cameras must be positioned to allow observation of child at all times, but must not be invasive of

the parents” privacy when he. she, or they arc not handling the child or cquipment. To ensure

adequate ohservation and safety of the child, attention must be paid to:

(a) adequaie lighting in the cubicle - this must be sulficicnt to cnsure adequate vision is possible
at al! times, including at night.

(b) the sound levels - this should be so that the child’s vocalisations and monitoring equipment
alarms may be heard. The television volume level must be limited internally 10 cnsure this.

{¢) adequate communication systems between the observers of the video surveillance and ward
stall - this will be principally by the use of a dircct pager link between the observers and the
nursing staff on the ward. This pager will have wwo lcvels of alert - high priority (ie intervenc
in cubicle immediately) and low priority (ic aucnd or telephone immediately survcillance
officer.

() access to the cubicle - this must at all times be kept clear to allow video surveillance swaff a
ready pussage 10 the cubicle in the case of emergencies.

et funcuoning of cyuipment - all equipment, including the pager system, will be checked by
hospital clecrronics suaff prior 1o commencement of surveillance, and the pager will nced to be
tested at the beginning of every nursing shift. A written record will be made of this check, and

any malfunction should be repaired before operations commence.

Professor Southall or Dr Samuels’ ieam/ftechnicians will ensure that physiological monitoring
cquipment is attached 10 the child, as used for sleep studies, prior to or at the onsct of CVS. This
cyuipment will include a skin (transcutanecous) PO2 monitor as used for all infants and children in
the NSH with cyanotic episodes, and will provide an effective, early alarm for major falls in blood
oxygen levels. This alarm can be heard by nurses on the ward and by the surveillance nurses.
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5.7

5.8

3.1

If the surveillance equipment fails, constant one-l0-one nursing supervision of the patient will be
provided whilst the equipment is repaired or replaced.
¢

To provide continuous video surveillance, there will be two nursing saff (RMN, RGN, RSCN) of
F or G grades on duty at any one time who must undergo prior training (see Appendix 2).
Whenever possible, one the members of the surveillance team shouid hold the RSCN quaiif'scaiian.
Each pair of nurses will undertake 8 hourly shifts, with additional 15 minute hand over periods. In
«ome instances. it would be appropriate for medical stalf 10 be present to aid inwerpretation of the
parentchild intcraction. Nursing swffl on the ward who hold the RSCN qualificauon will also

always be available.

One of the trained surveillance nursing swlf will be engaged for no longer than a hall hourperiod
observing the video monitor and log keeping in order to minimise [atigue. The other will be
present supporting his/her collcague and helping him/her interpret changes scen on the video
sereens. The surveillance saff will cover each other during meal breaks and other essential breaks,
and these should be tken when surveillance is less ¢ritical (for example, when the suspected
perpetrator 1 out of the cubicle. or when a ward nurse 13 in the cubicle performing observations or
a procedure. The surveillance nurses will have received full instructions on when to alert the nurse

in charge ivia the radio-pager and when tointervene in the cubicle (sce Appendix 3).

During CVS, two vidco tapes will be used simultancously, with an overlap (of at least 5 minutes
batween the tapes). Tapes must be consccutively numbcered. and recorded in the log kept by the
.urveillance nurses. The identity of the observer inserting the tapes will be indicated upon the log.
All tpes must be labelied and kept in a safe place. and are the responsibility of the NSH. At the
conclusion ol recording, video tapes and logs will be stored by Swffordshire Police, and availuble
w0 Social Services in uccordance with the recommended practice regarding the video recording of
children. When the proceedings have ended, the video recordings will be rciumed o the Academic
Department of Pacdiatrics, NSH. If no proceedings are being considered. then the tapes and log

<heets will form part of the medical record and retained by the NSH (sce paragraph 9.3).

Following an observed incident. police and child protcetion social worker will be asked to attend
(~e¢ Appendix 4). They will be responsible for proceeding with the investigation, including any
discussion with the alleged perpetrator and for providing immediate protection for the child. The

nurse in charge of the ward will ensure the cubicle is secured until advised by the police.
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6.7

6.8

e cacn.

Management of surveillance staff

Two nurses per shift with RMN, RGN or RSCN qualifications will be engaged especially lo
perform video surveillance. The nursing Staff will be responsible 1o the Nurse Manager (Child
Protection) and will undergo training in the use of video surveillance, log keeping and use of all
lechnical equipment prior 1o auending the hospital to perform surveillance. This taining will
include the viewing of video recordings during suffocation obtained from previous cases (Appendix
2h

When attending the hospital 1o begin surveillance, the nurses will be bricfed and appropriately
wrained on the case by Professor Southall/Dr Samueis and the Nurse Manager (Child Protection) or
Clinical Nurse Specialist. This briefing will include 3 short synopsis of the clinical siwation of

the family,

The necd for confidentiality will be stressed at the triefing, although confidentiality is imphicit in

their professional responsibilities.

The responsibilities of the nurses in relation 10 recording concise and accurate notes will be
outlined. espectally in relation 1o the suspected abuser's behaviour and intcraction with the child,
.which will be taken o subsequent case conferences and may be used as cvidence in any cournt Cuse,
The UKCC Professional Identitication Number and expiry date will be kept by the Nursc Manager

{Child Protection).

The observers must be given concise information. on the circumstances under which they must
alert the nurse in charge of the ward (sce Appendix 3). This will includc instruction on usc of the
high priority page alert to bring the ward nurse immediatcly into the child's cubicle in the cvent of
actual or possible abuse, and the use of the low priority page alert 10 request the ward nursc o
atiend or contct immediaiely the surveillance nurses in the cvent of unexplained behaviour of the

parent (cg manipulating the recording equipment or monitors).

The surveillance nurses must observe and record at all times the behaviour of the suspected abuscr

when interacting with the child.

Accurute notes must be made of the above during the lull duration of surveillance. These must be
written legibly on continuation shects, consecutively numbered and provided by the hospital.
Cross reference 10 the lape numbers must be made in the log. The surveillance nurscs may be
asked 1o explain the behaviour of the suspecied abuser 10 the police. Each page should contain the
child’s name. Hospital number, page number, datc and time. In addition, all cntries must be signed

using the full signature of the nurse.

On tking over the case the surveillance nurses must denote transfer of responsibility by assessing
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6.9

6.10

7.1

the current situaton and recording clearly their findings.

If in the course of CVS, a surveillance nurse meets a situauon which he/she feels is outside his/her
competence 10 explain or interpret, he/she must immediately contact the nurse in charge of the

ward for clarification (low priority page alert).

Although the surveillance nurses arc not expected (0 participate in direct patent care, they may be

required in an emergency 1o enter the cubicle and protect the child (sce Appendix 1.9)

The surveillance nurses must be debriefed at the first available opportunity by the Nurse Manager

(Child Protection) or Clinical Nurse Specialist (sce section 8).

Discussion with other family members after ubuse has occurred

Scnior medical or nursing s@ff on the ward may have initial contact and provide suppont for other
family members, but should also refer them to the Child Protection social worker and police
otficer for information. This communication marks the beginning of further planning and must be
sensitve and clear. Members of the child's family will be in a state of shock and this will affect

their reactions including their ability 1o make decisions and plans for the future.
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4.2

9.3

9.4

Staff support and feedback

Working with sick children carries a high degree of suess for swaff from all disciplines, including
the child protection team. If cases of child abuse. actual or potential, are added to this along with
this particular system for identifying abuse cascs, a scenario of cxtreme emouonal stress can be

present for swff of all disciplines and at ail levels.

It is acknowledged that staff suppont must be addressed and will form part of the process of the
investigation. It is part of the responsibility of scnior medical and nursing staff and managers 1o
try to cnsure that an appropriate level of support is provided for staff under their supervision and

resources are dedicated o this.

In order to ensure undersianding of the investigation and its results by all members of swalf -w.izhin
all agencies. the professionals involved (medical, nursing, social services, police) will be inviied 10
a “debriefing ' meeting as soon as possible after the abusc has been confirmed by CVS, and/or child
protection proccdures have been instituted. The debricting will review procedures and make

recommendations where necessary to improve practice and the protocol.

Access to video tapes

In the case where child abusc is diagnoscd, and both criminal and civil proceedings (ollow, all the
video wpes become the responsibility of the Police after the abuse has becn documented. The
storage. access and disposal of these tapes will be as laid down by the Police and Criminal

Evidence Act and Codes of Practice.

in the case where child abuse is diagnosed. and in which the degree of abusc is considered sufficicnt
lor civil/care proceedings, but insufficient for criminal proceedings, all the video wpes will be

stored in a sale and secure way by the Social Services Department tor the referring arca.

In the case where no abuse is demonstrated during CVS, all video tapes will be the property of
NSH and stored in a safc and secure way in the NSH. All wpes will be stored within a box sealed
with tape in u locked cupboard. The box will be marked with the child’s name, NSH record
number. number of tpes, date of monitoring and who scaled the box. If tapes are removed for
whatever purpose, a signed record of the following should be Icft within the box: the date the box

is opencd. re-sealed and by whom and the number of tapes removed.

Access 1o tpes should be kept to a minimum, consistent with the interest of the child and the

interest of justice.
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Appendix 1

MULTI-AGENCY STRATEGY DISCUSSION / MEETING AGENDA
1

Part 1

1. Siatus of the meeung.

e Lol 1.3

Ly

Part 2

Inuroductions
Presentation of medical and social history. Current concerms.
Multidisciplinary discussion.

Choice of strategy as ‘next sieps’.

This is concerncd with how agreed ‘next sieps’ will be implemented - process and detail.

If a decision is made that CVS should be used, the strategy discussion / meeting will identity and record

through its chairperson, the Icad agency or individual responsible {or:

]
ib)
cy
«d)
)
ofy
)

th)

ti)
)
ik}

discussion with parents regarding transter 1o NSH

one 1o one nursing supervision of the patient prior o transfer 1o NSH

notification to and briefing of paediatric ward swaff and paediatric social worker at NSH
allocation of a Staffordshire Child Protection social workerand police officer

organising trained nursing/medical saff 1o underiake surveillance

dealing with the child in the cvent of detection of the abuse

planning for other children in the family in the event of detection of abuse

immediate follow up by agencies where the child lives, including a Child Protection
conlerence

obwining psychiatric intervention/asscssment of the parent following diagnosis

review of the investigation

sceking leave of the court for investigation at NSH, if care proceedings are alrcady in place
gction in the event of a parenvcarer atiempting to remove the child from the ward before an

episode ol abuse is identified.

If CVS is not the agreed option, the meeting will consider actions 1o be undertaken in the home arca by

social services, health care prolessionals and the police child protection team.
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Appendix 2

GUIDELINES FOR THE TRAINING OF NURSING STAFF IN COVERT VIDEO
SURVYEILLANCE OF CHILDREN SUSPECTED OF BEING SUBJECT TO
INTENTIONAL SUFFOCATION

This protocol provides guidelines for the training of the nursing swaff who will be covertly observing

children suspected of suffering from inientional suffocation by a parent or carer.

At any one time there will be two nurscs on duty during the surveillance. One will be observing the screen,
listening to the sounds in the cubicle and completing the log. The other will be supporting his/her
colleague. and helping him/her to interpret any changes scen on the video screens. Before being eligible 0

make these observations the nurses must have undergone training as follows:

8] Surveillance nurses will be given a 3-4 hour wraining session (by Dr. Samuels or Professor Southall,

_ and Nurse Manager (Child Protection), or Clinical Nursc Specialist) which must include the

[" | following: ‘

fiy  To read and discuss key papers on the subject of imposed upper airway obstruction, as
referenced below {1-6], in order 1o place this form of child abuse into the context of paticnts
sutlering {rom cyanotic or apnocic cpisodes.

(iiy  To read and discuss this protocol agreed by the Arca Child Protection Commitee and preparcd
for the management of suspected cascs of imposed upper airway obstruction,

riiiy  To observe video reccordings taken on previous patients who have been identified as being

abused by their parcats, Thesc recordings will show:

i1y adelinite and obvious example of smothering,

¢33 an example of smothering where the lighting and position of the patient makes

»

. identification of this difficult, and

{3) a parcnt subjecting a child to abuse other than from suffocation.

The video recordings and subsequent discussion will be used to:

(a) practise surveillance, note taking techniques and the initiation of intcrvention:

tby interpret the behavioural trends shown by the abusers:

(¢y demonstrate the imporunce of correct lighting and correct positioning of the baby,
tdy identify sitations where surveillance staff necd to call for assistance from ward suaff.

(iv) To discuss cxumple cases when surveillance has been used and how it has been used 1o allect
the outcome {or the child.

(v) To have demonstrated the equipment used in surveillance and ensure the nursing staff
understand the wwo levels for alerting ward swaff - high priority alert for acwal or possible
abuse to the child, or child disappeared from view, and low priority alert for unexplained
behaviour of the parent.

{vi) To have tourcd the ward area so that they are familiar with the cubicle layout, and the route
from the surveillance office to the cubicle, in the event of an urgent need 10 enter the cubicle,
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Nurses will subsequently be assessed as [oliows:

()  They musi demonstrate a satisfactory response 10 events occurting on previous video
recordings obtained during abuse and show that they would have intervened in ime to prevent
injury 1o the child. ‘

(i)  They must demonstrate clear understanding of the protocol and the role of the surveillance
nurse.

(i)  They will be interviewed by the Nurse Manager (Child Protection) or Clinical Nurse
Specialist, and by either Dr. Samuels or Professor Southall, and be given as much ume as
they require to ask questions, and discuss any problems or concems they have. Any nurse who
does not wish to ke part in surveillance work is free to withdraw from the training
programme at any point.

The above programme of assessment must be completed by each nurse to the saustaction of Dr

Samuels/Professor Southall, and Nurse Manager (Child Protection). Nurses who fail this assessment

must repeat the training lecture as described above and be reassessed. The Nurse Manager (Child

Protection) will mainwin a record of successful and unsuccesslul candidates.

Prior 10 a period of CVS, the Nurse Manager (Child Protection), or Clinical Nurse Specialist, and Dr
Samucls or Protessor Southall will review the training and experience record of each surveillance
nurse 10 be emploved and decide what updating or refresher training is required before their

competence is rcassessed.

A review ol this vaining programme will occur no less than annually.
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Appendix 3

INSTRUCTIONS FOR THE GBSFRVERS DURING COVERT VIDEO
SURVEILLANCE INCLUDING CRITERIA FOR INTERVENTION

Introduction

&)

The purpose of covent video surveillance (CVS) is 1o establish clearly the causation of life-
threatening events in children where there are grounds 10 belicve these might be due to imposed
upper airway obstruction (suffocation) thereby ensuring Lhe child’s protection. A balance has 1o be
struck between gaining information for use in evidence, and immediate protection of the child. The
absolute priority is protection of the child. CVS has been used when children are thought
10 have been subject to atiempts of suffocation, but it is also possible that other harm may be

caused to the child, such as hitting or severe shaking.
The Children Act 1989 allows the protection of a child by court order, where a court is satisfied that
the child is sutfering or is likely to suffer “significant harm”, which is auributable 10 the care given

falling short of what it would be rcasonable (o expect a parent to give (s. 31/2). The Act defincs

“harm™ o include ill-treatment as well as the impairment of health or development (s. 31/10).
The law defines “ill-reatment” as any conduct likely Lo cause injury to a child (R v Hayles).

The courts will reach decisions on orders 1o protect the child in the short term and paniicularly for

3.
the longer term, not only on the basis of the cvents observed, but also tking into account the'
fumily history and the likelihood of beneficial change within the family.

Instructions

4, Prior 1o commencing surveillance, the nurse must feel competent with the technology and

understand the role of surveillance. He/she will have received: a short synopsis of the clinical
situation of the family; instwructions 10 document accurately the suspecied abusers interaction with
the child: and instructions on the interprewation of behavioural trends of the suspected abuser and the

need to alert ward safl of potential harm 10 the child. In addition, the following tasks and

responsibilities are required:

{(a) The surveillance nurses must observe at all times the behaviour of the suspecied abuser when
interacting with the child. Observation must not be invasive of the parent’s privacy when he or
she is not handling the child or equipment.

(b) Accurate notes must be made of all interactions during the full duration of surveillance. These
must be written legibly on continuation sheets, consecutively numbered and provided by the
hospital. Cross reference 10 the video tape numbers must be made in the log. Each page should
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contain the child’s name, hospital number, page number, date and time.

(¢) One of the trained surveillance nursing staff will be engaged for no longer than a half hour
period observing the video monitor and log keeping in order to minimise fatigue. The other will
be present supporting his/her colleague :md helping him/her interpret changes seen on the video
screen. The surveillance staff will cover each other during meal breaks and other essential
breaks, and these should be taken when surveillance is less critical (for example, when the
suspecicd perpetrator is out of the cubicle, or when a ward nurse is in the cubicle performing
obscrvations or a procedure).

(@ During CVS, two video lapes will be used simultancously, with an overlap (of at least 5
minuics between the tapes). Tapes must be consccutively numbered, and recorded in the log
kept by the surveillance nurses. The identity of the observer inserting the tapes will be indicatcd
upon the log. All tapes must be labelled and kept in a safe place, and arc the responsibilijy of
the NSH. At the conclusion of recording they will be handed over 10 the Police Case Officer in
accordance with the protocol.

(¢) On wking over the case, the surveillance nurses must denote transteral of responsibility by
assessing the current situation and recording clearly their findings and signing these.

() All entries must be signed using the full signature of the nurse/medical statf.

t¢) The surveillance nurses may be asked 10 explain the behaviour of the suspecied abuscr to 2
police olficer. During CVS should he/she feel unable to explain a situation outside the remit of
his/her experience he/she should immediately contact the nurse in charge ol the ward for
clarification (low priority page).

(hy Before arrival for duty the surveillance nurses will have undergone the training programme
outlined in Appendix 2. Their responsibilities in relation to recording concise and accurate notes
will be outlined, especially in relation to the suspected abuser's behaviour und interaction with’
the child. These notes will be available for subsequent proceedings.

1iy The surveillance nurses are not expected 1o participate in direct patient care. but thcy may be
requircd in an cmergency to enter the cubicle and protect the child

(j) On conclusion of the case, the surveillance nurscs will be debriefed by the Nurse Manager
(Child Protection) or Clinical Nurse Specialist (sec scction 6).

A7 all times, the child must remain within view of the video cameras. If the child
is. at any time, removed from the view of the cameras and this removal has not been performed by a
member of the nursing staff, it is essential that the nurse in charge of the ward is alerted so that
she/he may immediately enter the cubicle and check the child (high priority page). This is 10 avert
the possibility that a parent will remove the child from the view of the camera, sulfocaic him/her
and then replace the severely ill child who may need resuscitation back onto the col. At no
time, for ethical reasons, should the parent undergo CVS independently of the

child.

Surveillance nursing swaff must initiate high priority intervention in the event of any ill-ireatment of
the child. Iniervention will involve alerting the nurse in charge of the ward, who will be carrying a
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radio-pager and will respond immediately o any alarm. If the nurse in charge of the ward has
become involved in a lengthy nursing procedure with another patient. the pager will have been
handed over 10 her deputy. The decision to intervene should be based on whether the parents’ action
represents an unreasonable way for an ordinary parent to treat a child. Surveillance nurses must be
alert 10 the possibility of ill-ureatment other than attempts at suffocation e.g. shaking, hitting,

poisoning or any other injurious behaviour.

A list of possible ill-reatments cannot be comprehensive but. for example, it is not reasonable fora
baby in the cot to be smacked, or have his or her limbs twisted, or to be picked up and shaken.
Surveillance nursing siaff must initiate high priority intervention in the event of any physical ill-

reatment, using their experience of how rcasonable parents treat their infant or young child.

If an episode of attempted suffocation occurs, surveillance staff must initiate high priority
intervention as soon as it is clear that the parent is interfering with the child's breathing. Past
experience has shown parents may put a hand, or material such as cotton or plastic film, or a pillow
over the child. Other means may also be used. Suffocation is thought unlikely 1o cause severe
danger until after 50-90 scconds, but it is essential 10 intervene early. There is no need to allow a
lengthy event to occur in order to establish ill-reatment. As soon as it is clear an auempt is being
made (0 interfere with the child's breathing surveillance statf must initiate high priority
intervention. No more than 10 seconds must elapse before intervention is initiated and no more
than a further 15 seconds should elapse before the nurse in charge of the ward arrives in the cubicle

to protect the child.

I an attempt at suifocation is made, or other abuse performed, the ‘supporting’ surveillance nurse

“will leave the observation room and make their way (o the cubicle door where the child is being

observed. If the nurse in charge of the ward has not entered the cubicle 25 scconds afier the onset of
the episode. the surveillance nursc must then enter the cubicle and intervene. In the cvent of such 2
delay in response. the surveillance nurse will press the emergency bution in the cubicle 1o alert all

other ward nursing siaff that their immediate attendance is required.

When an incident occurs which may or may not be abuse, it should be teated as abuse until
Professor Southall/Dr Samuels/Consultant Paediatrician on call has checked the taped episode in
consultation with the police and social services. Monitoring must continue, but the child must also

be supervised on a one-to-one basis by nursing staff on the ward.

If the parent suspected of abuse attempts 1o remove the child from the cubicle after an event has been
observed and before the arrival of the police, the nurse in charge of the ward must be paged (high
priority) immediately to intervene. If the nurse in charge of the ward is experiencing difficulties in
keeping the parent in the cubicle, the surveillance nurse must help in the cubicle 1o ensure the child
is kept on the ward. The police must also have been contacted for urgent assisiance. Doctors and
porters will be asked to help at the discretion of ward nurses.
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If the parent suspecied of abuse attempts to remove the child from the cubicle before an event has
been observed, the nurse in charge of the ward must be contacted immediately (high priority page).
{

A close Uime log of aciivities within the cubicle must be kept and observations on parent-child
intcraction must be noted in the log. In addition, a record of the time of onset and stopping of
recording must be kept - this must be signed and the video tape also signed, numbered and
witnessed. All wpes from both recorders must be kept and not recorded over. Following actwal or
possible abuse, onc @pe will be kept in an appropriately lubelied and sealed container and not be
plaved back (the masicr iape), whilst the other may be played back for review of any polenual abuse
by Dr Samuels/Professor Southall/Consultant Paediatrician on call in conjunction with police and

social services.

If at any time the surveillance nurse sees any behaviour of the suspecied perpetrator of abuse that is
considered odd or unclear, such as interfering or manipulating monitoring and recording equipment,
he/she must page the nurse in charge of the ward (low priority) and explain to her/him what has
been scen. If necessary, she/he could join the surveillance nurse and continue to observe the
purent/child intcraction. The surveillance nurse should avoid coming onto the wurd (112) unless

stricty necessary eg an cvent witnessed but no ward nurse intervening.

It should be noted that voices can be heard in adjacent rooms or in the corridor. All nccessary

professional discussions must be conducted in a low voice.

Confidenuality must be mainwined at all times in line with the UKCC code of professional conduct,

and NSH Trust policy.
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The Scope and Purpose of
this Document

This document is based on Working Together o Satguard Children: A guide to inter-agency working to
safeguard and promote the welfare of children (Department of Health et al, 1999 and Narional Assembly
for Wales. 2000) and the Framework tor the Assessment of Children in Need and their Families (Department
of Health, 2000 and National Assembly for Wales. 2001). Working Together sets out how all agencies

and professionals should work together to safeguard and promote children’s welfare and the Assessment
Framework outlines a framework for use by all those who work with children and families determining
whether a child is in need under the Children Act 1989 and deciding how best to provide help.

This supplementary Guidance Safeguarding Children in whom [liness is Fabricated or Induced is intended
to provide a national framework within which agencies and professionals at local level ~ individually and
jointly - draw up and agree upen their own more detailed ways of working together where illness may
be being fabricated or induced in a child by a carer who has parenting responsibilities for him or her.

[t is addressed to those who work in the health and education services, the police. social services, the
probation service, and others whose work brings them into contact with children and families. [t is
relevant to those working in the statutory. voluntary and independent sectors. It is intended that Area
Child Protection Committees’ (ACPCs) local child protection procedures should incorporate this
Guidance and its references to Covert Video Surveillance, rather than having separate Guidance on
fabricated or induced illness in children. Within the local procedures, the section on the use of
Covert Video Surveillance should make reference to the good practice advice for police officers
which is available to them from the National Crime Faculty.

The fabrication or induction of illness in children by a carer is referred to by a number of different terms.
most commonly Munchausen Svndrome by Proxy (Meadow, 1977). Factitious [liness by Proxy (Bools.
1996; Jones and Bools, 1999) or [iness Induction syndrome (Gray et al. 1995). In the United States. the
term Paediatric Condition Falsification is being adopted by the American Professional Seciety on the
Abuse of Children (APSAC). This terminoiogy is also used by some as if it were a psychiatric diagnosis.
The American Psychiatric Association’s Diagnostic and Statistical Manual (DSM-IV) has proposed using
the term factitious disorder by proxy for a psychiatric diagnosis applicable to the fabricator.

The use of terminology to describe the fabrication or induction of illness in a child has been the subject
of considerable debate between professionals. These differences of opinion rnay result in a loss of focus
ory the welfare of che child. [n order to keep the child's safety and weifare as the primary foeus of all
professional activity. this Guidance refers to the ‘fabrication or induction of illness in a child’ rather
than using a particular term. If. as a result of a carers behaviour. there is concern that the child ts or is
likelv ro suffer significant harm., this Guidance should be followed. The kev issue is not what term to use
to deseribe this tvpe of abuse, byt the impacr of fabrivated or induced illness on the child’s health and

develupment, and consideration of how best to safeguard the child’s welfare,

There are three main wavs of the carer fabricating or inducing illness in a child. These are not

mutuaily exclusive;

* fabrication of signs and symptoms, This may include fabrication of ast medical history;
el P B Py
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‘ fabrication of signs and svmproms and falsification of hospital charts and records. and
specimens of bodily fluids. T his may include aiso falsification of letters and documents:

: induction of ifiness by a variety of means,

Exampies of the types of abusive behaviours exhibited are further elaborated in paragraph 2.7, and

paragraph 3.3 sets out the types of situations which may cause concern about a child's welfare.

[n the Guidance the term ‘carer is used to mean ‘parent or carer’, e, any adult who is exercising
parenting responsibilities for a chuld. Those with parenting responsibilities may include, for example,
grandparents, foster-parents, child minders. as well as those who have parental responsibility as defined
in the Children Act 1989,

Status of This Guidance

This Guidance, prepared and issued jointly by the Department of Health. the Horme Office, the
Department for Education and Skills and the Welsh Assembly Government, is supplementary to
Working Together to Safeguard Children and should be followed in conjunction with the main Guidance.
All assessments should be undertaken in accordance with the Framework for the Assessrnent of Children in
Need and their Families. Where appropriate, paragraphs are cross-referenced to Working Together and the

Assessment Framework.

It is issued under Section 7 of the Local Authority Social Services Act 1970, which requires local

authorities in their social services functions to act under the general guidance of the Secretary of
State. As such, this document does not have the full force of statute, but should be complied with
unless local circumstances indicate exceptional reasons which justify a variation.

Role of Guidance

Processes and procedures are never ends in themselves, but should always be used as a means of bringing
about better outcomes for children. No guidance can, or should attempt to, offer a detailed prescription
for working with each child and tamily. Work with children and families where there are concerns
abour a child's welfare. is sensitive and difficult. Work in situations where illness has been fabricated

or induced can be very stresstul. Good practice calls for effective co-operatinn between different
agencies and professionals; sensirive work with parents and carers in the best interests of the child’

and the careful exercise of professional judgement, based on thorough assessmenc and critical analysis

of the available information

The Roval College of Pacdiatrics and Child Health has issued a report on Fabricaced or lnduced lHiness
v Carees (20010 Tt deseribes the role of pacdiatricians and other child health service professionals and
recommends how they should work with professionals from other agencies. The Roval College’s report
has informed the development of this Guidanee and provides more in-depth information for

professionals. particulariy those in health,

Policy Context

[ 2000 the Repore of a review of the research frameswork in North Staffordshire Hospital NHS Truse
(Department of Health, 2000b) was published. [t calied for 4 wide range of measures to improve

rescarch governance across the NHS. o addition, it recommended the development of guidelines



to assist the identification of children who have had illnesses fabricated or induced by their carer.

The Department of Health responded to this later recommendation with a commitment to produce
‘new guidelines for professional practice and inter-agency working in responding 1o concerns that a
child may be having illness feigned or induced by a carer. | hese guidelines will be drawn up within the

framewaork of Horking Together to Satoguard Children: A guide to inter-agency working (o safeguard and

promote the welfare of children (1999)7.

112 This Guidance reflects the principles contained within the United Nations Convention on the Rights of
the Child. ratified by the UK Gavernment in 1991, Specifically:

. Article 3 the best interests of the child should be a primary consideration when action is taken

concerning children:

. Article 9: children should not be separated from their parents unless such separation is necessary

in the best interests of the child;
’ Article 19: children should be protected from abuse or neglect

. Article 37: no child should be subjected to torture or other cruel. inhumane or degrading
treatment or punishment. No child shall be deprived of his or her liberty unlawfully

or arbitrarily,

’ Article 39: all appropriate measures should be taken to promote the physical and psychological
recovery and social reintegration of a child victim of any form of neglect or abuse.
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113 Itis particularly informed by the requirements of the Children Act 1989, which provides a comprehensive

framework for the care and protection of children.

1.14  The Chitdren Act 1989 places two specific duties on agencies (o co-operate in the interests of

vulnerable children:

Section 27 provides that a local authoritv may request help from:
- any focal authority:

- any local education authority!

- any local housing authority!

any health authority, Locai Health Board (in Wales). Special Health Authority, Primary Care

Trust or National Health Service Trust and

any person authorised by the Secretary ot State in Enaland or the Welsh Assemibly Governnent

in Wales for the purposes of this section.



in exercising the local authority's functions under Part [T of the Act. This part of the Act places a duty
on local authorities to provide support and services for children in need, including children looked after
by the tocal authority and those in secure accommodation. The authority whose help is requested in
these circumstances has a duty to comply with the request, provided it is compatible with its other duties

and functions and does not unduly prejudice the discharge of any of that authority's functions.
Section 47 places a duty on

- any local authority!

- any local education authority,

- any housing authority.

- any health authority. Local Health Board (in Wales), Special Health Authority. Primary Care

Trust or National Health Service Trust'; and

- any person authorised by the Secretary of State in England or the Welsh Assembly Government

in Wales

to help a local authority with its enquiries in cases where there is reasonable cause to suspect that a child
is suffering, or is likely to suffer, significant harm. unless doing so would be unreasonable in all the

circumstances of the case.

o~

The Concept of Significant Harm

1.15  The Children Act 1989 introduced the concept of significant harm as the threshold justifying

compulsory intervention in family life in che best interests of the child. A court may only make a care
order {committing the child to the care of the local authority) or supervision order {putting the child
under the supervision of a social worker. or a probation officer) in respect of a child if it is satisfied that!

’ the child is suffering. or is likelv to suffer. significant harm; and

* chat the harm or likelihood of harm is atrributable to a lack of adequate parental care or

control (s31).

Under $31(9) of the Chiidren Act 1983

‘harm' means ill-treatment or the impairment of heaith or gevelopment:

‘development means physical, intefiectuat amotional. social or behavioural development:
health means physical o mental bealth: and

il-treatment’ includes sexual abuse and forms of i-treatment which are not ghysical.
Under s31(10} of the Act ‘

Where the question of whether harm suffered by 3 child is significant turns on the child's health and
development, his health or development shiall be compared with that which coutd reasonably be expected of
a simdar child,

1

Tictieding those NHS wasts and PUTS ve-demignated as Cave Trusis ander Section 13 of the Healthoand Social Care Act.



116 There are no absolute eriteria on which to rely when judging what constitutes significant harm
Semerimes, a single traumatic event may constitute significant harm, for example a violent assauit,
intentional suffocation or puisoning. More often, significant harm is a compilation of significant events,
hoth acute and long-standing. which interrupt, change or darmage the child’s physical. social and
psvehological development. Long-term physical or emotional abuse can cause impairment o such an
extent rhat it constitutes significant harm. For cach child, it is necessary to consider the harm chey have

suffered in the contexr of the family's strengths and supports.

L7 [n deciding whether a child has been or is likely to suffer significant harm, it is necessary to consider the
information gathered during an assessment under each dimension heading in the Assessment Framework
{Department of Health et al. 1999). This includes:

* the family context;

» the child’s development within the context of their family and wider social and cultural
environment;

* any special needs, such as a medical condition. communication difficulty or disability that may

affect the child's development and care within the family;

* the nature of harm, in terms of ill-treatment or failure to provide adequate care;
’ the impact on the child's health or development; and
. the adequacy of parental care.

It is important always to take account of the child’s reactions, and his or her perceptions. according to

the child’s age and understanding.

.18  The Human Rights Act 1998 is also fundamental to this Guidance. Section 6(1) places a duty on all
public authorities to act in a way that is compatible with the rights and freedoms of the European
Convention of Human Rights that have been incorporated by the 1998 Act. These convention rights
include Article 3 - "no one shall be subjected to torture or to inhumane or degrading treatment or
punishment” and Article § - “everyone has the right to respect for his private and family life. his home

and his correspondence”

119 The Human Righrs At places obligations on public authorities both to refrain from certain action and
bl |4 o

in some clreumstances to take positive steps or measures (o protect the Conventinn rights of individuals.

120 A public authority includes “any person certain of whose functions are functions of a public nature”,
There wiil be some budies, for example. local authorities which are clearly public authorities under the
Act. However other bodies mav exercise both public and private functions and where those tunctions are
public they must be exercised compatibly with the convention rights incorporated by the Human Righes

Act. Where there is any doubr, it is imiportant that bodies seek their own legal advice.



121 Of particular significance is the Regulation of [nvestigatory Powers Act 2000. The main purpose of this
Actis to ensure that investigatory powers are used in accordance with human rights. T hese powers include
the use of covert surveillance such as covert video surveilance, in the course of specific operations. Parr {]
and Schedule 1 1o the Act set out a system of authorisations for the use of surveillance.

.22 This guidance suggests that where there is any potential for the use of covert video surveillance the

police should be informed and, within the multi-agency team, take the lead in co-ordinating such
action {see paragraphs 3.23, 4.86 and 6.46-6.31). All action should be undertaken in accordance with
the local ACPC child protection procedures (see paragraph 1.2). Where there is any doubt about the use

of covert video surveillance legal advice should be taken.

~n Integrated Approach

1.23 Children have varying needs which change over time. Judgements on how best to intervene when there
are concerns about harm to a child will often and unavoidably entail an element of risk - the rwo .
extremes being, leaving a child for too long in a dangerous situation and removing a child unnecessarily
from their family. The way to proceed in the face of uncertainty is through competent professional
judgements based on a sound assessment of the child’s needs. the parents capacity to respond to those
needs - including their capacity to keep the child safe from significant harm - and the wider family

circumstances {Department of Health et al, 2000).

1.24 Effective measures to safeguard children cannot be seen in isolation from the wider range of support

and services available to meet the needs of children and families:

* many of the families in which a child has had illness fabricated or induced have experienced
a number of stress factors in their lives. Providing services and support to these children and
families may strengthen the capacity of parents to respond to the needs of these children before
they reach the point where their reaction to their difficulties is to fabricate or induce illness in

their child;

* child protection enquiries may reveal significant urunet needs for support and services among
children and families. particularly in relation to the needs of the parents and the way in which .
the family members relate to each other. These should always be explicitly addressed if the
family member so wishes. even where concerns are not substantiated about significant harm

to a child:

’ if child protection provesses are to result in improved outcomes for children, then etfective
plans tor safeguarding children and promoting their welfare should be based on a wide ranging
assessmient of the needs of the child and their family circumstances, taking account of past

histories of all family members;

. all work with children and families should retain a clear focus on the welfare of the child. Just
as child protection processes should always consider the wider needs of the child and familv. so
broad-based familv support services should alwavs be alert 10, and know how to respond quickly

and decisively to potential indicators of iiness being fabricated or induced in a child.
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Promoting childrens wellbeing and safeguarding them from significant harm, depends crucially upon
effective informartion sharing. collaboration and understanding between agencies and professionals.
These relationships mav become strained where there are concerns that illness is being fabricated or
induced in a child and there are differences in opinion about how best to safeguard the child's welfare

or indeed if the child is being abused. Constructive relationships between individual workers should be
supporred by a strong lead from elected or appointed authority members, and rhe commitment of senior

officers from each agencv,

At the strategic level, agencies and professionals should work in partnership with each other and with
service users, to plan comprehensive and co-ordinated children’s services which have the capacity to
respond to the identified needs of children. Children who have had illness fabricated or induced and
their families will require specialised services, some of which may not be available locally and will have
to be secured from either regional or national resources. One case can make considerable demands on
an agency’s available resources. On these rare occasions, senior managers should be involved in deciding
how to allocate resources deemed necessary to bring about the best cutcomes for the child.

Children who have had illness fabricated or induced will require co-ordinated help from a range of
agencies such as health, education, social services and the voluntary sector over a sustained period of
time. The nature of the input is likely to change as the child develops and his or her needs change: over

time, therefore, the types of services required may differ considerably.

For those children who are suffering, or at risk of suffering significant harm. joint working is essential.
to safeguard the child/ren and — where necessary - to take action, within the criminal justice system.
regarding the perpetrators of crimes against children. [n using this Guidance all agencies and

professionals should:

’ be alert to potential indicators of iliness being fabricated or induced in a child;

* be alert to the risks which individual abusers. or potential abusers, may pose to children

in whomn tliness is being fabricated or induced:

* share. and help to analyse information so that an informed assessment can be made of the

child’s needs and circumstances;

’ contribute to whatever actions {including the cessation of unnecessary medical tests and
treatinents) and services are required to safeguard the child and promote his or her welfare, and
- regularly review the outcomes for the child against specific shared objectives.

o

sistent with epsuring the

~ work co-operatively with parents unless this s ineon

child’s satety.

* assist in providing relevant evidence in any criminal or civil proceedings. should this course

of action be deemed necessary.



2. Some Lessons From Research
and Experience

Introduction

2.1 Our knowledge and understanding of children’s welfare ~ and how to respond in the best interests of

a child to concerns abourt abuse and neglect - develop over time, informed by research, experience.

and the critical scrutiny of practice. Sound professional practice involves making judgements supported
by evidence! evidence derived from research and experience about the nature and impact of abuse and
neglect, and when and how to intervene to improve outcomes for children; and evidence derived

from thorough assessment about a specific child’s health. development and wellbeing, and his or her

family circumstances. .

2.2 This chapter begins by reporting research findings on the incidence and prevalence of iliness being
fabricated or induced in a child by a carer and describes some of the types of behavicurs exhibited by
carers which can be associated with illness fabrication or induction. [t goes on to summarise available
research findings and practice experience specific to this type of abuse, and concludes with what is
known about how best to secure optimal outcomes for children in whom illness has been fabricated

or induced.

Incidence and Prevalence

The fabrication or induction of illness in a child by a carer is considered to be rare. McClure ac al (1996)

carried out a two-vear study o determine the epidemiology of Munchausen Syndrome by Proxy. non-

accidental poisoning and non-accidental suffocation in the UK and the Republic of [reland. They

analysed data from 128 confirmed cases notified to the British Paediatric Association Surveillance Unit

during the period September 1992 to August 1994. Based on this data, the researchers estimated that

the combined annual incidence in the British [sles of these forms of abuse in children under 16 vears was @
at least 0.5 per 100,000 and for children under | years at least 2.8 per 100.000. The authors calculated

that "in a hypothetical district of one million inhabitants therefore, the expected incidence would be

Do
|98}

approximately one child per vear” {p. 38}
pp 3 pery I

2.4 This study showed that reporred rates of fabricared or induced illness varied greatly between different
health service regions and the researchers suggested it was under-regorted nationatly. Their findings
also suggested that paediatricians considered that at the time of their study the identification had to

be virtually certain before a child protection conference is initiated. Thus a number of cases mav be
unrecorded because of the absence of irvefutuble evidence in situations where the level of concern abour
frarm o the child is exoemely high, The cases may also present in wavs which result in unnecessary
medical interventions, for example, where symptoms are verbally reported to surgeons who then carry
out operations without questioning the basis of this information. Consequently the estimate of one

child per one million head of population is likely to be an under-estimate.



Responding to reported signs and symptoms

2.5 Where illness is being fabricated or induced. extensive. unnecessarv medical investigations mav be
carried out in order 1o establish the underiving causes for the reporred signs and svmproms. The child

nay also have treatments prescribed or operations which are unnecessary. | hese investigations can result

in children spending long periods of time in hospital and some, by their nature, may also place the child

at rsk of suffering harm or even death.

25 Carers exhibit a range of behaviours when they believe that their child is il A key professional task s
to distinguish between the over anxious carer who may be responding in a reasonable way to a very sick
child and those who exhibit abnormal behaviour {see paragraphs 3.1-3.3}. Such abnormal behaviour
in a carer can be present in one or both carers and often involves passive compliance of the child

{see paragraph 2.20). These carer behaviours may constitute ill treatment (section 31(9) of the
Children Act 1989},

2.7 The following list is of behaviours exhibited by carers which can be associated with fabricating or
inducing illness in a child. This list is not exhaustive and should be interpreted with an awareness of
cultural behaviours and practices which can be mistakenly construed as abnormal behaviours:

’ deliberately inducing symptoms in children by administering medication or other substances, or

by means of intentional suffocation;

’ interfering with treatments by over dosing. not administering them or interfering with medical

equipment such as infusion lines;

’ claiming the child has symptoms which are unverifiable unless observed directly, such as pain.
frequency of passing urine, vomiting, or fits. These claims result in unnecessary investigations

and treatments which may cause secondary physical problems:

* exaggerating symptoms, causing professionals to undertake investigations and treatments which
may be invasive, are unnecessary and therefore are harmful and possibty dangerous:

’ obtaining specialist treatments or equipment for children who do not require them;

’ alleging psvchological illness in a child.

rs
wel

The majority of cases of fabricated or induced illness in children are confirmed in a hospital setting

because either medical findings or their absence provide evidence of this tvpe of abuse.

~ $ [ ! : ! Tt 4 Ppl

cdfiy TUSory and concern aoout the cniid’s neaitn

2.9 Asignificant number of children in whom illness is fubricated or induced will have been well knowr to
fiealth professionals trom birth. Some may previously have been seriously ilt. for example as a consequence
of prematurity. while others may have had minor problems at birth or in cheir first few months of {ife.
Consideration should be given to the possibility that the obstetric complications themselves may hase
been due 1o the mother interfering with her pregnancy to induce a premature bicth (Jureidini, 1993
Children may have also experienced other forms of abuse. for example. physical abuse or neglect, prior

to the identification of fabricated or induced tliness {Bools et al, 1992}
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Non-organic failure to thrive is a common feature of this group of children who may have been
presented to professionals or agencies earlier in their lives with failure to thrive, alleged allergies and/or
feeding problems (Bools et al. 1992: Gray and Bentovim, 1396: Rosenberg, 1987).

At the point the fabrication or induction of iliness is confirmed the child may have organic problems
which will require ongoing medical treatment. These may pre-date the abuse or be a consequence of it
[t can be difficult o identifv retrospectively the origins of a child's medical problems but. following
identification of fabricated or induced illness, treatment for medical conditions should be undertaken

as part of the child’s overall plan.

The medical histories of this group of children are likely to have started early and in many instances
will have become extensive by the time the suspected abuse is identified. Some children may have
heen referred to a tertiary paediatric centre because they were thought to have a serious or rare illness
requiring expert diagnosis and treatment. They may have been seen at many hospitals in different
geographical areas and by a number of professionals. They may also have been seen in centres for

alternative medicine or by private practitioners.

When a child is in hospital, it is usual for carers (usually the child’s parents) to be very involved in the
care of their child. including participating in medical tests, taking temperatures and measuring bodily
outputs. Where illness is being fabricated or induced by a carer. these normal hospital practices afford
the carer the opportunity to continue this behaviour. This may mean, for example, that treatments and
tests may be interfered with and the reported signs and symptoms continue whilst the child is in
hospital. Differences may be observed between the ways in which carers who fabricate or induce illness
interact with their children compared with other carers. Commonly, these carers are observed to be
intensely involved with their children, never taking a much needed break nor allowing anyone else
(either family members or professionals) to undertake any of their child’s care. This behaviour may
preclude adequate observation of the child. Some, however, spend little time interacting with their child.
They may be very involved with other families on the ward and hospital staff than their child. Another
observed feature is that some carers appear unusually unconcerned about the results of investigations

which may be indicative of a serious physical illness in the child.

d death and morbidity

[nternational research findings suggest that up to 10% of these children die and about 50% experience
long-term morbidity. In the British [sles study referred to in paragraph 2.3. McClure ec al {1996) found
that 8 out of 128 (6%) children died as a direct result of abuse. A further 15 (12%) required intensive
care and an additionai 45 (35%) suffered major physical illness. again as a result of abuse. The way in
which a child's circumstances are managed will impact on their outcomes but the lives of some who
present at hospital in a Hife-threatening sicuation. for example huviny been poisoned, might not be abie
o be saved.

[ che McClure et al (1996) study, 83 (6376) of the 128 index children had at teast one sibling and of
these, 15 {1275} had 4 sibling who died previously {a total of 18 deaths). Five (475} of these deaths had
heen classified as Sudden [nfant Deachs, [nformation about a dearh or previous abuse of siblings may
become known to professionals only after a family history has been collated. At the time of death some

may have been unexplained or ascribed to natural causes. while others may have been known {0 have
abuse of siblings is common in this group of

occurred as a result of abuse. Previously reported physical
ness. A child may be

children and previous abuse may have included the fabrication or induction of ill
. . . Lo . L ST £ oeibalievere
considered to be at risk of significant harm because of abuse inflicted on siblings, or the death of siblings

due to abuse.



impact of fabricated or induced iliness on the healtn
or development of a child

216 Mlany of the children who do not die as a result of having illness fabricated or induced suffer significant
long-term consequences. These may include fong-term impairment of their physical. psychological
and emotional development (see paragraph 3.90 of Assessing Children in Need: Pracrice Guidance

{Department of Heaich, 2000a}}.

217 Whilst it is well documented that children who have been abused or neglected are likely to suffer
impairment to their health and development. it cannot be assumed that all children suffering
impairment have been abused. Where there are concerns about the reasons for a child’s developmental
delay, it is important to clarify the contributing factors and identify any underlving conditions. For some
children the origins of their impairment or disability may be very complex with an underlying medical
or developmental condition being further impaired by abuse or neglect. [n these circumstances. detailed
assessments are required to understand cause and effect (For further discussion, see Chapter 4: The
Spectrum of Signs and Symptoms, Royal College of Child Health and Paediatrics, 2001).

2.18  Fabrication of illness may not necessarily result in the child experiencing physical harr. Where children
have not suffered physical harm. there may still be concern about them suffering emotional harm.
Concerns about children being brought up in a fabricated sick role are further discussed in paragraph
2.21. Children may also suffer emotional harm as a result of an abnormal relationship with their
mother (if she is responsible for the abuse) and their disturbed family relationships (see paragraphs

2.30 and 2.31).

2.19  In their follow-up study of 54 children who were known to have had illness induced or fabricated or
induced, Bools et al (1993) found a range of emotional and behavioural disorders. and school relaced
problems including difficulties in attention and concentration and non-attendance. These difficulties
were present both in children who were living with their abusing parent and those who had been placed
with alternative carers, suggesting the need for treatment regimes which specifically address the child's
ongoing needs throughout childhood. McGuire and Feldman (1989) also reported a range of disorders
in children known to have had illness fabricated or induced. depending on the age of the child: feeding
disorders in infants, withdrawal and hyperactivity in pre-school children and direct fabrication or

exaggeration of physical symptoms by older children and adolescents.

Tha exoerience of the abused c¢nild

i

2.20 Nearly all affected children undergo many unpleasant investigations and/or treatments but many
children, especiallv young children, who have had iliness fabricared ur indaced mas not be fully aware
of the nature of their abuse. Few studies have sought children’s views un this matter, but Neale et af
{1991}, through their interviews with children, found that many had net been able o disclose the nature
of thetr abuse. in part because of the skill of rheie mothers {the perpetrators) in teaching the children fo
present a rosv picture 1o the external world whilst they were being subjected o extensive phvsical and
emotional abuse at home. These children were attached to their mothers and even after disclosure of

the abuse and placement with alternative carers. some still wanted vontinued contact with them.

Some childeen are confused about their state of heatth, Many are preoccupied with anxieties abour theie

£
[
e

health and survival and may express suicidal thoughts as a result of their despair. Older children and

adults who have been abused in this way may come 1o feel anger at their betraval by their parent{s).

and a lack of trust in those caring for them including medical professionals.



Involvement by the child

2.22 In children who have had illness fabricated or induced. there seems to be a continuum of involvermnent
with their carer, from naivety through to passive acceptance, actyal participation and active self-harm
{Sanders, 1895} Some children. particularly thuse who are older, nay learn to coliude with their carer
in the management of a non-existent condition before eventually fabricating or inducing illness in
themselves or developing a somatisation disorder, Such children can continue (o be dependent on
their carer and use her/him as a reference point for their own state of heaith, As 3 consequence of this
dependency, some may lose the abifity in childhood to identify true iliness and become unable o act
appropriately if they are ill. Some older children and adults feel guilty for their perceived collusion.
So. just as with other forms of child abuse. the effects of iliness having been fabricated or induced

may impact on a child for life.

range of children

D’
D

.23 The age range of children in whom illness is fabricated or induced extends throughout childhood,
although it is most commonly identified in younger children. [n the McClure et al (1996) study, 77%
of children were aged under 5 years at the time of identification with a median age of 20 months.

.5¢ at onset of symptoms

2.24 The age of the child when the symptoms begin is usually much younger than when the abuse is
identified because of the length of time it normally takes to identify this type of abuse. Schreier and
Libow (1993), in their survey of 362 cases. found that the average length of time to identification
was greater than 6 months in a third of the cases and more than a year in a fifth of the cases.

Gender of carer responsible for the abuse

2.25 Clinical evidence indicates that fabricated or induced illness is usually carried out by a female carer,
usually the child's mother. Fathers and women other than the mothers have also been known to he
responsible {Makar and Squier, 1390: Samuels et al. 1992} It is common in these latter cases for the
adult to have undertaken significant responsibility for providing much of the child’s daily care.

2.26 Therapeutic work undertaken with families has revealed the extent to which both mothers and Fithers

were involved in perpetuating the belief that the child was seriously ill. [t is not, therefore, appropriate

o always consider the fathers to be mere bystanders in rhe process of iiness induction: their role in

cach particular family svstermn must be understood as part of the assessinent process {Gritfith, 1988,

Manthei er al, 1988)
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2.27 There is 0o evidence 1o support a unique profile of carers who fabricate or induce illness in then
‘ I . . : 1) i ildren,
children. This is, however, evidence that as with many parents who abuse or neglect their ch
S . . od A o assessment is required 1
specitic aspects of their histories are likely to have been troubled. A careful assessment is required o

their current abili care for their child.
urslerstand the impact thar past events may be having on their current ability to care !



2.28 The child's carers. who are usuaily their parents, may have histories of having expertenced childhood
abuse or privation. This can include all forms of abuse, including emational (Bools et al. 1994
Samuels et al. 1992; Southall et al, 1997).

3 The parents mav also have considerabie medical and psychiatric histories which may or may not be able
to be verified independently. The same may be 50 in relation to the obstetric history of the mother. This

(W)
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information mav not be easily accessible and considerable effort may be required 1o gather it together

into a detailed chronology.

(AW

30 Reported features of the parents health histories include:

. Physical Health. A significant number of parents are likely to report having experienced
genuine medical problems. They may or may not have been substantiated by medical
investigations. They may also have a history of inflicting deliberate self-harm. The mothers
may have a complicated obstetric history. For some mothers, there may have been professional

concern about them causing their own miscarriages.

* Psychiatric history. A significant number of parents will have been assessed or treated for
mental health problems. Following a formal psychiatric assessment, some may have been
diagnosed with a personality disorder, but others may have no diagnosable psychiatric disorder.
Paragraphs 4.39-4.52 on Adult Mental Health explore this area in more depth.

3t Parents also report having suffered a number of significant bereavements or losses in their lives with
these often having taken place within a relatively short time span (Gray and Bentovim, 1996). The
bereavements may be of significant adults in their lives (a parent or other supportive family member),
of children in the areas of conception, miscarriage, stillbirth or death and the losses of partners through

N

divorce or separation.

Family relationships

2.32  Relationship problems between the child’s parents are common, although they may not have been
acknowledged prior to child protection concerns being raised. Similarly. a number of parents may have
experienced problems associated with taking on the role of parenthood. These may have been presented

early on in their parenting careers.

233 In families where it has been identified that a child's illness has been fabricated or induced. these past
prohlems are often revealed in the course of an assessment or therapeutic work. This knowiedge mav.
however. not have been held by those professionals who had responsibility for the child's health care.
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There is no systematic research information available on the long-term outcomes for those carers who
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have received therapeutic help following dentification of them fabricating or inducing illness in children
(Bluglass. 2001: Brooke and Adshead. 2001}, Some information is available from individual case studies
{Nicol and Eccles, 1985; Black and Hollis. 1995 Coombe, 1995) and indirectly from rescarch on
sutcomes for children. This means that decisions about the child’s safety have to be made on a case

hy case basts drawing on professionals’ knowledge base about the abuse or neglect of children

{see paragraphs 449-4.52).



Outcomes for children

2.35

2.37

There has been little research done on the longer-term outcomes for children in these circumstances.

but the avatlable evidence suggests that outcomes have been poor for many children who had iliness
fabricated or induced. [n one such study, a cohort of 34 children who had experienced attemnpted
suffocation, poisoning or having symptoms such as seizures fabricated was followed up on average

5.6 years after the abuse had been identified {Bools et al. 1993). Thirty of the children were living with
rheir mother - the abuser - and 24 were in alternative care, either with family members or foster carers.
Among the 30 children living with the original abuser. a third had had further illness fabricated and there
were significant other types of concerns about another third. Many children placed in new families also
suffered from psychological disorders. in many cases a continuation of an earlier disorder. The difficulties
of 5 children where suffocation had been attempted were clearly related to their previous abusive
experiences. [wo children had died during the follow-up period and nearly halt had unacceptable
outcomes including conduct and emotional disorders, and difficulties at school including non-attendance.
in addition to re-abuse. An analysis of the findings from this study indicated that where at follow-up the
children were being cared for by their mothers {who had been responsible for the abuse), a greater
proportion of those who had an acceptable outcome had experienced a period in foster-care following
identtification of the abuse. compared with those who remained continuously with their mother.

[n Davis' follow up study (median of 2 years) of children reported to have had an illness induced, none
of their signs and symptoms had been found subsequently to be due to intrinsic organic disease (Davis
et al, 1998). At follow-up, forty percent of the children were living at home with the abusing parent, but
only 249 of those where they had been poisoned and only 10% of those where suffocation had been
intentionally actempted. Thirty-three percent on the children still had their names on the child
protection register and 24% still had signs and symptoms due to fabricated or induced iiiness. 17% of
those who had not suffered direct physical harm had nevertheless subsequently suffered further abuse.

The Park Hospital group (Berg and Jones. 1999) has reported the outcome of work with a consecutive
series of 17 children and their families who were admitted to its inpatient family unit after the abuse had
been identified. [n 13 of the 17 cases selected on the basis of the likelihood of successful intervention,
therapeutic work was undertaken to establish whether the child could be re-united with their family. Of
these, it was recommended that 10 children should be reunited with their natural parents and 3 should
be placed in alternative care as it was not considered sufficiently safe for them to return home. All these
recommendations were followed and at an average of 27 months after discharge from the unit, the
children had done well overall in terms of their development, growth and adjustment. One child. who
had been re-abused by her mother, was subsequently being cared for solely by her father. From this
follow-up study it has been “cautiously concluded that family re-unification is reasonable to attempt for
a selected subgroup of cases of factitious iliness by proxy but, where this is attempted. long-term follow-
up is necessary in order to assure that psychological maltreatment does not vceur and that the parents

mental health is monitored” (Berg and Jones, 1999).

Another study found that there was evidence of good outcomes for chuldren where the child's satety had
been addressed and long-term therapeutic work had been undertaken with famities. This work was based
on the findings of an assessment which identified the changes required in the family system for the child
to be safe and achieve his or her optimal health and developmental milestones (Gray et al, 1995). These
good outcomes occurred where cases were managed within a child protection framework, therapeutic
interventions were focused on the protection of the child, a thorough assessment was undertaken of the
farnily's functioning and its ability to change and protect the child. and clear decisions were made about
whether the child was able to live with borh parents. the non-abusing parent or should be placed inan

alternative family context.



3. randling Individual Cases

3.1 All parents demonstrate a range of behaviours in response (o their children being ill or being perceived as
ill. Some may become more stressed or anxious than others. Their responses may in part relate to their
perceptions of illness and to thetr expectations of the medical profession. Health professionals are taught
to listen to the concerns of parents about their children’s health and to act on these. Part of their role is
not only to treat the sick child but also. in collaboration with other professionals, to assist parents (0

respond appropriately o the state of their children’s health.

3.2 Some children may not be unwell but parents need reassurance that they are indeed well, whilst others
may experience continuing difficulty in recognising that their child is heaithy and exhibiting normal
childhood behaviours (for further discussion see Eminson, 2000a and 2000b; Eminson and Postlethwaite.
1992). Some parents may be helped to interpret and respond appropriately to their child's actions and
behaviours, whilst others may continue to be anxious and/or are unable to change their beliefs. [t is this
latter group of parents who are more likely to present their children for medical examination although

the children are healthy. Skilled professional intervention is likely to enable most parents to learn how

to interpret their child's state of health and manage their own anxieties. There may be some parents for
whom such early interventions are ineffective. These parents may have particular needs which result in
them persistently presenting their child(ren) as ill and seeking investigations and medical treatments.

For a small number of children, concerns will be raised when it is considered that the health or
development of a child is likely to be significantly impaired or further impaired by the actions of a carer
or carers having fabricated or induced iliness. Where the impairment is such that there are concerns the

w
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child is suffering or is likely to suffer significant harm this Guidance should be followed.

H
H
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3.4 This chapter should be read in conjunction with Chaprer 3 in Horking Together It follows the processes
set out in Appendix | which has been reproduced from Horking Together (p. L16) In this supplementary

idd Welfare Concerns

guidance, the focus is on specific issuss which relate 1o situntions where there are concerns chat a child s
sutfering or fikely to sutfer significant harm as a result of having illness fabricated or induced by their
carer. These concerns mav be raised by a number ot different tvpes of professionals or. more rarely, by

family members or members of the public,

[e3

Child welfare concerns may arise’ when:

[0S

: reported svmptoms and signs found on examination are not explained by anv medical condition

from which the child may be suffering; or

4 phvsical examination and resules of medical investigations do not explain reported symptoms

and sighs] or .

: there is an inexplicably poor respunse to preseribed medication and other treatment; or



3.6

d new symptoms are reported on resolution of previous ones: or

. reported symptoms and found signs are not seen to begin in the absence of the carer
N over time the child is repeatedly presented with a range of signs and symptoms. or
* the child’s normal, daily life activities are being curtailed beyond that which might be expecred

for anv medical disorder from which rhe child s known to suffer,
There may be a number of explanations for these circumstances and each requires careful consideration
and review. A full developmental history and an appropriate developmental assessment should be
carried out {see paragraph 2.17). Consultation with peers or colleagues in other agencies may be
an important part of the process of making sense of the underlying reason for these signs and
symptoms. | he characteristics of fabricated or induced iliness are that there is a lack of the usual
corroboration of findings with symptoms or signs, or, in circumstances of proven organic illness, lack
of the usual response to proven effective treatments. [t is this puzzling discrepancy which alerts the

medical clinician to possible harm being suffered by the child.

Concerns may be raised by professionals other than medical clinicians. such as nurses, teachers or social
workers who are working with the child. For example, in a school or nursery setting the staff may not
observe any fits in a child who is described by a parent to be having frequent fits during the day whilst in
their care. [n addition, professionals working with the child’s parents may be being given information by
the parent about the child or observe the child directly and note discrepancies between what they are
told about the child’s health and development and what they see themselves. For example. mental health
professionals may identify a child being drawn into the parent’s iliness behaviour by having signs and
symptoms described by the parent which replicate their own medical/psychiatric problems.

Concerns about a child's health should be discussed with the GP or paediatrician responsible for the
child’s health. [f any professional considers their concerns are not being raken seriously or responded to
appropriately, these be should discussed with the Designated Doctor or Nurse.

Medical evaluation

3.8

Signs and symptoms present in a child may be suggestive of fabricated or induced illness. The reasons
for these may prove difficult to elucidate for a variety of reasons. Professionals should be open to all

possible explanations.

The signs and symptoms require careful medical evaluation for a range of possible diagnoses. All tests
and their results shouid be fully and accurarely recorded inctuding those with negative results, leis
important to ensure these records are not tampered with or results aitered in the child’s notes: also, that
the name of the person reporting any observations about the chiid is recorded legibly in the child's notes
and dated.

Wivers a reason can not be found for the signs and svinproms, specialist advice and tests may be
required. Normally, the medical doctor would tell the parent{s} that they do not have an explanation

for the signs and svmproms. The parental response to this information should be recorded. The

medical doctor would then set out the next steps. including what further assessiments/ investigations/tests
[perhaps ina mwore speciabnt setting) are required o tease vut the possible explanations. Parents should
be ke

reasons for child’s signs and symptoms be shared with the parents if this information would jeopardise

st informed of findings from these medical investigations but at no time should concerns about
: =

the child’s safery. The child should continue to recetve appropriare health care and support should

continue to be provided w the child's carers by health professionals.



311 There mav be times when a member of staff is responsible for the unexplained or inexplicable signs and
svmptoms in a child. This should be borne in mind when considering how to manage the child’s care
(see paragraphs 6.53-6.39). Any such concerns about a member of staff should be discussed with the
retevant named professional in accordance with the local ACPC chitd protection procedures.

Referral

3.12 When a possible explanation for the signs and symptoms is that they may have been fabricated
or induced by a carer and as a consequence the child’s health or development is or is likely to be
impaired a referral should be made to Social Services. This referral may follow an evaluation of the
child's signs and symptoms whilst an in-patient! it may be as a result of concerns held by professionals
working with the child or it may be as a result of concerns held by a member of the public who knows
the child. While professionals should seek, in general, to discuss any concerns with the family and, where
possible, seek their agreement to making referrals to Social Services, this should only be done where
such discussion and agreement-seeking will not place a child at increased risk of significant harm
(from paragraph 5.6, Working Together). Decisions should be agreed between the referrer and the
recipient of the referral, in line with local ACPC child protection procedures, about what the parents

will be told, by whom and when.

3.13 Following referral. Social Services should decide. within one working day what response is necessary.
From the point of referral to Social Services, the responsible consuitant and Social Services should
work together although lead responsibility for action to safeguard and promote the child’s welfare lies
with Social Services. Any suspected case of fabricated or induced illness may also involve the commission
of a crime, and therefore the police should always be involved in accordance with Working Together
{paragraph 5.8). The paediatric consultant has responsibility for the child’s health care and decisions
pertaining to it. [n order to safeguard the child's welfare it is important that ail three disciplines work
closely together in making and taking forward decisions about future action, recognising each other'’s
roles and responsibilities. All decisions about what information should be shared with the parents,
when and by whom should be taken jointly in line with local ACPC Child Protection procedures.

[n all cases where the police are involved. the decision about when to inform the parents {about
refarrals from third parties) will have a bearing on the conduct of police investigations {see paragraph

5.11. Working Togerher).

3.14 Referrals may lead to no further action or to an initial assessment of the needs and circumstances of the
child, and the provision of services or other help. Where Sacial Services decides to take no further action
at this stage. feedback should be provided to the referrer. In the case of public referrals, this should be
done in a manner consistent with respecting the confidentiality of the child. Sometimes it may be
apparent at this stage that emergency action sheuld be taken to safeguard a child {see paragraph 3.24}.
Such action way be necessary when a child's life is in danger. for example, through poisoning or toxic
substances being introduced into the child’s blood stream. Emergericy action shouid normally be
preceded by an imimediate strategy discussion between the police, social services, health and other

sgencies as appropriate.

initial Assessment under s17 of the Children Act 19&¢

315 An initial assessment under s17 of the Children Act 1989, is undertaken to determine “whether the child
is in need, the nature of any services required, and whether a further, more detailed core assessment
should be undertaken” (paragraph 3.9, Asessrent Framework). The initial assessment should be carefulls
planned, with clarity about who is doing what, as well as when and what information is to be shared

with the parents,
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Social Services has lead responsibitity for undertaking an initial assessment together with all other
refevant agencies. 1 he initial assessment should follow the Guidance set out in the Assessment Framework
(paragraphs 3. 9-3.10) and be concluded within a maximum of 7 working days {paragraph 3.9,
Assessment Framework). [ts timing and operation should be undertaken in collaboration with the

ical consultant who is responsible for the childs health care {ora consultant's deputy nominated

e
specificaily for this case under consultant supervision]. [t should cover the dimensions with the three

domains of the Assessrment Framework (see Figure 1) and address the three questions set out in paragraph
gl T - h . el .
3.13 of Varking logether

» “What are the needs of the child?

’ Are the parents able to respond appropriately to the child's needs? s the child being adequately
safeguarded from significant harm. and are the parents able to promote the child's health
g g P

and development’

. s action required to safeguard and promote the child’s welfare?”

Figure 1: Assessment Framework
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The time taken to complete the initial assessment may be very brief if it quickly becomes clear that there
is reasonable cause to suspect the child is suffering or is likely to suffer significant harm. This mav vecur,
for example. when roxicology results indicate the presence of medication that had not been prescribed.

s the child's circumstances may require a more in-depth core assessment under s17 of

[nv sume instance
the Children Acr 1989 (paragraph 3. 1L Asessment Framework) before any decision can be reached about

whether the criteria are met for initating a s47 enquiry. [n addition. during the course of providing
services 1o a child and family, eoncerns may be raised about the possibiiity ot iltness being fabricated

or induced.

On completion of che initial assessment, Social Services together with the medical consultant responsible
for the child’s health care {or nominee, see paragraph 3. 141 should decide on the next course of action.
At this stage careful consideration should be given 1o what the parents should be told. when and by

. . . M oy s 1 : T ' i .
whom, taking account of the child’s welfare (5.17. Horking Togecher). Concerns should not be raised

with a parent if it is judged that this action will jeopardise the child’s safety.



Next Steps

3.19

3.20
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No Suspected Actual or Likely Significant Harm. The child may be a child in need and it mav be
appropriate to undertake a core assessment in order ro determine what help may benefit the chiid and
family. Alternatively, services may be offered based on the findings of the inital assessment. [t may be
helpful for relevant professionals to discuss the findings of the inttal assessment to infurm decisions
about what types of services, inctuding a more in-deprh assessment. it would be appropriate to arfer.
Decisions abour further action should be discussed with the parents in the light of the findings of the

initial assessment and consideration of what would be most helpful o the child and family.

[fat any point in the core assessment or later in the course of professional involvement with the child
and family, there is reasonable cause o suspect a child is suffering or is likely to suffer significant harm,

a strategy discussion should be initiated.

Suspected Actual or Likely Significant Harm. Where the initial assessment identifies rhat the child is
suspected to be suffering, or is likely to suffer significant harm, Social Services is required by s47 of the
Children Act 1989 to make enquiries, to enable the local authority to decide whether it should take any
action to safeguard and promote the child's welfare. Where a criminal offence may have been committed
against a child the police should be involved at the earliest opportunity. This will enable Social Services
and the police ro consider jointly how to proceed in the best interests of the child.

[t is the responsibility of Social Services in the local authority area in which the child is currently residing
to initiate a strategy discussion or to apply for an application {under section 44 of the Children Act
1989) unless appropriate alternative arrangements have been made with the responsible local. If the child
is normally resident in another Local Authority, the one in which the child is residing should negotiate a
transfer of statutory responsibility to the child's Local Authority of residence and agree how the child’s

case will be managed before relinquishing lead responsibility for the child's safety and welfare.

Careful thought should be given to what parents are told, when and by whom, ar the point it is decided to
hold a strategy discussion. Social Services should involve the police. the child's medical consultant, the
senfor ward nurse (if cthe child is an in-patient) and other relevant professionals in making these decisions.

Immediate Protection

3.24

[Fac any point there is medical evidence to indicate that the child's life is at risk or there is a likelihood of
serious immediate harm. an agency with statutory child protection powers should act quickly to secure
the immediate safety of the child. Emergency action might be necessary as soon as a referral is recetved,
o atany point in involvement with the child and their family. Alrernatively, the need for emmergency
action may become apparent only over time as more is fearned about the circumstances of 4 child or
children. When considering whecher emergency action is neeessary. an agency should alwavs consider
whether action is also required (o safeguard other children in the same household (for example siblings).
the household of an alleged perpetrator. or elsewhere. The nature of the abuse will be a key decermining
factor fe i it is known a child i being tmrentionally suffocared or potsoned then immediate action
ought to be taken. [t the child s subject to verbal fabrication oiily, and not the induction of physical
stgns. it is undikely i will be aecessary 1o act as quickly to secure the immediate safety of the child,

The circumstances may change significantly if. however, the carers become aware that the professionals
think the child's svmiptons are bring fubricated. Decisions. therefsre, about possible fmmediate action

to protect a child should be kept under constant review

v,
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3.27
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[f there is reasonable cause ro suspect the child is suffering, or is likely to suffer significant harm,
Sucial Services should convene and chair a strategy discussion which mvolves alt the kev professionals

e § g 7 I Pevpnt H H 1300 s
responsible for the childs welfare. I should, ata minimum, include social services, the police, the
f

medical consultant responsible for the child's health and, if the child is an in-patient. a senior ward

> from. or having present, a medical professional who

nurse, 1o is aiso important 1o consider seeking ad

has expertise in the branch of medicine. for example respratory. Fastroenterology, neurology or renal,
which deals with the symptoms and iliness processes caused by the suspecred abuse. This would enable
the medical information to be presented and evaluated from a sound evidence base. Professionals
involved with the child such as the GP Health Visitor and staff from education settings should be
involved also as appropriate. [t may also be appropriate to involve the local authority's solicitor at chis
meeting. Staff should be sufficiently senior to be able to contribute to the discussion of often complex
information. and to make decisions on behalf of their agencies. Decisions about undertaking covert
video surveillance should be made at a strategy discussion (see paragraphs 6.46-6.51 on Covert

Video Surveiliance).

Working Together does not require there to be a face to face meeting (paragraph 5.30). [n this complex
type of abuse. however, a meeting is likely to be the most effective way of professionals discussing the

child’s welfare and planning future action.

The strategy discussion will be used to undertake the tasks set out in 5.28 of Warking Togecher. It is vital
that all available information is carefully presented and evaluated, and where possible, its accuracy having
been verified at source. Where appropriate. legal advice should be sought when evaluating the available
information. Where it is decided that there are grounds to initiate a s47 enquiry decisions should be

made about;

’ how the s47 enquiry as part of the core assessment will be carried out - what further
information is required about the child and family and how it should be obtained and recorded:

’ whether it is necessary for supplementary records to be kept in a secure place in order o
safeguard the child and the manner in which thev should be kept;

* whether the child requires constant professional nbservation and, if so, whether or when the

carer(s) should be present;

' who will carrv out what actions. by when and for what purpose. in parricular the planning of

further paediatric assessment;

’ any particular factors, such as the child and familyv's race. ethnicity and language which should

be taken into account,

’ the needs of siblings and ocher children with whom the alleged abuser has contact;

. the nature and timing of any police investigations, including the analysis of samples. This will
be particularly pertinent if covert video surveillance is being considered, as this will be a task for

which the police should have responsibility:

* the needs of the parents or carers.
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3.33

3.34

More than one strategy discussion may be necessarv. | his is likely where the child’s circumstances are
very complex and a number of discussions are required to consider whether and, if so. when to initiate

s47 enquiries.

Enquiries as part of a Core Assessment

The nature of anyv further medical tests will depend on the evidence available about how the signs and
symptoms might be being caused (see the Royal College of Paediatrics and Chitd Health Report on

Fabricated or [nduced [iness by Carers (2001) for further consideration of possible medical tests).

[t is important to assess the child's understanding, if old enough. of their symptoms and the nature of
their relationship with each significant family member {including all caregivers). each of the caregivers’
relationships with the child, the parents’ relationship with each other and the children in the family. as

well as the family's position within their community.

The core assessment should also include the systematic gathering of information about the history of
the child and each family member, building on that already gathered during the course of each agency's
involvement with the child. Particular emphasis should be given to health (physical and psychiatric).
education and employment as well as receipt of state benefits and charitable donations relating to a
disabled child, social and family functioning and any history of criminal involvement (see paragraphs
6.22-6.23 on the Common Law Duty of Confidence and paragraphs 6.27~6.34 for information on

the disclosure of information by medical and nursing professionals).

A range of specialist assessments may be required. For example, physiotherapists, occupational therapists,
speech therapists and child psychologists may be involved in specific assessments relating to the child’s
developmental progress: child and adolescent and adult mental health professionals may be involved in

assessments of individuals or of families.

Careful and detailed note raking by all staff, including health professionals. is very important for any
subsequent police investigation or court action. Any unusual events should be recorded and a distinction
should be made between events reported by the carer and those actually witnessed by staff from their
onset. Notes should be timed. dated and signed legibly. Most importantly. notes should be kept in a
secure place so that they cannot be accessed by unauthorised persons.

criminal Invastigation

The police have a kev rofe in assisting medical and social services staff understand the reasons for the
child’s signs and sviptoms. Whereas the police investigations may produce conclusive evidence of
malereatment, they may aiso confirm that the carer is not responsible for causing the child’s condition.
[ this later situation, the police mav be involved in investigating who s responsible or, if there is not
evidence of a crime being committed medical staff can continue looking for a medical problem which

arises from intrinsic illness withip the child rather than from exzernally induced or invented causes.

The nature and timing of anv criminal investigations will depend on the medicat evidence. Wherther
or not police investigations reveal grounds for instigating criminal proceedings. any evidence gathered
by the police should be available to other relevant professionals. to inform discussions about the

child’s welfare.



3.37

The

3.38

3.39

3.40

[ cases where the police obtain evidence that a criminal offence has been committed by the parent
or carer, and a prosecution is contemplated. it is important that the suspect's rights are protected by
adherence to the Police and Criminat Evidence Act 1984, This would normally rule out, for example,
the suspect being confronted with the evidence by a paediatrician or any other personnel from the

statutory agencies, except for the police, which is the lead investigative agency.

Vany of the children who have had iliness fabricared or induced will be too voung to be interviewed a3
part of any criminal investigation. [f a decision is made to undertake an interview the guidance set out
in Actieving Best Evidence in Criminal Proceedings: Guidance tor vulnerable or intimidated witnesses,

including children (Home Office et al. 2002) should be followed.

Outcome of s47 Enquiries

Concerns not substantiated. Medical tests may identify a medical condition which explains the childs
signs and symptoms and. therefore, no further child protection action may be considered necessary. [n
this situation, it is important to discuss with the parents, drawing on knowledge of the implications of
the medical condition for the child and family members’ lives, what further help or support they may
require. This may be relaced to the child's state of health or to more general matters.

There may be situations where concerns remain about significant harm and where no tests or
assessments have identified a clear explanation for the child's signs and symptoms, or where there is a
lack of independent evidence of their existence even when the child is constantly observed, or separated
from the carer. This is more likely to be where parents report the child is having problems of a non-
specific nature, such as aches and pains. or allege allergies to foods or to their environment. There could
be many explanations for these symptoms, including that they are being fabricated. For these children,
it is important to try to understand their origin and consider whether help is required. [t may be that
the child’s health will require continued monitoring to see how it progresses. [f problems have been
recognised during the assessment process, the family may want to receive help, for example. with
parenting difficulties or with improving the family’s ways of relating to each other. [n addressing

wider family issues, it mav be that the child’s wellbeing improves,
Concerns substantiated, but the child is not judged to be at continuing risk of significant harm

. There may be substantiated concerns that a child has suffered significant harm. but it is agreed
between the agencies involved with the child and family. that a plan for ensuring the child's
future safety and welfare can be developed and implemented without the need for a child
protection conference or a child protection plan (paragraph 5.48. Horking Togerher). For
example. the carer may have taken full responsibilitv for the harm they have caused the child
or the familyvs circumstances may have changed. The devetopment of the plan mav, however,
require the core assessment to be completed. [r these circumstances. the child's health and
development would require careful monitoring by a paediatrician or other health professional
aver time with midestones for progress clearly set out in the child in need plan. The nature and
purpose of this monitoring by health and/or other agencies should be clearly explained o the

child, as approprute, and the parents.

y The social services department, in consultation with other agencies, should take carefully
any decision not to proceed to a child protection conference where it is known that a child
has suffered significant harm as a result of fabricated or induced illness. "A suitably
qualified and senior designated person within the social services deparunent should endorse the
decision. Those professionals and agencies who are most invalved with the child and family, and

those who have taken part in enquirtes, have the right to request that social services comvene a
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child protection conference if they have serious concerns that a child mav not otherwise be
adequately safeguarded. Any such request which is supported by a senior manager, or a named
ar designated professional, should normally be agreed. Where there remain differences of view
over the need for a conference in a specific case, every effore should be made o resolve them
through discussion and rxplanation, but as a last resort ACPCs should have in place a quick and

straightforward means of resolving differences of opinion” {paragraph 5.51. Working Togethen
Concerns substantiated and child judged to be at continuing risk of significant harm

Where the agencies most involved judge that a child may continue to suffer, or to be at risk of
suffering significant harm, social services should convene a child protection conference. The aim
of the conference is to enable those professionals most involved with the child and family, and
the child and family themscelves, to assess all relevant information, and plan how to safeguard
the child and promote his or her welfare (paragraph 5.32. Working Together). This may include
situations where the child’s life has not been placed in immediate danger. but continuation of
the fabrication or induction of illness would have major consequences for the child's long-term

health or development (sce paragraphs 2.16-2.19).

The Initial Child Protection Conference

3.43

Working Togecher states that an initial child protection conference should be held within 13 working days
of the date of the strategy discussion. Paragraph 5.54 of Working Together states that there may need to
be more than one strategy discussion in order to enable the best decisions to be taken about safeguarding
the child's welfare. If more than one strategy discussion is held as part of a series of discussions. the initial
child protection conference should be held within 13 working days of the last strategy discussion.

Attendance

Professional staff. All relevant professionals who have been involved in the child’s life should
attend the conference, as well as those who are likely to be involved in future work with the
child and family. Consideration should be given to inviting a professional who has expertise

in working with children and families where a caregiver has fabricated or induced illness in a
child. Their knowledye would be invaluable in helping conference members make sense of the
information presented ot the conference. [tis also important to consider seeking advice from. or
having present, a medlic al professional who has expertise in the branch of paediatric medicine.
eg respiratory, gastroeriferoloygy, neurology or renal. which deals with the symproms and illness
processes caused by thie suspir ted abuse. This would enabie the medical information o be

presented and evaluated from a sound evidence base.

* Child. Children showiel be snvolved in the initial child protection conference in wavs

appropriate o their ay- -l understanding. This includes discussions with them about the
purpose of the confererne o andd the means by which they wish their views 10 be conveved, as well
as what they want saird *o +~Fom. Some children may not understand what has been happening
to them and may. ther-fore Hind it difficulc to understand what the professionals are telling
them, Others mav be wers ¢ bear but mav not have been able to talk to a trusted adult or may
not have been listened 1. &1 are likelv to have suffered emotional abuse. This means that
discussions should be rarred Sutin a sensitive manner with the child knowing they are now

safe. The safery of the <l toilowing the conference must also be carefully considered and an

understanding of how 11 5 7 be enisured convesed to the child.



. Family Members. Parents should normally be invited to child protection conferences and
helped to participate. Exceprionatly. it may be necessary to exclude one or more family members
from all or part of the conference. This decision should be based on considerations of ensuring
the child’s safety and be made by the conference chair on a case by case basis. Steps may also be

required to protect professional staff from intimidation either in the conference or after it.

’ [t may not be possible for all family members to be present at the same time. The extent and

manner of involvement of family members should be informed by what is known about them.
The abusing carer may not be able to acknowledge their behaviour to their partner for fear of
what this knowledge would do to their relationship. They should not be put under pressure to
talk about their part in the abuse within the conference. The non-abusive parent may have had
no knowledge of the abuse or they may have had some understanding which now makes betrer
sense to them but not wish to discuss it at a conference. Again their need to not discuss their
knowledge in such a public setting should be respected. These are matters which should be

addressed outside the conference in a sensitive manner.

3.44 Information for the conference

* Each agency should contribute a written report to the conference which sets out the nature
of their involvement with the family. This information should be precise and, where possible.
validated at its source. The child may have been seen by a number of professionals over a period
of time: Social Services has responsibility for ensuring that, as far as is possible, this chronology
(with special emphasis on the child’s medical history) has been systematically brought together
for the conference. Where the medical history is complex, this should be done in close
collaboration with the medical consultant responsible for the child's health care. The health
history of any siblings should also be considered. The chair has responsibility for ensuring that
additional or contradictory information is presented. discussed and recorded in the conference.

* Careful consideration should be given to when agency reports will be shared with the child’s
parents. 1 his decision will be made by the initial child protection conference chair, in

consultation with the professional responsible for the each report.

2.45  Action and Decisions for the Conference

: The conference should decide whether the criterion set out in WWarking Together. namely that
the child is at continuing risk of significant harm, and that the child is, therefore in need of a
protection plan. is met for placing the child's name on the child protection register. [t mav be
decided that the child's name will not be placed on the register. [n this situation. consideration

should be given to the child’s needs and what future help would assist the parents in responding

to them.

y [f the child’s name is placed on rthe register, an initial child protection plan should be developed

ollowing the guidance set out in paragraphs 5.68 and 5.69 of Horking Together. Particular
attention should be given to what steps will be necessary o safeguard the child. These will
depend on the nature of the harm suffered by the child [f the child’s life has been threatened by,
for example. atremipted smothering, poisoning or introducing noxious substances intravenously.,
ail necessary measures should be put in place to ensure that these actions cannot take place in
the future. This may mean that the child has to be separated from the abusing parent, and if
possible cared for solely by the other parent, or. if the abusing parent is unwilling to leave

the house, placed 1 an alternative family contexe, or remain in hospital for further medical

treatiment before being well cnough to be discharged. The nature of contact must be carefully
: E ! { )



thought through to ensure it does not offer another opportunity to repeat the abuse. This may
mean contact has o be closely supervised by a professional whose level of knowledge enables

them to be alert to the precursors of further abusive behaviour,

‘ Conference participants must be clear what actions will be raken 1o safeguard the child
i sediarpiy aFrap - ~esrFarariees well as in the i e oy b cosrrip rhvilodpam ay ho
immediatelv after the conference. as well as in the wonger term. For some children it mav bo
necessary to institute legal proceedings either immediately or soon after the conference has
ended. This decision should be taken by sovial services in conjunction with s legal acvisers.
[tis important that the doctors involved agree 1o support this action, since it is their medical

evidence which will form a key part of the evidence presented to a court.

y The conference should also consider what action is required to protect siblings in the family.
[t may be that the abusing parent transfers his or her abusive behaviour to another child in the

family, once the identified child is placed in a safe environment.

. Knowledge of the parents’ medical and psychiatric histories. in particular the abusing parent’s,
should be considered. Services for the parents maybe required immediately. if, for example, it is
known that there is a history of self-harming behaviour or a likelihood of a parent attempting

suicide or developing other types of psychiatric symptoms.

3.46  Action following the placing of a child’s name on the Child Protection Register

. A key worker should be appointed from Social Services and membership of the core group
decided as set out in Working Together (see paragraphs 5.75 - 5.80). The initial child protection
plan will have identified the most appropriate setting in which the child should live following the
conference, with whom and on what statutory basis. The plan should also have recommended
the nature of contact berween the child and the abusing parent. and between the child and other
family members and whether it should be supervised by a professional person. These marters
should be kept under constant review as the child's situation may change quickly. The conference
should also agree a contingency plan which addresses the possibility that the plan agreed at the
conference cannot be put into action. for example, if a court application is not successful or a

parent removes the child from hospital.

* The chiid and family members should be provided wich appropriate services whilst the core
assessment is completed. The child may require further medical investigations to ascertain his or
her current state of health as well as receive ongoing treatment. This could range from intensive

involvement. if the child is seriously ill as a result of their abuse, to no treatment but careful
monitoring if the child has been found to have no medical problems and is healthy now that

the abuse has stopped.

: Parents with o psvchiatric history mav require immediare help if, for example, they have a
history of attempring suicide or self-harming. This intervention will be part of the overall

programme of work which focuses on the child's weifare.

. [nformartion about past felationship difficultics and the nature and outcome of any previous

therapeutic help should also inform decisions sbout how best ro intervene in each family,



Core Assessment

347 The core assessment, which will have begun at the rime the 547 enquicies commenced, should be
completed within a maximum of 33 davs as set out in the Assessment Framework, recognising that some
specialist assessments may not be able t be comipleted within this period. [ndeed, it may only become
clear that certain types of assessments are required part way through or at the end of the core assessment.

This is more likely to be so when the child’s needs are very complex.
348 The assessment should follow the Guidance set out in the Assessment Frametvork. [t should address:

’ The child’s current health status and his/her developmental progress. clarifying where possible
the cause of any presenting symptoms. illness and/or developmental delay i.e. what may have
been organic in origin and what is likely to have been related to abuse. [t should also ascerrain
the child’s educational. emotional and behavioural level of development as well as the nature
of his or her relationship with each family member and how he or she is perceived within the
family and their local communicy. A thorough understanding of the child's needs is necessary

to inform decisions about how best o intervene.

‘ The developmental needs of the child's siblings should also be assessed, using the Assessment
Framework, as they may also be children in need. Siblings should be involved in future
therapeuric work. [t is important to understand how they perceive their brother or sister’s health.

. The capacity of both parents should be assessed as well as that of other caregivers or potential
caregivers. T he latter is particularly important if consideration is being given to other family
members looking after the child. Their understanding of the abuse and ability to believe the
child has been abused by another member of their family will inform decisions about where the
child lives and contact arrangements with family members. Other members of the family may
not be able to protect the child if they do not believe abuse has occurred or where they can not

guarantee the child’s safecy from abuse whilst in their care.

. The capacity of the abusing parent to recognise their child’s needs is very important. They may
not be able to recognise the damage they have done to their child's health. It is therefore often
helpful for a psychiatrist with expertise in this area to meet with the parent(s].

. The histories of both parents will provide valuable information about their needs both as adults
and as parents. [t is important to ascertain the quality of the parents’ relationship. including in
situations where they are not living regether. This information will inform decisions about what
future work will be required with each parent individually. as a couple. as parents and as a
family. [t will also determine which professionais should be involved at what stages during the

therapeutic process.

y An assessment of appropriate wider family members will provide information about the capacity
of these adules to support the child and his/her parents Many parents in these circumstances are
isolated from their families or have kept them unaware of the difficultics they are experiencing
in their parenting role. Familv patterns around illness may also be identified, for example.

histories of illnesses which have not been medically identified or of a somatising behaviour.

349 All other professionals should liaise closelv with Social Services (the lead ageney} in gathering relevant
historical marerial and integrating this within an assessment of the child’s developmental needs and the
capacity of their parents o respond o these needs. This information, including the capacity for change,

should be used to inforn decisions about the child'’s safery and future work with the child and fanmiyv,

-’



Analysis of the child’s circumstances and
(uture planning

3.50

Chapter 4 in the Assessment Framework describes the processes by which informartion obtained during
the assessment can be analysed. and professional judgement used to intorm decisions about how best

to intervene. Paragraph 4.1 states that the conclusion of the assessment should result in

¢ an analysis of the needs of the child and parenting capacity to respond appropriately to those

needs within their family context

. identification of whether and, if so, where interventions will be required to secure the wellbeing

of the child or young person:
* a realistic plan of action, a timetable and a process for review.

The Assessment Framework states that “in drawing up a plan of intervention, careful distinction should be
made between judgements about the child’s developmental needs and parenting capacity and decisions
about how best to address these at different points in time” {paragraph 4.20). It then sets out a number
of factors which should be taken account of when making decisions about how best to address the child’s
identified needs. This should include ensuring the child is not the subject of further unwarranted

medical intervention.

Intervention

3.53

A programme of interventions, where a child has had illness fabricated or induced. should be carefully
constructed on the basis of the findings of the assessment. Decisions about how to intervene. including
what services to offer, should draw on evidence about what is likely to work best to bring about good
outcomes for the child (paragraph 5.89. Working Togechen. The core group has responsibility for
developing and implementing the child protection plan within the outline plan agreed at the initial
child protection conference {paragraphs 5.77 and 5.80. Horking Together .

[nterventions should specifically address:

: the developmental needs of the child;

* the child's understanding of what has happened ro them;

. the abusing carer/child relationship and parental capacitv o respond o the child’s needs;
. the relationship between the adulc carers both as adults and parents;

' Family relationships;

: the management of any presenting signs, ilinesses or reports of symptoms.

A kev issue will be whether the child's needs can be responded to within his or her family context, and
within timescales that are appropriate for the child. These timescales mayv not be compatible with
those for the carer who is in receipt of therapeutic help. This may mean a child cannot be safely cared
for by this carer and has. therefore, to be living in a family setting where the carer is not present. [n the
longer term ic mav miean 0 would be in the best interests of the child to be placed inan alternative

farnily contexo.

-
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There is likely to be intensive activity in the period immediately following the initial child protection
conference. | his activity should be sustained over a significant period of time to ensure that the child’s
long-term developmental needs are met. As a result of interventions either the required changes will
take place within the family system enabling the child to be safe and healthy within their family, or

an alternative family context will need to be identified which will be able to respond to the childs

ongoing needs.

Children who have had iiness fabricated or induced mayv continue ro experience the consequences of this
abuse irrespective of where they are placed permanently’ whether reunited with their families or placed in
new families. This is particularly so in relation to their behavioural and emotional development {Bools et
al. 1993). These findings suggest that therapeutic work with the child should continue, irrespective of
where the child is placed. in order to ensure the needs of the child are responded o appropriately.

[nterventions should address the child's physical, social and emotional needs. If the child has been very
ill as a result of their abuse, he or she may require a period of hospitalisation before being well enough

to be discharged. [n parallel, work is likely to be necessary with family members in different groupings
depending on the agreed plan: the relationship between the child and the carers responsible for the abuse
{usually the child’s mother}; the parents’ relationship with each other. with the abused child and wich ail
their children; the family’s relationships with health professionals; and individual work with the adult

responsible for the abuse.

[f the plan is to assess whether the child can be reunited with a carer responsible for the abuse, very
detailed work will be required to help this carer develop the necessary parenting skills. For younger
children this may involve learning to feed the child in a pleasant manner, to play with the child and
facilitate their developmental progress, and to respond to the child's needs in an age appropriate manner.
For older children. this may involve learning to interact with them as a well and healthy child. ensuring
they attend school and facilitating the development of normal sibling and peer relationships. For all
children, this should include the appropriate accessing of health care by their carers.

"It is important that services are provided to give the family the best chance of achieving rhe required
changes. [t is equally important that in circumstances where the family situation is not improving or
changing fast encugh to respond to the child’s needs, decisions are made about the long-term future of
the child. Delay or drift can result in the child not receiving the help she or he requires and having their

health or development impaired” (Paragraph 4.31, Assessrment Framework).

Cnild Prctaction Review Conference

3.60

The child protection review conferencing and decision making processes should fullow the guidance
in Horking Iogerher. Decisions should be made on the basis of evidence of rhe child’s developmental
progress and meeting the targees set for improvement, as well as changes i the way in which the family

funcrions. The child must be living within a safe family environment,

[t has o be recognised that. in families where a child has been malireared, rhere are some parents who
will not be able to change sufficiently within the child’s timescales in urder to ensure the child does not
continue to suffer signiticant harm {fones (1998) in Department of Heach er al (2000}, paragraph 4.23).
The Assessinene Framework states that “[n these situations, decisions may need to be made to separate
permanently the child and parent or parents. [n these circumstances decisions about the nature and form
of any conract will also need to be made. in the light of ali that is known about the chiid and the family,
and reviewed throughout childhood. Key ro these considerations is what is in the child’s best interests.

informed by the child's views {Cleaver, 2000} {paragraph 4.257.

o
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3.62 The Assessment Framework sets out criteria which have been identified as suggesting a poor outcome for
reuniting children who have been maltreated with their parents (paragraph 4.26). those features which
suggest there are better prospects of achieving good outcomes for children {paragraph 4.28) and those
where the findings from the core assessment may provide an uncertain picture of the famil Iv's capacity t«
change [paragraph 4.30). These criteria should be borne in mind when assessing a family and the impaee

of therapeutic help on the parents’ capacity to respond appropriately 1o the child's needs.

QOutcomes for chiidren who have had iliness fabricated or induced are known to be berrer where the

[
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work is carried out within 4 clear protective framework and a sustained therapeutic programme is
undertaken on a multi-agency, multi-disciplinary basis focusing on safeguarding and promoting the

child’s welfare {see paragraphs 2.35-2.39).

Pre-Birth Child Protecticn Conference

3.64  Evidence of iliness having been fabricated or induced in an older sibling or another child should be
carefully considered during the pregnancy of a women who is known to have abused a child in this way.
Therapeutic work may have been successfully undertaken in relation to the abuse of a previous child,
but an assessment of the unborn child should be undertaken. A pregnant woman may have a history of
fabricating illness in herself during a previous pregnancy. This could include the fabrication of medical
problems while the baby is in the womb. She may also be behaving in ways which pose risks to the
health of the unborn child in the current pregnancy. A pre-birth child protection conference should be
convened if. following s47 enquiries, either the unborn child's health is considered to be at risk or the

baby is likely to be at risk of harm following his or her birth.
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4. Roles And Responsibilities

introduction

4.1

A clear understanding of the roles and responsibitities of others is essential for effective coilaboration. This
section outlines the main roles and responsibilities of statutory agencies, professionals, the voluntary sector,
and the wider community in relation to circumstances where illness has been fabricated or induced ina
child by a carer. Joint working should extend across the planning, management, provision and delivery of
services. This chapter does not stand alone and. in particular, should be read in conjunction with Chapters

I and 3 of this document.

Health

4.2.

o™
i

2

General

All health professionals in the NHS or private sector may come across illness being fabricated or induced
in a child. Personnel in these services are well-placed to note the number of presentations of a child, and
the manner and circumstances in which these children present. [t is essential that health professionals
whether working with children or adults should familiarise themselves with the various presentations of
this tvpe of child abuse. Health professionals may also identify a carer who is fabricating or inducing
illness in themselves. [n these circumstances. they should consider whether any child(ren) of this adult

is/are having their health or development impaired.

Children who are having illness fabricated or induced may present to NHS Direct, a Walk in Centre. the
primary health care team or to the community or hospital based paediatrician. Some may be presented
with claims of unusual allergies or. for example, emitting smells which cannot be tested for. [t is not
unusual for the carers of this group of children to be either seeking repeated attention or avoiding
contact with all statutory agencies. Carers may convince the child that he or she has an illness which
results in them having litrle or no soctal and educational experiences. Although not life threatening,
these situations can be some of cthe most debilitating for children's health and development.

All health personne! should be familiar with their local ACPC chitd protection procedures and in
particular know who ro contact when they have child welfare concerns.

Crnee a health practitioner has suspicions that fabricated or induced wliness is being prosented, he or she
should consult the clinical manager (who has lead responsibitity for contacting Social Services or the
polive) andsor the named or designated doctor or nurse for child protection. The named doctor or nurse
should be contacted fur support and advice. but if unavailable, the designated doctor/nurse should be

contacted. All health professivnals should keep derailed notes of these discussions.

Health praceitioners should not normally discuss their concerns with the parents/carers at this stage

{see paragraphs 8.27-6.34 on professional guidance).



4.2.11

Local ACPC child protection procedures should be followed. Social Services should be informed of
these concerns at the earliest possible opportunity. [t has lead responsibility for undertaking an inival
assessment and, if appropriate, should convene a strategy discussion. This discussion will determine

subsequent actions which should be strictly adhered to and regularly reviewed.

[n a small number of cases. the use of covert video surveillance may be suggested. Discussions about its
use should take place ar rhe strategy discussion between relevant agencies and in particular, the police,

< . < . . o~ oy Y ¥ . - .
Sacial Services. the consultant responsible for the child’s health care and the senior ward nurse. Senior

be kept informed of any decisions to apply to use covert video surveillance in his/her Trust {see
paragraphs 1.21-1.22 and 6.46-6.51 on covert video surveillance).

Where it has been decided (ar a strategy discussion) to carry out covert video surveillance because of the
nature of concerns about how the child is suffering or likely to suffer significant harm. the police should

undertake this action (see paragraphs 6.46-6.51 on covert video surveillance}.

For all children, it is essential that careful and complete notes are kept at every stage. together with the
reasons why decisions are taken, for example. not to inform the parents of concerns during particular
periods in time in order to prevent the child suffering harm (see 6.35-6.45 on record keeping}.

[f a child protection conference is convened all information should be pooled and discussed in order
to inform decision making about how best to safeguard the child’s welfare.

Close multidisciplinary and interagency working is essential in these cases (Royal College of Paediatrics
and Child Health, 2001).

Primary Care Trusts in England

4.3

4.4

The named public health professional with responsibility for children in need and children protection

within the PCT should be familiar with the modes of presentation of fabricated or induced illness in a
child and the extreme difficulties such cases may present, together with the need for senior practitioner
involvement. {Child Protection Responsibilities of Primary Care Trusts. letter from Jacqui Smith,

28 January 2002.)
Support should be made available:
i for advice via the designated doctors and nurses in managing such cases;

it for funding of additional support staff and venues iparticularly if covert video surveillunce is

10 be used}:

for the staff involved including ensuring their protection if necessary {the impact of wdentifying

and working with such cases can be extremely stressfull;

in the preparation of anv appropriate media handling strategy {which should be undertaken

in conjunction with other agencies involved),

The PCT should ensure chat appropriate training on fabricated or induced illness is made available
to professional start at all levels in all disciplines. The Jdesignated doctors and nurses should advise on

w of this training, recognising that the average PCT is likely to see one case a vear

the commissiond
of fabricated or induced illness. Each PCT should ensure that agencivs with whom they have

commissioning arrangements provide tratning for their staff
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4.8

4.9

4.10

al Health Boards in Wales

[n Wales, Local Health Boards (LHBs} will replace Local Health Groups from | April 2003, The Welsh
Assembly Government will be issuing Guidance in respect of the responsibilities of LHBs in the area of

child protection.

General Practitioner and Primary Health Care Team

The GP and all members of the Primary Health Care Team (PHCT), particularly midwives. health
visitors and practice nurses, are all well placed to recognise the early signs and symptoms of fabricated or
induced illness in a child, through their monitoring of pregnancies and child health promotion. Primary
health care teams may include employed or attached psychologists or counsellors. Such professionals may
infrequently be involved in consultations with patients that reveal the possibility of fabricated or induced
illness by the individual who is being counselled or supported (see paragraphs 6.22-6.23 on the

Common Law Duty of Confidence).

Professionals in PHCTs may have unique knowledge of uncorroborated, odd or unusual presencations.
Also, of those children who frequently attend the clinic where there is a discrepancy between the child's
reported signs and symptoms and those observed, and where there is a history of abnormal illness

behaviours in the family.

Such cases can pose conflicts of loyalty for primary care staff. Such professionals have a responsibility to
the carer as well as the child but should note the child is a vulnerable patient and they should seek to

safeguard and promote the child’s welfare.

GPs and PHCT members should consider issues of confidentiality carefully and in the context of the
particular individual case with which they are dealing. T hey should be aware of the guidance issued by
the General Medical Council (see paragraphs 6.27-6.31). Where they have concerns that an illness is
being fabricated or induced in a child, they should follow the child protection processes as set out in

Chapter 3 of this document.

Roles and Responsibilities for Nurses, Midwives
and Health Visitors

4.11

Nurses, midwives and health visitors work with children and families in a range of roles and in a variety of
environments. Seme nurses and midwives may experience a conflict of lovalty where rheir primary client

is not the child. In chis situation it is their duty to seek to safeguard and promote the child’s welfare.

A practising midwite is responsible for providing midwifery care to a mother and baby during the

antenatal, intra-natal and postnatal periods (UKCC, 1998).

The primary focus of health visitors” work with families is health promotion. Like few other professional
groups. health visitors provide a universal service which, coupled wirh their knowledge of children and
families and rheir expertise in assessing and monitoring child health and development. means they have
an tmportant role to place i all stages of family support and child protection, Health visitors are often
the starting point for all child protection referrals and their continuing work in supporting families

places them in an unique position o continue (o play an important part as enquiries progress.
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School nurses have an important role to play in meeting the needs of school-aged children and young
people. Their role includes identifying heaith retated learning needs of children. adolescents and their
famities and stimulating awareness of this need at local and national level, They undertake heaith

surveillance and provide therapeutic help to individual children and adolescents.

The identification and management of fabricated or induced illness involves many disciplines. Because
of their close contact with children and families in community and hospital setrings, nurses, midwives
and health visitors are important members of the multi-disciplinary team and should contribute to

assessmient, planning and child protection conferences. as well as to the provision of services.

Fabricared or induced iliness is an aspect of child protection of which all nurses, midwives and health
visitors working in any setting should be aware. [n the course of their work they may be in a position

to recognise its signs and symptoms.

Where a nurse. midwife or health visitor has concerns that a carer is impairing a child’s health and
development by fabricating or inducing illness. the nurse, midwife or health visitor should explore the
presenting information to see where it {s on the continuum from parental concern, over-anxietv, through
to suspected significant harm. In cases where fabricated or induced illness is suspected the child protection
processes should be followed in accordance with Chapeer 3 of this Guidance.

Advice and support is available from designated and named nurses for child protection and from social
services. All referrals should be made in accordance with local ACPC child protection procedures.

The nurse, midwife or health visitor may observe unusual behaviour or unexplained incidents. An
accurate, contemporaneous and secure record of actual or inferred physical or behavioural observations
should be kept (see paragraphs 6.35-6.41 on record keeping).

During the course of a medical evaluation the nurse may be responsible for the collection of specimens
such as urine or faeces. These should be collected and sent off for analysis in such a way that they cannot
be interfered with {for further information see Section 5.3, Medical Evaluation of Symptoms and Signs
in the Report of the Roval College of Paediatrics and Child Healch, 2001). -

Nursing, midwiferv or health visiting assessments will contribute to the overall family assessment
(paragraphs 5.24-3.25, Assessmen: Framework). by defining any known problems that the family
is experiencing, and understanding how and if these problems have contributed ro the maltreatment

of the child.

When midwives are contributing to the assessment, information obtained at booking should be carefully

analvsed. This could include;

’ The contents of the General Practitioners referral letrer {where applicable);

&

y [nformation given by the mother, particularly if the woman gives a historv of strange illnesses!
unusual complications of pregnancy, unexpected deaths in the farnily: family members with
untreatable dlnesses! or her children having complicated medical histories; histories of failure

to thrive or non accidental injuries) and if signs and svmptoms reported by the mother are ot

observed by the midwife

* [nformation avaitable from previous midwifery case notes.

-
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Children with suspected fabricated or induced illness may present 1o the full range of specialists. [n
addition. their carers may be in receipt of adult services, and the professionals involved in their care may
have concerns about the welfare of their children. This could include professionals providing obstetric
care 1o a pregnant woman. [t is important that any concerns are not conveved to the carers until further
assessment and multidisciplinary decisions have been made about how and by whom these will be
discussed with rthe childs parents (see paragraphs 3.10. 315 and 3.20). Every Trust should have a named
doctor and nurse with whom professional staff should liase if they have concerns about a child's welfare,

Paediatrician and the Trust

All consultant paediatricians are likely to be faced at some time with a child in whom they suspect some
or all of their signs and symptoms of illness are being fabricated or induced by a carer. Whenever such
concerns arise, the consultant responsible for the child’s health care should rake lead responsibility for
decisions about the child’s health care - these should not be delegated to a more Jjunior member of scaff
although they may be involved in the process of assessment and subsequent management under the

consultant's supervision,

The Royal College of Paediatrics and Child Health Report on Fabricated or Induced [liness by Carers
(2001) provides specific advice for paediatricians. In particular, Chapter 5, Medical Evaluation:
Procedures and Management should be followed in conjunction with this Guidance when there

are cencerns about fabricated or induced illness in a child.

The responsible consultant should consult the named doctor about child safety concerns and keep him
or her informed in the process. [f the consultant is themselves the named docror, they may wish to
consult with the designated doctor. Discussions with a senior colleague in Social Services may also

be helpful in deciding whether and when a referral should be made.

The consultant should ensure a high standard of record keeping (paragraphs 6.34-6.35) and ensure

the records are kept in a secure place (paragraph 6.36).

[ any case of suspected fabricated or induced illness it is essential to carefully review the child’s medical
history (see paragraph 6.21 on health professionals sharing information with cach other). This should
include reviewing all available medical notes and liasing with the child and family members’ GP{s) and
health visitor(s}. [f there are separate child health records these shouid be accessed and consideration
given to making enquiries of other local hospitals (it is not unknown. particularly in a metropolitan area.
for a child to be being seen in more than one paediatric department at the same time) Likewise. if the
family has recentdy moved, contact should be made with the pavdiatric services in the previous area.

The named doctor for the Trust from which notes are being sought can often facilitate this process.

The drawing up of a medical chronology will often confirm whether or not concerns of possible
fabricated or induced illness require further evaluation and the urgency with which these should be

ardertaken [o can abso belp demify undiagnosed medicad conditivns,
3 ! g
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ft mav be helpful to invite a colleague, not involved in the clinical care of the child, to review the nores
or (o give an opinion as to whether any organic condition may have been overlooked. Likewise a general
or community paediatrician may wish to discuss the case with a tertiary paediatrician who has

knowledge of rare disorders.



Where the consultant has reasonable cause o suspect that a child is suffering or likely to suffer
significant harm a referral should be made to Social Services (see paragraph 3.12 of this Guidance).
For referrals from a tertiary hospital chis wiil be to Social Services local to the hospital {uniess specific
other local arrangements are in place between neighbouring social services departments). This may not
be rhe same as Social Services for the area in which the child resides. [f the child is an in-patient in a
hospital outside their local area. Social Services {ocal to the hospital has a responsibiliry to liase with the
appropriate one. A social services department mav already be involved with the child as a ‘child in need’
ur have had involvement in the past with either this child or their family and know the family well,

Equally. there mav have been no previous involvement.

Professionals Allied to Medicine

131

1d and Adolesc

All health professionals whether working with children or adults who are parents should be aware of
the local ACPC child protection procedures. A range of professionals working in health settings, for
example pharmacists. physiotherapists, occupational therapists, speech therapists, nursery nurses and
play spectalists will have important roles to play in identifying and managing fabricated or induced
iliness in children. [f. in the course of their work. professionals have concerns about illness being
fabricated or induced by a carer, they should discuss these with their clinical manager or, if the child
has been referred to them. with the referring medical doctor. All health professionals should have access

to further advice from the Trust's named doctor or nurse.

Some health professionals may have been working already with a child when the concerns are raised
and be a part of the initial assessment and decision making processes. some may become involved
subsequently, often in a more in-depth assessment of the child’s needs and the provision of services.
Professionals such as physiotherapists. speech and occupational therapists, nursery nurses or play
specialists are likely to be closely involved where a child’s developmental progress has been impaired

as a result of their illness fabrication or induction.

nt Mental Health Services

D

The roles of CAMHS professionals mav include recognition of situations where emotional
(psvchological or psychiatric) and behavioural symptoms are being fabricated or induced. In the course
of their work, professionals in Child and Adolescent Mental Health Services (CAMHS) may identify or
come to suspect that fabricated or induced illnesses are being presented to them in the form of fabricated
or induced emotional or behavioural symptoms. Fabricated or induced iliness in mental health sertings is
particularly difficult to identify for a varicty of reasons, not least because in some psvehiatric conditions
the symptoms which signity a mental health disorder in children {which is not fabricared or induced?

are ohserved to vary i the degree to which they are present in different sertings.

CAMHS professionals will also receive requests for advice from other professionals who are working
with familfes where fabricated or induced illness is considered a possibility. This will usually be where
fubricated illness or repeated presentation with different unexplained or unsubstantiated symptoms is
thought to be taking place. or where the parent is seeking inappropriately invasive medical care for a
proven physical illness, but may also be in the early stages of evaluating the pussibility of more sertous
iiness induction. The service will need to respond promptly in these circumstances. Help may be
required to provide an opportunity for the other professionals o clarify their own thinking, and consider
possible reasons for parencal behaviours and anxieties. consider ways to explain and engage parents with
professional concerns and provision of psychiaeric expertise in considering the child’s welfare and
responses. CANMHS protessionals may also help other professionals who are assisting parents with

ditficalties in the parenting roles or management of chronic ilhness, where these are g part of the



o
(o]
(4}

1.36

4.37

4.38

Adui

+.39

4l

B . . T - - N . N .
overall situation. [here may be an opportunity for some families to receive direct interventions from
the CAMMHS service. Careful notes of these conversations and of the conclusions drawn must be kept.

including key decisions such as to call a strategy meeting or initiate child protection procedures.

A third role for CAMHES professionals is in the course of assessment of families where fabricated or
induced illness is an issue. The service will receive requests from various sources, during the course of
any overall assessment. The service should contribute with other professionals to the provision of an
assessment as laid out in the Asessment Framework. Paragraphs 2.1-2.25 of the Assessment Framework
describe the particutar areas to be addressed during an assessment. | he most important areas will be in
assessment of the child’s psvehological functioning, wavs to support this family functioning, wavs to

improve this, and assessment of parenting capacity.

A contribution to an assessment of the mental health functioning of a parent may also be made hy the
CAMHS professionals whose training has included adult mental health. This may include. in addition
to an assessment of family history, family functioning and parenting capacity. an assessment of the
mental state a parent displays in the course of the assessment and the level of engagement he or she
has achieved with the service. Here it will be important to liaise with colleagues in adult mental

health services and where appropriate undertake a joint assessment {see Falkov et al, 1998 for

further discussion on joint working between adult and child and family psychiatrists}.

CAMHS will receive requests from various sources for treatment for families in which abuse of this kind
is an issue or where a child is in need but concerns about significant harm have not been substantiated.
CAMHS may need to offer assistance with parenting skills, work on relationships between family
members. Individual work with children may also be appropriate and if appropriate, note healthcare

seeking responses to stressful circumstances.

[n circumstances where the child has suffered significant harm, CAMHS may need to offer a range of
interventions and services as part of the child'’s overall plan. This may include intensive work on family
relationships and attachments and individual work with both parents and children. There may be a
need to call on specialist resources beyond the capacity of many districts. Wherever possible, CAMHS
professionals should be able to use existing resources to initiate or continue treatment or children

and families. in close liaison with other professionals and services.

It Mental Health Services

A range of adult mental health professionals - nurses, social workers, clinical psychologists and
psychiatrists - mav be involved in the assessment. planning and treatment of a carer. This may be before
any child care concerns in relation to fabricated or induced diness in a child have been raised. during the

werion enquines and subsequent actions or fotlowing the identification of the carers

course of child proce
involventent in abuse ur tikely abuse of a child.
Through their involverment with a patient. adult mental heaith professivnals ay become concerned
abaut the weltare of 4 child. In particular, this mav be if a carer has a sumatising disorder or is known @0
fabricate or induce iness in themselves, [F adult mental health professionals have concerns about a child
they should discuss these concerns with a named or designated doctor in their NHS Trust or wich their

local Social Services,
Adult psychiatrists are more Hikelv to be involved at the point at which there is a moderate to high

suspicion that a carer has been mducing svmproms or a court has made a finding of face that such

behaviour has occurred. To inform core assessments, or child protection conferences. it will be iportant
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to get an assessment from a psychiatrist who is familiar with both aj rhe relevant developmental and
family psychiatric literature and b) the risk and mental disorder literature. espectally in relation o
personality disorder, since this is the diagnosis most often made in these situations.

Following the verification of illness being induced or fabricated in a child, adult and forensic psvchiatry
have 4 role to play in assessing the prasence, degree and severity of any mental iliness or disorder that the

carer may have, mcluding personality disorder. Psvehiatrists should draw o the visk and mental disorder

ature when asked o give an opinion about risk of signiticant harm ro a child or children who have

had illness fabricated or induced.

An adult psvchiatrist can carry out a basic evaluation which will include a full family medical history,
including a developmental history of the carer. and a full obstetric history(see paragraph 6.21 on health
professionals sharing information with each other). Access to the GP notes and/or the obstetric notes
will be helpful. General practice notes will give some indication about how parents have interacted with

healtheare professionals prior to concerns being raised about their having fabricated or induced illness

in their child.

An adult psychiatrist should, therefore, take a careful history of illness behaviour, particularly the history
of somatisation. Manifestations of somatisation disorder may be more chvious from the general practice

notes than they are from the psychiatry notes.

There are many aspects of the history which should be included in any assessment by an adult
psychiatrist. Any psychiatric disorder {including personality disorder} should to be carefully described
in rerms of its presentation, severity and treatment. To be safe and of value in future decisions about
the child's welfare, a report should attempt to set out not only the nature of any disorder but also
suggestions as to how best the adult carer’s mental health might be managed. The issue of treatability

is but one consideration.

Consideration should be given to external stressors in the carer’s life. Some of the child abuse literature
suggests that abuse to a child may be triggered by some other external stressors, especiallv viclence
within the home. Assessment psychiatrists should ask routinely about domestic violence. A significant
proportion of women have experienced victimisation as adults such as domestic violence or rape. [t may
also be important (particularly in the context of abnormal illness hehaviour) to enquire about the health

of family members and/or recent bereaverents.

Clearly the psychiatrist should take a good history of rule breaking or criminal behaviour. [t must be
emphasised. however, that this will not necessarilv be easy with an adult who already feels under
suspicion, but has not been charged with any criminal offenve. Parents who are being assessed in the
context of child protection proveedings are likely to be defensive and hostile, and this should not prirna

facie be taken as an indication of 4 personality disorder or guilt.
[t mav be helpful to obrain formal personality assessments from a forersic psychiatric ream.

An inpatient assessment may be appropriate where the carer has a mental disorder and/or s ar risk
of harming themseives or others. A voluntary admission to i psychiatric sering atlows for repeared
fncerviews and some gaining of the parents trust which mav reduce his or her defensiveness. Those
working with offenders are familiar with the process by which people are often very defensive and
in clenial ar the start of an investigarion process. but over a period of time may be more able 1o
acknowledge what they have dorne. Given that complete dental of any offending behaviour and a
projection of responsibiiity on to others is 4 poor prognosiic sign in terms of treatment, then itis very
important (o assess the issue of dental caretully and thoughttully, Non-compliance with treatment ny

need 1o be a poing of starting the mrervention rather than g reason for abandoning it Any psyehiagrise



Loc

4.53

i
L
Gl ¥

assessing an adult who is thought to have harmed a child in this way should consider this issue
thoughtfully. There may be a conflict between the adult’s timescales for change and the child's need for
permanency. This may mean that decisions have t0 be made to place the child in an alternative family

context before the adult’s treatment has been successfully completed.

The assessing adult psychiatrist cannot be involved until the medical process which has made a
definition of offending behaviour by exclusion of anv medical examination has been completed.
Assessing psychiatrises should he abie to liase with those assessing the child and those who have
knowledge of the child’s heatth. [t will be helpful for the assessing psychiatrist to have access o the

paediatric notes as weltl as the child's general practice notes. .

As in all forensic cases it is helpful to separate out those clinicians who undertake assessments for either
quasi legal or active legal proceedings. and those who offer treatment. [t is helpful for an assessing

psychiatrist to liaise with rhe treating psychiatrist during the process of completing an assessment.

[f the assessing psychiatrist is being asked to comment about treatment, then this question should
distinguish between treatment for the carer’s psychological needs and treatment for risk improvement.
These aims are not necessarily the same. [t should also be emphasised that currently the evidenice base
does not allow professionals to make clear statements about risk assessment in the long term or even in
the short term. Naturally, it is hoped that if a parent feels better in themselves they will “behave better’.
but at this time the forensic psychotherapy evaluation literature does not allow professionals to state
that categorically. A focus of treatment which emphasises risk reduction would be consistent with other
treatment innovations in forensic psychiatry and psychology. and has the advantage of transparency.
However. the fact that a parent will not be reunited with their child (ren) should not be reason for not
offering treatment for risk. This is particularly so if the mother is of child bearing age.

al Authorities

The welfare of children is a corporate responsibility for rhe entire local authority, working in partnership
with other public agencies, the voluntary sector, and service users and carers. [t is recognised that

Local Authority Departments such as Housing, Leisure and Environmental Health are less likely to

be involved in using this Guidance. However, if they are involved with a child where it is suspected or
known the illness is being fabricated or induced. they should follow the Guidance in Working Togecher

which sets out their roles and responsibilities.

Local authorities have a duty to plan services for children in need, in consultation with a wide range of
ocher agencies. and to publish the resulting children's services plans. [he local authority should also
rake the lead responsibilicy for the establishment and effective functioning of Acea Child Protection
Commitrees [ACPCs) - the multi-agency forum which acts as a focal point for local co-operation to
safeguard children (paragraph 3.2, Working Togecher).

A

fany authorities have put in place managerment siruciures which eur across traditional departmental

. . . - 15 N . X .
and service boundaries and which bring rogecher a range of children's services. ¥y here this guidance

refers to Social Services. this indicares that part of the loeal authority which carries out secial

services functions.



Councils with Social Services Responsibilities

o
Lt
S

1.60

4.61

Under the Children Act 1989 Social Services have lead responsibility for the protection of children.
A kev duty for Social Services 15 20 both safeguard and promote the welfare of children. Safeguarding
has two elements: a duty to protect children from maltreatment and a duty o prevent impairment
{paragraph 113, Assesment Frameworky. This section which sets out the roles and responsibiiiries of
Social Services should be read in conjunction with paragraphs 3.4 o 3.9 of Working Together and
paragraphs 5.9 1o 3.15 of the Asessment Framework. The focus in this supplementary guidance is on
the specific responsibilities of Sociat Services in the management of cases where children are sutfering

r likely to suffer significant harm as a result of illness which has been fabricated or induced by a carer.
These responsibilities fall into four main areas: assessment including s47 enquiries, planning. provision

of services and reviewing children’s progress.

Social Services has lead responsibilicy for undertaking an initial assessment of a child in need. This will
inciude circumstances in which fabricated or induced iliness by a carer is suspected, where Social Services
will conduct the initial assessment in conjunction with the doctor who is medically responsible for the

child’s health and other relevant agencies.

Social Services is also responsible for any core assessment and will co-ordinate the process of systematic
information gathering to build up a medical, psychiatric and social history and an understanding of the
child’s needs and the parents capacities to ensure the child’s health and developmental progress is
optimal. Social Services should ensure that a full chronology of the child’s history is compiled.

Social Services should work collaboratively with all other agencies currently involved with the child
and familv. In addition. it is likely to be necessary to contact agencies with past involvement in order

to prepare a full history of the child’s health and family situation.

There must be clarity about roles and responsibilities during the assessment process. and about what

information can be shared with parents, including issues of timing, as well as between agencies.

Social Services also have a duty, under s47 of the Children Act 1989, to make enquiries if they have
reasonable cause to suspect that a child in their area is suffering. or likely to suffer significant harm.
This will include cases where the harm may be a result of fabricated or induced illness. These enquiries
will enable them o decide whether they should take any action to safeguard and promote the child'’s
welfare. A core assessment is commenced at the point at which section 47 enquirtes are initiated at a
strategy discussion, The Police will decide whether to instigate a criminal investigation having

considered the views of uther agencies (section 5.8, Morking Togehes).

Social Services are respansible for convening strategy discussions. and. when appropriate. initi tal and
review Chitd Protection Conferences, in order to review the child's situation and to decide and plan any
furrher action winch may be NECOSSATY. Any agency may request a strategy meeting of child prowetion
that a child mav be suffering signiticant harin.

15
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153 An outcome of s:17 enquiries may he that the concerns are substantiated but the child is not judged
ro be at continuing risk of harm (see paragraph 3.40}. A child in need plan may be developed at the
conclusion of the core assessment, which will invelve the child and family members as appropriate and

the contributions of alt agencies (paragraph 4.33. Assessmens Framework). The plan will set out the

services o be provided by which agency. the objectives 1o be met if the child s to achieve optimal
developmental progress, and which agency has lead responsibility for reviewing the plan at cegular

intervals (Figure 7. Assessment Framework).

4.54 At child protection conferences, Social Services must ensure that their staff are sufficiently senior to be
able to commit the department to following through on recornmendations regarding action to be taken
imunediately after the conference. This is particularly relevant for recommendations regarding the
seeking of emergency protection or interim care orders; where the child should live; and the nature

and frequency of contact with parents or other carers.

4.65 Social Services is responsible for co-ordinating a multi-agency child protection plan to safeguard the
child. [t will also act as the principal point of contact for other agencies which may want to report new

or further concerns about the child.

466  Where the child's welfare cannot be safeguarded if he or she remains at home. Social Services may apply
to the courts for a Care Order, or if the child is in immediate danger, for an Emergency Protection
Order. This should involve the local authority's solicitor who has responsibility for co-ordinating the
legal proceedings. Social Services should co-ordinate further medical investigations. expert opinions,
assessments and intervention, and arrange placements and contact between the child and parents.

Where necessary, contact should be supervised.

4.67 Social Services have a duty to safeguard and promote the welfare of children in need in their area,
through the provision of services appropriate to the needs of such children and as far as is consistent
with this, to promote. the upbringing of children within their families (s17 of the Children Act 1989).
They should do this by working with parents and in a way which is sensitive to the child's race,
religion. culture and language. Soctal Services are responsible for providing direct services as

appropriate and co-ordinating all services, which are indicated by the assessment.

4558 Social Services has lead responsibility for reviewing any child protection or care plan, and if agreed
3

. . 5 - .
by the parties. a child in need plan (paragraphs 132437 dssessimens Eranvork.
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1.0Y [f tegal action is planned, o local authority solicitor will co-ordinate these proceedings {see parugraph 0.0+
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[hev are also able ro provide advice to local authoriny staff on fegal matters velating 1o the ¢ “hitd s welfure
and the nature and quality of any evidence of the child suffering or being likely to suffer significant harm.

as well as advice on matters sucht as consent, contidentiality and disclosure of information.
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Paragraphs 3.10-3.15 ot Working log
contained in the DFES Circular 10795 and the Welsh Office Cireular 32/95 Proreceing Children from

dbuse: the Role of the Frucation Service.

Existing guidance on child profection procedures provides advice o rhe education service on what they
should do if thev have reason to believe a pupil is being harmed or is at risk from harm. | hrough their
day-to-day contact with children, teachers and other school staff are particularly well placed to notice
outward signs of harm. These can take the form of physical injuries, changes in behaviour or a farlure
to achieve their optimal development. Although these signs can do no more than raise concerns about
possible significant harm. they are signs that all teachers and other staff should be alert to. They should

know how o seek further information and to whom they should address their child welfare concerns.

[t is important that schools do not undertake their own enguiries if they have reason to suspect possible
or actual harm. They should not take action bevond that which has been agreed in the child protection
procedures set down by the local Area Child Protection Committee (ACPC). Enquiries into child care
concerns are the responsibility of the appropriate local agencies such as Social Services or the police.
They have the necessary professional expertise to rake such enquiries forward.

Schools have an important role to play in the identification and management of suspected cases of
fabricated or induced illnesses and further guidance is set out below. As with all other forms of suspected
harm. school staff should refer any child welfare concerns they have to the teacher with designated
responsibility for child protection. He or she should act as a source of expertise and advice. and is
responsible for co-ordinating action within the institution and liaising with other agencies. The designated
teacher can, in turn, seek advice from their LEA senior officer with responsibility for co-ordinating action
and policy on child protection. This person is also usually Local Education Authority's representative on

the ACPC.

Absences from school are common and occur for many reasons including legitimate medical and
hospital appointments. [f fabricated or induced illness by a carer is suspected, schools should consider
first the possible reasons for the signs and symptoms. They should try to determine whether illness is
being used, for example. (o avoid unpopular lessons or being bullied. [t is not within the scope of this
document to offer guidance in these circumstances. Such concerns should not be dismissed. On the
contrary, they are very real and have an impact on pupils behaviour and academic performance. Schools
shouid have their own procedures in place for dealing with such situations. {Guidance on these issues

is available in the Narional Assermbly for Wales Circular 3/99 and the DEE Circulac 10/99 Social

Inctusion: Pupil Support). \When an illness is genuine the schools wn sivkness procedures will apply.

™ 5 N L . . . R -
Eabricated or induced Hess is aften, but not esclusiveiy, gssoriared with cmotionad abuse. There area

number of factors that rechers and other school sratf should be aware of that can indicate that 4 pupt

mav be at risk of harm. >ome of these factors can be:
‘ Frequent and unexplained absences from school, particularly from PE lessons;

* Regular absences to keep a doctor's or a hospital appoinument

e



g Repeared claims by parent(s) that a child s frequently unwell and thac he/she reruires medical
attention for svmproms which, when described. are vague in nature, difficult 1o diagnose and
which teachers have not themselves noticed eg headaches, tumimy aches. dizzy spelis, frequent

contact with f)p(mldﬂb and/ f}r dentists or referrals for second é}piﬂ%(}ﬂ}”,

176 The child may disclose some form of ill-treatment to a member of staff or might complain about

Fither the child or his or her parent{s) may relate o

untrue stories about ilinesses. accidents or deaths in rhe family Where rhere is a sibling in the same

flicting or patently

multiple visits 13 the docs

school, teachers should discuss their concerns with each other to see if children of different ages in the
same family are presenting similar symptoms. [f they are. it is likely that more than one child in the

family ts affected.

177 There are also circumstances under which a child will demonstrate his or her anxiety or insecurity by
presenting symptoms of an iliness that will allow them to stay at home. This mav occur as a response o

family problems. for example, as a reaction to a parent is ill. who has been in hospital or. after a divorce

or separation.

4.78 Where a teacher or other member of staff has reasonable cause o believe a child is at risk from. or is the
subject of, fabricated or induced illness. the school’s child protection procedures apply. This will require
the member of staff to refer his or her concerns to the designated teacher for child protection who is

then responsible for making a referral to Social Services.

Schools should. in particular, be alert ro any significant change in the child’s physical or emotional state,
in his or her behaviour or failure to develop and draw these to the attention of the designated teacher.

i
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4.80 It is helpful if. prior ro referral to the designated teacher. the member of staff concerned can present a
diarv of events. including a record of absences and the reasons for absence given by the parent {where
known). He or she should also listen carefully to what the child relates and should record any discussions
with the child, including quotes of what the child said. The time, dare. place and names of any people

who were also present at the time should also be recorded.

4.81 As stated above, neither schools nor members of staff should carry out their own enquiries. After the
designated teacher has referred a concern. it is for those agencies with a professional inrerest, i.e. Social
Services or the police to rake matrers forward in line waith iocal ACPC child protection procedures. T e
designated teacher ts normally invited o attend any strategy discussions or child protection conferences,
The conference should notify the designared reacher of sm extens to which the child’s parents have besi
notified of the concern for the child and what information can be shared. All partes should follow the
decisions made at the strategy discussions and conferences, in partcuiac i relation ro what information
mav be shared,

132 {Ein the course of an OFSTED tnspection, inspectors become concerned about the possibilioy that a

child may be having tllness tabricated or mduced. they should follow the child protection procedures of

OFSTED in England and ESTYN 1 Vales
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4.91

The range and roles of responsibilities of rhe probation service in relation to safeguarding children is set

out in paragraphs 3.65-3.67 of orking Together. Probation services have a statutory duty to supervise
stfenders effectively in order to reduce offending and protect the public. In the execution of that duty
probarion officers will be in conter with, or supervising. a number of men land, 1o a far lesser exrent,
womeni who have convictions for ntfences against chidren, A verv sntall number may have been
convicted for offences relating to the fabrication or induction of iiness in a child. It is, however, more
likely that probation officers mav become aware of past events which cause them to suspect that the
person they are supervising has been involved in the fabrication or induction of iliness in a child. For
example. they may become aware that a child died in suspicious circumstances and suspect the child

had been intentionally smothered cather than dying from natural causes,

Where probation officers, in the normal course of their work in the community, become concerned
about the safety of a child or children they should work closely with the police, social services and other
relevant organisations to assess the risk of harm posed to children by known and suspected offenders.

Voluntary, Independent and Private Social Care Sectors

4.92

4.93

Voluntary organisations and independent and private sector providers play a significant role in the
provision of services to children in need. They provide a wide range of supportive services and may
be involved in providing services after fabricated or induced iliness has been identified.

The range of roles fulfilled by these organisations means that they should have clear guidance and
procedures in place to ensure that, when they are concerned a child may be suffering significant harm,
appropriate referrals are made in accordance with local ACPC child protection procedures. Staff and
volunteers should be trained so that they are aware of the indicators of possible harm in the children
with whom they are working. This general responsibility also applies in instances where a concern arises
that a child may be subject to malcreatment due to fabricated or induced iliness.

!dren and Family Court Advisory and Support

service (CAFCASS)

1914

tf";‘f

The role of the Guardian ad Lirem and Reporting Officer (CALRO) service, set out in paragraphs
3.82-3.86 of Working Togerher was subsumed into CAFCASS with stfect from st Aprit 2001, rogether
Welfare function provided by the Probation Service and the Children's

.ni

with the work of Family Courr
w Official Solicitor’s Department. Wichin CAFCASS. officers of the service undertako o

Branch of ¢
unctions. including mvolvement in care und related proceedings under the Children Ace 1989,

range of f
and many proceedings under adoption legistation. Their

mirerests of individual children who are the subject of proceedings by providing advice 1o the cours as

duties are o safeguard and promote the

an independent professional, not as an officer of the court, In care-related applications where the child

v a party to the proceedings, the offfcer appoins a soliciome represent the child and s responsible

forsnstructing the soliciton

cor of the service is referred to in court rules as the childrons suardian.

v caresrelated procecdings the «
This role is Timited o the duration of the court proceedings. including any appeal that might be lodged
[ each case the childrens guardian should exercise diseretion over how best (o undertake enquiries. assess

ntormation, consudt a range of professionals and report to the vourt at interm hearings, directions

appuintments and at the final bearing,



1.96 Officers of the service have 2 statutory right of access to and o rake copies of tocal aurhority records
- N . . N ' .
which relate 1o the child concerned and any application under the Children Act 1989, That power also
extends to other records which relate to the child and the wider functions of the local authority or
records held by an authorised person {ie. the NSPCC) which relate to that child.
197 Officers of the service appointed by the court in the role of childrens guardian should always he mvited

. . . o 4 Ty
o formal planning meetings convened by the tocal authurity in respect of the child, This ineludes

statutory reviews of children who are accommodated or looked after and child protection conferences.
The childrens guardian may somerimes wish to attend such mieetings o obaain information. The
conterenice chair should ensure that all those attending such meetings, including in particular the child
and any family members. understand rhat the presence of the children’s guardian does not imply any

responsibility for decisions reached at such meetings.

-amily Justice Courts

498 In the event that proceedings are issued for a Care or Supervision Order under the Children Act 1989
(see paragraph 3.45), all professionals involved should adopt an inter-disciplinary approach to their
work. An awareness of the tasks and responsibilities of other professionals increases the possibility of
consensus on issues, if not on outcome. These considerations are of particular importance in those cases

where difficult issues of fact or opinion have been referred to more than one forensic expert.

4.99 [f good practice issues or difficulties seem to recur in anv locality. they may be referred to the Designated
Judge of the relevant Care Centre or to the Business Committee which the Judge chairs.

The Armed Services

4180 In England and Wales. local authoricies have the statutory responsibility for the protection of the

chiidren of service families living in their area.

4.101  When Service Families (or civilians working with the Armed Forces) are based overseas. the
responsibility for the protection of cheir children is vested with the MoD. The military authorities
work in conjunction with the specialist authorities, particularly SSAFA-FH. who provide a fully
qualified Social Work and Community Health service in major overseas locations (for example.
Germany and Cyprus). For further discussion on Service Families based overseas. see paragraphs

3.91-3.96. Horking Togecher.

tiness are rased in children who are

4102 Where child protection concerns regarding fabricared or ing
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. Role and Responsibiiities of the
Area Child Protection Committee

O

5.1 The roles and responsibilities of Area Child Pratection Commuttees are set out fuily in Chapter 4 of

Working Together.

The Area Child Protection Commitree (ACPC] is a local multi-agency forum for agreeing how the
different services and professional groups should co-operate to safeguard children in that area, and for

LY
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making sure that arrangements work effectively to bring about good outcomes for children.

5.3 The ACPC should be chaired by somebody of sufficient standing and expertise to command the respect
and support of member agencies, and who has a firm grasp of local operational issues.

5.4 ACPCs should have members from each of the main agencies responsible for working together to
safeguard children, whose roles and seniority enable them to contribute to developing and mainrtaining
scrong and effective inter-agency child protection procedures and protocols. and ensuring that local child
protection services are adequately resourced. The ACPC should make appropriate arrangements to
involve others in its work with a relevant interest; this could include, for example. adult and child

and adolescent mental health services.

5.5 The ACPCs will have in place local procedures about the conduct of s47 enquiries and associated
police investigations; child protection conferences; registration: and handling complaints from families
about matters relating to the functioning of child protection conferences. These will also apply to the
management of cases involving fabricated or induced illness, but should be read in conjunction with

this Guidance. [t is not intended that ACPCs have separate guidance on fabricated or induced illness
in children. but that local area child protection procedures should reflect this Guidance.

Designated and Named Health Professionals

5.6 [n England. guidance in paragraph 3.23 of Warking ITogethier has been updated to rake account of the
changes brought about by Shitting the Balance of Power within the NHS: Securing Defivery (Department
of Heateh, 2001, The Child Protection Responsibilicies of PCTs, resulting from Health Authority
responsibilities being devolved to PCTs are ser out irr o tetrer from Jacqui Smirh ro Chief Executives
ot PCTs and PCGs dated 24 January 2002,

CT is responsible for ensuring it has a designated docror and designated nurse 2o take the

L
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dch
professional Tead on all aspects of the health service contribution to safeguarding children. The
designared professionals will normally be based in a Trust, but will have responsibilities across the

PCT area including for all providers. The designared professional responsibility of a PCT mav be shared
with neighbouring PCTs where the size of the PCT area is such that it would be an inefficient use of
resources o have a designated peofessional covering only that PCT area. These designated health

profossionals should comprise part of the focal health service representation on the ACPC.

-
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5.9

Each PCT. acute trust, and mental health trust is expected 1o have a named doctor and a named nurse
for child protection. Each NHS Direct site and Walk in Centre should have a named professional for
child protection. The named doctor and named nurse will take a professionat lead on child protection
vithin their Truse, NHS Direct site or Walk in Centre. The Designated Doctor or Nurse should
Walk in Centres

matters v
S Faccimmale irm il Trrers NHS Direcr sires £
establish regular contact with named professionals in all Lrusts, NHS Direct sites and

{including PCTs).

For Wales. please refor to paragraph 4.6,

Specific Responsibilities of an ACPC

5.10

(3]
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The specific responsibilities of an ACPC in relation to cases involving fabricated or induced iliness ure:
. to ensure that the ACPC child protection procedures reflect this Guidance:

. to ensure that there is a level of agreement and understanding across agencies about operational
definitions and thresholds for referral and intervention. and to communicate clearly to
individual services and professional groups their shared responsibility for protecting children

within the framework of this national Guidance;

’ to encourage and help develop effective working relationships between different services and
professional groups, based on trust and mutual understanding;

. to audit and evaluare how well local services work together to protect children, to improve joint
working in the light of knowledge gained through national and local experience and research,
and to make sure that any lessons learned are shared, understood, and acted upon;

» to identify the number of children in need who are at risk of significant harm as a result of
fabricated or induced illness, or who have suffered significant harm, and to identify resource
gaps (in terms of funding and/or the contributicn of different agencies);

. to help improve the quality of child protecrion work and inter-agency working through
specifying needs for inter-agency training and development about the management of cases
involving fabricated and induced iliness. and to ensure that training is delivered: and

. to raise awareness within the wider community of the need to safeguard children who mav be at
risk of this tvpe of abuse and promote their welfare and (o explain how the wider commurity

can contribute to these objectives

Where the ACPC has a planuied programme of work on fabricated or induced illness, this should be

agroed ard endorsed at 4 senior level within each of the main member agencies, within the framework
o . . . . N i al® oy -

of the children’s services plan. and should be set out in an annual business plan, The ACPCs may find

it usetul to set up a working group or sub-group. on a short-tern or a standing basis. to carry out
spevific tasks (for example maintaining and updating procedares and protocols’ reviewing serious cases,

identifying inter-agency rraining needs) and/or to provide specialist advice in relation to this Guidarnce,



@)

Working with Children and Families:
Aey Issues

Common principles and ways of working which should underpin the practice of all agencies and
professionals working to safeguard children and promote their welfare are set out in Chaprer 7 of
Working Togetker. This chaprer describes how these might be used when working with families

where illness is being fabricated or induced in a child.

Family members have a unique role and importance in the lives of children, and children attach great
value to their family relationships. Family members know more about their family than any professional
could possibly know, and well-founded decisions about a child should draw upon this knowledge and
understanding. Farnily members should normaily have the right to know what is being said about them,
and to contribute to important decisions about their lives and those of their children. Research findings
brought together in Child Protection: Messages from Research (Department of Health, 1995b) and the
Children Act Now: Messages from Research (Department of Health. 2001) endorse the importance of
good relationships between professionals and families in helping to bring about the best possible

outcomes for children.

VWhat is meant by Working with Children and
Families in Child Protection?

6.3

Where there are concerns abour significant harm to a child. Soctal Services have a statutory duty to make
enquiries and if necessary, statutory powers to intervene to safeguard the child and promorte his or her
welfare. Where there is compulsory intervention in family life in this way, parents should still be helped
and encouraged to play as large a part as possible in decisions about their child. Children of sufficient
age and understanding should be kept fully informed of processes involving them, should be consulted

sensitively. and decisions about their future should pay atrention to their views.

The Challenge of Partnership in Child Protection {1995a) outlined 15 basic principles for working in

partnership. which are reproduced in Horking Together (p. 76},

Partnership does net mean alwavs agreeing with parents or other adult family members. or always
seeking a way forward which is accepeable to them. The aim of child protection processes is (o ensure
the safety and welfare of the child, and the child’s interests should always be paramount. Not all
parents mav be able to safeguard their children, even with help and sucport. Some children mav be
vulnerable to manipulation by a perpetrator of abuse. A minonty of parents are actively dangerous 1o
their children, other family members, or professionals, and unwilling and/or unable to change. A clear

focus o the child's safery amd what is best for chie child should alwavs be mainained,
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Orking wit idren and Familiss
66 Those working together to safeguard children should agree a common understanding in cach case. and

at each srage of work, of how children and fanulies will be involved in child proteciion processes, and
what information is shared with them. There should be a presumption of openness, joint decision
making, and a willingness 1o tsten o families and capitalise on their strengrhs, bur the guiding

principle should alwavs be what is in the hest interests of the child,

[or}
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Where it is suspected or cunfirmed that illness has been fabricated or induced in a child, all decistons
about what and when to tell parents and children should be raken by senior staff within rthe mulri-
agency team. While professionals should seek. in general, to discuss any concerns with the family and.
where possible. seek their agreement to action, this should only be done where such discussion and
agreement-seeking will not place a child at risk of significant harm. [n all cases where rhe police are
involved. the decision about when to inform the parents (about referrals from third parties] will have a
bearing on the conduct of police investigation (see paragraph 3.11 of Working Together}.

6.8 Some information known to professionals should be treated confidentially and should not be shared in
front of some children or some adult family members. Such information might include personal health
information about particular family members. unless consent has been given, or information which, if

disclosed, could compromise criminal investigations or proceedings.

Agencies and professionals should be honest and explicit with children and families abour professional

c
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roles, responsibilities, powers and expectations. and about what is and is not negotiable.

6.10  Working relationships with families should develop according to individual circumstances. From the
outset, professionals should assess if, when and how the involvement of different family members -
both children and adults ~ can contribute to safeguarding and promoting the welfare of a particular
child or group of children. This assessment mav change over rime as more informarion becomes available
or as families feel supported by professionals. Professional supervision and peer group discussions are
tmporant in helping to explore knowledge and perceptions of families strengths and weaknesses and the

safety and welfare of the child within the family. and how family members can play a roie in the future

safety of the child.

6.11 Family scructures are increasingly complex. [n addition to those adults who have daily care of a child,
estranged parents {for example. birth fathers), grandparents or other family members may play a
significant part in the chiid’s life, and some may have parencal responsibility even if thev are not involved
in dav to day care. Some children may have been supported during family difficultios by adults from

« Professionats should muake sure that they pay artention (o the views of all those who

ribute a decistons about the childs furure, Children can ;){'U"!dﬂf

nutside the fan
Pave something siznificant to count

vatuable help inidentfving adulrs they see as fmportant suppertive mirtuences in their Hives, [t is equaily
portant to idencity any aduit family members who mav knowingly o- unknowingly support the
abusive parent in wavs which mean the hild is continuing (o be abused. The narure of alf family

celationships shouid be raken aceount of when 1 planiing placements outside the birth family and

confact between the child and the abusing parent.

512 Research has shown that over 507 of children in whom tlness is fabricated or induced are aged under
e T s e i i
Jvears. Uhis means chat at feast half of cheldren about whorm there are concerns are unli ikely to be able
o be divectly involved in discassions about the nature of their abuse. For these children, it will be

oy

BUpottant w gain mioration by observing the child s infernctions with Family members, peers and



professional staff and noticing any differences berween the child’s interactions with different prope.

as well as listening carefully to the child. For children who use specific communication methods. it is
important that they are enabled to communicate using their normal means of communication. This may
require the involvemnent of a specialist with knowledge of their means of communication (see paragraphs

3.128-3.138 in the Assessment Framework Practice Guidance {Department of Health, 2000a).

e

rraning and special skills, including the abilicy

b 13 Listening to children and hearing their messages requirs
. - Y . ok i -

16 win their trust and promote a sense of safety. Most children feel lovalty rowards those who care for
them, and have difficulty saying anything against them. Many do not wish 1o share confidences. or may

not have the language or concepts to describe what has happened to them. Some mav fear reprisals, or

their removal from home and loss of siblings.

Children of sufficient age and understanding often have a clear perception of what needs to be done to
ensure their safety and wellbeing. Some older children may be very aware of, for example. being given
unprescribed substances by a parent or being encouraged to feign different types of illness behaviour.
Whilst all children will want this abusive behaviour to stop, some may knowingly choose to co-operate
with their parents wishes in order to maintain current family relationships but remain clear in their own
minds that they are well. Other children, as a result of the way in which their parent has taught them to
behave as if they are ill. may not be able to distinguish between reality and fabrication. These children
seem to come o believe their symptoms are real and this false perception of being il is reinforced and
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rewarded by their abusing parent.

6.15 [f children have had illness fabricated or induced, professionals will need to decide when and how to
involve them in the decision-making and planning processes. T hese decisions should be taken as part of
the overall plan for therapeutic work with the family and rake account of the fragile family relationships
which have enabled the child to have been abused. According to their age and understanding, children
should know how child protection processes work, how they can be involved, and that they can
contribute to decisions about their future. However, they should understand that ultimately, decisions
wiil be taken in the light of all the available information contributed by themselves. professionals, their

parents and other family members, and other significant adules.

Support, Advice and Advocacy to Children and Families

i

However sensitively enquiries are handled. many families perceive as painful and intrusive professional
involvermnent in their lives which rhey have not requested. particularly if thev feel that their care of their

children is being called into question. This should always be acknowledged. Agencies and professionals

2]
-
[wpt

can do a considerable umount to make child protection processes less stressful far famifies by adopring
the principles set out above. Families will also feel betrer supported if it is clear that interventions in cheir
Hves, while firmily fovused on the safery and welfare of the child, are concerned also with the wider needs

of the child and family,

Tic
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Chutdren and tamilies mav be supported through their involvement in child protectivn processes by
advive and advoracy services, and they should alwavs be informed of rthose services which exist lovally
and nanonally, Wheee cluddren and families are invoived as witnesses in crimirial proceedings, the potice,
witness support services and other services such as those provided by Victim Support. can do a great dead
to explan the provess, make i foel less daunting and ensure that children are prepared for and supported
i the court process, [nformation about the Crinvinal Iguries Compensation Scheme should also be

provided in relevant coses.



The Legal Framework

vant information

between them. This has been recognised in principle by the courts {see comments by Butler Slass L]

in Be G (a minor) |1996] 2 At ER 83 ac 68{)°. Any disclosure of personal information 1o others must

fI v

618 Professionals can only work together to safeguard children if there is an exchange of rel

alwavs. however, have regard to both common and statute law.

619  Normally. personal information should only be disclosed to third parties {including other agenciesh with
the consent of the subject of that information. Wherever possible. consent should be obtained before
sharing personal information with third parties. In some circumstances, consent may not be possibie
or desirable but the safery and welfare of a child dictates that the information should be shared.

5.20 The best way of ensuring that information sharing is properly handled is to work within carefully
worked out information sharing protocols between the agencies and professionals invoived, and taking
legal advice in individual cases where necessary. The [nformation Commissioner has produced a checklise
for setting up information sharing arrangements which is reproduced at Appendix 4 of Working Together,
and issued more recently guidance on the Use and Disclosure of Health Data (Information

Commissioner, 2002) http://www.dataprotection.gov.uk/dpr/dpdoc.nsf.

6.21 Health professionals may share information about a patient with another medical professional as parc of
providing care and treatment to that patient. This should be done in accordance with the common law
duties of confidentiality, the Data Protection Act 1998 and the Human Rights Act 1998. Particutar
regard should be had to all the Data Protection Principles. Any disclosure should be considered on a case
by case basis and limited to disclosing the information that it is necessary to disclose for the medical care
and treatment of the child. As a matter of practice seeking the consent of the parent on behalf of the
child {where the child is not Gillick competent), should always be considered although where the safety
of the child may be threatened by the disclosure such consent may not always be necessary. Where there
is any doubt legal advice about the particular circumstances should be sought.

The Common Law Duty of Confidence

522  Personal information about children and families held by professionals and agencies is subject to a
legal duty of confidence, and should not normally be disclosed without the consent of the subject.
However, the law permits the disclosure of confidential information necessary to safeguard a child
or children in the public interest: that is, the public interest in child protection may override the
public interest in maintaining confidentiality. Disclosure should be justifiable in each case,
according to the particular facts of the case, and legal advice should be sought in cases of doubt.

623 Children are entitled to the same ducy of confidence as adults. provided that, in the case of chose under
16. they have the ability to understand the choices and their consequences relating o any treatment. In
exceptional ciccumstances, it mav be believed thata child seeking adviece, fur examiple on sexual mattess,
15 being vxpioited ot abused. It such cases, confidentiality may he breached, following discussiun with

rhe chiid.

- - A . . s A A
Tre Maorhing Togetrer booklet does ot hase any legil statas, but with the lessor of Cleverand CO VP iy mand, the empbasis nipon

coraperstion ol mvestigation and fulb roosultation st sLeges of any ivestigation are crueial 1o the success of the goernnwnt

t shere fus (o be free exchange of information berwesny social wotkers
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Ctald protection tean engaged 0 the investigation of the sossible abuse of the < budd concerned |



Tre Data Protection Act
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521  The Data Protection Act 1998 requires that personal information is obrained and processed fairly and

lawfully: only disclosed in appropriate circumstances] is accurate, refevant and not held longer than

Y.

selosure without the consent of the subject in certain

necessary. and is kepr securely. The Act allows for «
conditions, including for the purposes of the prevention or detection of crime, or the apprehension ur
prosecution of offenders, and where failure to disclose would be likelv to prejudice those objectives
in a particular case (for further guidance see Data Protection Ace 1998 protection and use of paticnt
information (Department of Health, 1998) Legal advice should be sought where appropriate or in

cases of doubt.

The European Convention on Human Rights

6.25  Arricle 8 of the Furopean Convention on Human Rights states that!

{H Everyone has the right to respect for his private and family life, his home and his correspondence.

(2) There shall be no interference by a public authority with the exercise of this right except such as
in accordance with the law and is necessary in a democratic society in the interests of national
security, public safety or the economic well-being of the country. for the prevention of disorder
or crime. for the protection of health or morals, or for the protection of the rights and freedoms

of others.

625  Disclosure of information without consent might give rise to an issue under Article 8. Disclosure
of information (o safeguard children will usually be for the protection of health or morals. for the
protection of the rights and freedoms of others, and for the prevention of disorder or crime. Disclosure
should be appropriate for the purpose and only to the extent necessary to achieve thart purpose. Legal

advice should be sought where appropriate, or in cases of doubt.

Professicnal Guidance

627  The General Medical Council (GMC) has produced guidance entitled Confidentiality: Protecting
and Providing [nformacion (2000). [t emphasises the importance in most circumsiances of obraining
a patient’s consent to the disclosure of personal information. but makes clear that in their view
information mav be released to chird parties - if necessary without consent — in certain circumsiances.

- . L s P A
Those circuamstances include the following”
5.29 Children and other patients who may lack competence to give consent.

‘Problems may arise if vou consider that a patient is incapable of giving consent to treatment or

disclosure because of immaturity, itoess, or mental frvapacioy If such patients ask vou not o disclose

srson ro be

iate

o

parry, vou should v 1o persuade thens to aliow an appro

informarion to a rhird
involved in the consultation, [f they refuse and vou are convineed that it is essential. in thelr Interests,
3

you may disclose relevand information ty an appropriate person or authority. [n such cases vou nust cell

the patient before disclosing any information. awd, where appropriate, seek and caretully comsider the

iews of an advoeare or carer, You should document in the patients record the steps vou hase fakon 1

obtain consent and the reasons for dectding ro disclose information” {paragraph 38).

3 - .
Refes it extracts which should be read i the conrest of the tutl document.
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“If you believe a patient to be a victim of neglect or physical, or sexual or etnotional abuse, and rhat the
patient cannot give or withhold consent to disclosure. vou should give information to an appropriate
responsible person or statutory agency, where vou believe disclosure is in the patients hest interests. You
should usually inform the patient that vou intend to disclose the infarmation befors doinyg so. Such
circumstances may arise in relation o children where concerns sbout possible abuse may need o be

A ; : « i s ,
shared with other agencies such as social services, Where appropriate you should inform those with

parental responsibility about rhe disclosure. [ any reasor. vou believe rhar disclosure s not in the
best interests of the abused or neglected patient, vou must still be pre pared 1o justify vour decision’
= > 13 H DA,

{paragraph 39},
Disclosure to protect the patient or others

"Disclosure of personal information without consent may be justified where failure to do so may expose
the patient or others to risk of death or serious harm. Where third parties are exposed to a risk so serious
that it outweighs the patient’s privacy interest. vou should seek consent to disclose where practicahle. [f it
is not practicable, you should disclose the information promptly to an appropriate person or authority.
You should generally inform the patient before disclosing suck information” (paragraph 36).

The General Medical Council has contirmed that its guidance on the disclosure of information which

may assist in the prevention or detection of abuse, applies both to information about third parties
{for example adults who may pose a risk of harm to a child}, and about children who may be the

subject of abuse.

The United Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKCC) has produced
Cuidelines for professional practice (1996), which contains the following advice on providing information®:

“Disclosure of information occurs:
* with the consent of the patient or client;

* without the consent of the patient or client when the disclosure is required bv law or bv order

of a court; and

* without the consent of the patient or client when the disclosure is considered to be necessary

in the public interest.

The public interest means the interssts of an individual, or grouns of individuals or of sociery as 4 whuole
bl t

- chiid abuse, drug vatficking or other

and would, for example, cover matters such as serious crin

activities which place athers at serious risk fparagraphs 33-36)

1
i A
i
The recording and retention of information, including information about covert video surveillanee,
s . . DV . - t
hould be made inaccordance with the Dara Protecnion Act 1998, [n particular bodies need to be
mundful of the eighr Data Protection Principles - for example the requirement that the informuacion

is adequate. relevant and not excessive in relation o the purpose or purposes for which it is held

§

Fetevant exiracts which should be ead iy ehe contexe of the fudl dovame e



{principle 3} it is accurate and up to date {principle 4): it is not kept for any luonger than it is necessary
to do so {principle 5} and appropriate technical and organisational measures are raken to guard against

unlawful or unauthorised processing or accidental loss or destruction of or damage o the information

5

[principle 7).

5.36 Cood record keeping is an important part of the accountabilicy of professionals to those who use their

services. [ helps to focus work, and is essential to effective working across agency and professional

boundaries. Clear and accurate records ensure that there is a documented account of an agency, or

professional’s involvement with a child and/or family. Thev help with continuity when individual
workers are unavailable. or change. and they provide an essential tool for managers to monitor

work or for audit and peer review. Records are an essential source of evidence for s47 enquiries and
investigations, and may also be required 1o be disclosed in court proceedings. Records relating to cases
where enquiries do not result in the substantiation of referral concerns should be retained in accordance
with individual agency record retention policies. These policies should ensure that records are stored

securely and can be retrieved promptly and efficiencly.

6.37 To serve these purposes. records should use clear, straightforward language. should be concise, and
should be accurate not only in fact, but also in differentiating between opinion, judgements and
hypothesis. Where it is considered that illness may be being fabricated or induced, the records relating to
the child’s symptoms, illnesses. diagnosis and treatments should always include the name (and agency) or
the person who gave or reported the information. All telephone conversations should be recorded fully.

6.38  All records should be kept securely to prevent unauthorised access and ensure they cannot be interfered
with. In certain circumstances, where the child's safety is at risk, it may be necessary for a supplementary
record to be created and held separately from the main records. This should not extend to keeping full
duplicate records except in the exceptional ciccumstances. Any supplementary notes should be kept in
accordance with the Data Protection Principles (see paragraph 6.35). A decision to keep a supplementary
record should be made at the strategy discussion (see paragraph 3.27).

6.39  Well kept records provide an essential underpinning to good child protection practice, and are particularly
important in cases where it is suspected that illness is being fabricated or induced in a child. They are
equally important when abuse is confirmed. [nformation should be broughr rogether from a number of
sources, and their veracirv and accuracy checked before making careful professional judgements on the
basis of this informartion. Records should be clear and comprehensive, and judgements made, and action
and decisions taken shouid be carefully recorded. They should aiso be signed legibly and dated. Health

records, in particular, should record accurately all investigadions, results, observations and consent o
undertake examinations or treatment. Nurses and midwives should foilow the principles of good record
keeping set uut in the UKCCs Guidelines for records and record keeping (IUKCC. 1998). Where decisions
have been taken jointy across agencies, ur endorsed by a manager. this should be clearty recorded. All
decisions to undertake covert video surveitlance should be recorded in the child’s records heid by cach
agency involved i the decision and signed by a senior manager,

5.4 Retevant informarion about a ohuld who is the subject of concerns about fabricated or induced tliess
and the family will normally be collated in ane place by social services. These records should provide

a derailed chronology of the case. Specifically, the reader should be able to track:

. the relevant history of the child and family which led to any intervention:
. the nature of interventions, including intended outcomes;
g the mweany by which change s to be achieved; and

* rhe progress which is being mude.



641 The recording of a detailed chronology which includes the medical, psvchiatric and social histories of the
child. parents. siblings and orher significant family members is particularly important when identifving
fabricated or induced illness in a child. It enables patterns of presentation for medical treatment o be
recognised not only for the child but also across generational boundaries. [t will also inform decisions
about how best to provide the services necessary w safeguard the child's welfare and achieve change in

the familv.

Careful ronsideration should he givert as to which agencies and professionals need to be informed about

[ovs
[

refevant changes of circumstances, for example the change of GP of a child whose name is on the child
protection register. Each agency should ensure that when a child moves from their area. the child's
records are transferred promprly to the relevant agency within the new locality. A telephone discussion
followed up by a written summary may be necessary pending transfer of the records to ensure continuity
of safe care. Where children have had iilness fabricated or induced. it is essential that the new
professionals involved are fully aware of the child’s history to enable them to continue to monitor

appropriately the child’s health and development.

543 Requests for access to the child's records should be actioned in accordance with each agency's Access to
Records policy and procedures. Where a child is not Gillick competent and a parent seeks access to his
medical notes, access to all or part of the notes can be denied where disclosing the information would,

in the view of an appropriate health professional. be likely to cause serious harm to the physical or
mental health or condition of the child or any other person {(see the Data Protection (Subject Access

\Modification) (Health) Order 200 SI No 413).

6.44 A health professional is defined in section 69 of the 1998 Act and includes a registered medical
practitioner, a registered nurse or midwife. a clinical psychologist. child psychotherapist or speech
therapist. An appropriate health professional is broadly the health professional who has the most recent

and relevant care of the child.

Where there is any doubt about the retention or disclosure of information. legal advice should be sought.

ok
.
“h

Use of Covert Video Surveillance

The use of covert video surveillance (CVS) is governed by the Regulation of [nvestigatory Powers Act
2000 the (the 2000 Act). After a decision has been made at a multi-agency strategy discussion to use
CVS in a case of suspected fabricated or induced illness, the surveillance should be undertaken by
the police. The operation should be controlled by the police and accounrability for it held by a police
manager. | he police should supply and install anv equipment, and be responsibie for the security of

(e )]
e
foy]

and archiving of the video tapes.

547 CVS should be used if there is no alternative way of obtaining information which will explain the
child’s signs and symptoms, and the multi-agency strategy discussion meeting considers that its
use is justified based on the medical information available {see also paragraph 5.7 of Fabricared or
Indduced fitness by Carers {Roval College of Paediarrics and Fhua Healch, 2001}}. The police will only be
e o carry vut CVS if thev obtain the necessary authorisazion under the 2000 Act [n summary. this
seanss that they waiil need o demaonstraze that the use of CV'S s necessary o derect or prevent crime of
serious erime within che meaning of che 2000 Act. depending on the tvpe of surveillance intended, and
that the evidence cannot be gathered by other less inrrusive means. [t is, therefore. likely to be used in a
mivority of cases. [t is important that only those who need to know CVS is being used are involved in
discussions and planning about its use. When it has been decided ro use CVS the focal ACPC child
protection procedures should be followed. Police officers should carrv out any necessar rv monitoring,

aned all personnel including nuesing statt, who will be nvolved i its use should have recetved specialist

tratting in this area.



6.50

The medical consultant responsible for the child’s care should ensure that the necessary medical and
nursing staff are available to support the police during this operation. Their role will be to provide the
child with immediate and appropriate health care when necessary. The level and nature of heaith
involvement during the period of covert video surveillance should be agreed at the strategy discussion

and all relevant staff briefed on the arrangements for the child's health care.

The safety {both short and tong-rerm) and health of the child is the over-riding factor in the planning and
carrving out of covert video surveidlance. The primary aim of undertaking covert video surverllance is o
identify whether the child is having iliness induced, in situations where a multi-agency decision has been
taken, at a strategy discussion, that its use is justified (see paragraph 3.25). Of secondary importance is the
obtaining of criminal evidence. In any event, the use of CV'S must be proportionate to the aim to be

achieved. Legal advice should be sought where appropriate. or in cases of doubt.

Social Services should have a contingency plan in place which can be implemented immediately if CVS

provides evidence of child abuse.

Plans should also take account of the possibility that there may be no evidence of abuse, but the child

may be a child in need.

Complaints Procedures

6.52

Complaints about individual agencies. their performance and provision (or non-provision) of services
should be responded to in accordance with the relevant agency's complaints handling process. Complaints
about matters reiating to the functioning of child protection conferences. including those relating to the
fact or category of child protection registration decisions, should be responded to in accordance with

the arrangements established by the relevant Area Child protection Committee (ACPC). Where the
complaint involves a health professional the involvement of the designated doctor or nurse will be heipful

in planning how best to respond.

Allegations against Staff

6.53

G
it
(o1

Experience has shown that children can be subjected to abuse by thase who work with them in any and
all setzings. Allegations may arise from a range of sources. including children themselves, parents. staff,
foster carers or volunteers. Regardless of the source of the concern, ailegations should be taken seriously

and treated with accordance with local child protection procedures.

T this area of work, it is Wiso the case that concerns may be expressed by parents/carers about one or
more members of medical. nursing or other staff who are responsible for medical investigation. diagnosis
e trearment of their child, Such concerns may or may not include elements of alleged abuse by the
rember of staff against the subject child, Similarly, such expressions of cancerns may not refate (o

gations of actual abusive behaviour by staff, but instead. in affect. be complaints which should be

alle
dealt with in accordancr with the relevanr agency's complaings handling process {see 6.48 above).

Where allegations or expressions of concern relate 1o matters of abuse. the issue should be referred to
Social Services, in the same way as any other concern about possible abuse. Social Services should alwavs
reend

discuss such cases with the police at the first opportunity if 1 criminal otfence may have been comues

against a child,
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6.59

Anv subsequent investigation may well have three related. but independent strands:

-

Child protection enquirtes. relating to the satety and welfare of any children who are or who

may have been involved!

d Police investigation into a possible offence;
: Disciplinary procedures, where it appears that the ailegations may amount (o muscenduct or

gross misconduct on the part of staff,

[t is essential that the common facts of the alleged abuse are applied independently to cach of the three
scrands of possible enquiry/ investigation. The fact that prosecution is not possible does not mean that
action in relation to safeguarding children, or emplovee discipline. is not necessary or feasible. The

important thing is that each aspect is thoroughly assessed. and a definite conclusion reached.

[n the event that such allegations are made, consideration will need to be given to whether it is
appropriate for the staff member concerned to remain engaged in his or her normal range of duties.
An emplovee should not be suspended simply because enquiries/investigations are being made in
relation to him/her. The decision to suspend should be a separate matter. | he question of whether

an employee should be suspended is one of reasonableness (on the information available at the time)
(see the judgement of the Court of Appeal in Goyay v. Hertfordshire County Council. Times Law Reports,
3rd Ocrober 2000). At the same time, it will also be important that children who have been in contact

with the subject of the allegations continue to receive full and consistent care.

Further guidance on this issue may be found at paragraphs 6.13-6.22 of Working Together.
g Y grap 8 408

Supervision and Support

5.60

for
e

Working with children and families where it is suspected or confirmed that illness is being fabricated or
induced in a child is demanding and can be verv distressing and stressful. Practitioners are tikely to need
support to enable them to deal with the feelings the suspicion or identification of this type of abuse
engenders, particularly if they have been very involved in the child's previous care and have formed close
relationships with the family. [t can be verv distressing (o a professional person. who has come to know a
family well and trusted them. to have to deal with their feelings when they learn a child’s illness has been

caused by actions of that child’s primary carer.

All of those involved in such work should have access 1o advice and support from peers, managers,
named and designated professionals and external professionals wirh experience of fabricated or Induced
dlness. For health professionals, the named doctor or nurse for child protection matrers within rhe Trust
will provide advice on how to manage these cases. I unavailable. or for those health professisnals
working independently, the designated docror or nurse within the relevant PCT in England or Local
Healeh Board in Wales will fulfil this role. Supervisors should be available to practitioners as an

and may be required 1o endorse judgements at certaln kos

H

tmporrant source of advice and exper
points in child proteetion processes. Supervisors should alse record key decisions within case recoreds.
[t is not uncommon for staff within a team to have different opinions on how to manage cases where
iiness is being fabricated or induced in a child. This phenomenon is more likely where some staft o not
believe that illness is being fabricated oc induced in the child despite the objective evidence. Where these
situations arise senior staff should take responsibility for deciding how to manage this conflict. Open

discussion of feelings and problems within the scatt group can be very hefpful, One option mayv be to use

4 professional from eicher within the tam or who s well known to the team, such as a child and familsy



psychiatrist, to assist them in managing this group process: another may be to engage the services of an

independent person who has the appropriate skills. [rrespective of the method chosen. itis essential that
staff are helped to understand what actions are necessary (0 safeguard the child and are clear that they

should carry out their role according to the agreed multi-agency plan.
For all practitioners effective supervision will be important to ensure good standards ot evidence
hased practice which are consistent with ACPC and organisational procedures. [t should ensure that
practitioners fully understand their roles. responsibilities. and the scope of their professionat discretion
and authority. [t should also help identify the training and development needs of practitioners, so that

sach has the skills to provide an effective service.

Inter-agency training and development

5.64

6.65

6.66

5.67

Chapter 9 in Working Together sets out in detail the imporrance of inter-agency training and
development to support the use of the Guidance. This section does not repeat what is set out in
Working Together but addresses the specific training implications of identifying and managing situations
where it is suspected or known that illness is being fabricated or induced in a child by a carer. Training
on fabricated or induced illness in children requires specialist knowledge and the training needs of one
discipline may be quite different to those of another. This requirement should be built into programme
planning and programmes tailored to address the range of professional roles and responsibilities set out

earlier in Chapter 4.

[ndividual employers are responsible for ensuring that continuing professional development is provided
to enable their employees to develop and maintain the necessary knowledge, values and skills to work
together to safeguard children. Seaff should be able to exercise professional skill in terms of effective

information sharing where they have concerns about illness fabrication or induction. They should also

be able to use their knowledge and skills in collaborating with other agencies and disciplines in this area
of work. They need a sound understanding of the legislative framework within which they will be
working, especially with regard to the use of covert video surveillance and information sharing.

The Workforce Development Confederations have a key role o play in the way in which staff are
trained and as part of their responsibility towards the whole health care workforce. They hold the Multi-

Professional Education and Training Budget for use in supporting health care staff's education and

training (Department of Health, 2002)

Al PCTs and NHS Trusts should ensure appropriate training is available to professional staff at all
levels and in all disciplines including surgerv. PCTs shouid also satisfy chemselves in their rotes as
commissioners of services, that appropriate training is available to all those in urganisations which have
amed docrors and nugses in conjunction with designated docrors and

reguiar contact with children

[N

Se 3 s P [ . P . . = e
nurses are responsible fur advising on such raining. The Rovai Colleges have a role in incorporaiing
appropriate training in the cocommended sslabuses of both post-graduate and continuing professional

development programmes,

Eiplovers should ensure that their staff are aware of indicarors « £ abuse including the fabricatic
mplovers should ensure that their staft are aware of tndicators of abuse including the fabrication

or induction of ilness, and what constitutes safe practice within their work setting before atrending

inter-agency raining.



The purpose of inter-agency training

569 [nter-agency training should complement the training avatlable to staff in single agency or professional
serrings. [ should be an effective way of promoting a common and shared understanding of the
respective roles and responsibilities of different professionals set out in Chapter 4 and contribute 10

effective working relationships.
570 Training should be available at a number of levels to address the learning needs of dith erent staff
The framewaork sec out in HWorking Togecher {p. 100} outlines three stages of training. and matches
themn with target audiences who have different degrees of involvement or decision-making responsibility
for children’s welfare. Decisions should be made locally about how the stages are most appropriately
delivered in respect of fabricated or induced illness in children and this should be parrt of the ACPC’s

training strategy.

671 The detailed content of training at each level of the framework shown should be specified locally.
The content of training programmes should be regularly reviewed and updated in the light of research

and practice experience.

6.72 There are significant numbers of people who are in contact with children away from their families.
Their introductory training on safeguarding children should include being alert to children who are
deemed to be ill by their parents but who do not exhibit the expected signs and symptoms of such an

illness and knowing who to discuss any concerns with in accordance with the local ACPC procedures.
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