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Foreword


This is a brilliant book and a godsend for anyone working in childcare at any level. Jennie Lindon has put into easily understandable language the rapidly changing developments within the early years sector and in legislation. What I particularly like is the emphasis on partnership and working with both professionals and families – this has to be the best way forward for children. I was pleased to see issues that are often ignored addressed, such as the climate of fear amongst teachers, social workers and other early years personnel about touching children, and the taboo subject of female sexual abuse of children.


The amount of research and work that goes into a book like this is enormous and Jennie Lindon has excelled herself by ensuring that the text is current and relevant to all those working in childcare. Although I have been in this field for over 40 years, I learned such a lot reading through that I think it would benefit all of us to have a copy of this fourth edition.


The other important aspect of this book is an overview of how far we have come in protecting children, with new laws and putting up safeguards to reduce the likelihood of sex offenders or violent people getting close to children. The caveat is that we now risk destroying the independence and self-confidence of children and young people by restricting their movements and becoming paranoid about dangers that will never happen. I once gave a speech in which I said that you were more likely to get hit by lightning in the UK than be abducted and murdered by a paedophile, yet the fear of child abduction remains high and out of proportion to the real risks. I was delighted to see that Jennie has raised this concern as well. In fact I cannot think of anything she has left out, which is why this book is the standard for childcare.


Michele Elliott OBE, Founder, Kidscape




Introduction


This is the fourth edition of a book that started life in 1998. Legislation and associated guidance have changed and best practice has to take account of the changes in everyday technology. However, the core of safe practice with children remains unaltered. At root, children are kept safe, or put at risk, through the behaviour of adults – largely people they know. Older children and young people steadily need to share in the responsibility to keep themselves safe. Yet they are influenced by their previous experience, including the extent to which familiar adults have taken seriously their responsibility to enable older children and adolescents to take good care of themselves.


I remain very appreciative of how much I have learned over the years from conversations with children and young people, with the wide range of practitioners involved with children and their families and the experience of advisors and college tutors. I have undertaken a considerable amount of training on child protection and other areas of good practice. Shared experiences, just as much as ‘Ah, but …’ professional challenge, have been invaluable in helping me to understand about safeguarding in action, to reflect, to explain (hopefully more clearly) and to double-check. I wish to give particular thanks to the many residential social workers and foster carers who attended a series of child protection programmes I ran in Essex. I learned a great deal about court process by running joint workshops on the Children Act 1989 with local authority solicitors – with special thanks to Croydon and Lewisham.


Every organisation mentioned within the book was helpful to me through well-resourced websites and sometimes a real person on the telephone when I could not find, or understand, a vital piece of information.


An author has to make some decisions about terminology and these are my choices:




•  Parent: anyone who takes the main family responsibility for children and acts in a parental role, whether or not that person is a birth parent. Please assume the word always includes ‘and other family carers’.


•  Practitioner: anyone whose work brings them into face-to-face contact with children on a regular basis. I have been specific about the profession whenever the information is relevant.


•  Setting or provision: any group situation, attended by children, when I am talking in general. Again, I have been specific about which kind of provision, when necessary.





The scenarios were developed from real people and places, but in every case I have changed many of the details. Readers can use these examples to explore aspects of practice – either on their own or in discussion with colleagues or fellow students.


The information in Safeguarding and Child Protection: 0–8 Years is accurate to the best of my knowledge, at the time of writing in summer 2011. As with every other edition of this book, reviews of safeguarding and proposals for change were in process when the book went to press. It is the professional responsibility of all readers to be willing to check and to update themselves. This responsibility is especially sharp if you or your colleagues seek to reach a difficult decision that is dependent on interpretation of the law, or a precise understanding of guidance or local guidelines. No section of this book claims to offer legal advice.


You will find a wide range of suggestions for further resources – both in the If you want to find out more sections throughout the book and in the Further resources at the end of the book. Any references to websites were correct in the summer of 2011. My thanks to Drew Lindon, who researched the online links and website updates for this edition.


Otherwise, I take the usual responsibility for the content of my book, the ideas within it and any errors that I have failed to recognise. Please let Hodder Education know if you identify mistakes or misunderstandings and we will correct them as soon as possible.





Chapter 1 Safeguarding and child protection in the UK



All practitioners need to understand their own role within safeguarding: what they do, as well as those parts of the process that are the direct responsibility of another professional or service. You can only make sense of your involvement by understanding the larger picture: how the broad framework for child protection developed in the UK and key issues for the system to work effectively.


The main sections of this chapter cover:




•  law and guidance for safeguarding


•  changes in the child protection system


•  process and steps of safeguarding.





Law and guidance for safeguarding


The view is now well established that parents, or any other family members, cannot simply deal with children, or adolescents, as they please. Society, backed by legislation, leaves parents considerable flexibility in how they raise their sons and daughters, but reserves the right to intervene when their safety or continued well being is under threat. Services and settings are also accountable for their practice; professionals cannot argue that their knowledge or expertise places them beyond challenge. Of course, laws do not automatically change people’s behaviour or attitudes. However, legislation makes a very public statement about what is acceptable or unacceptable within society.


Leading up to current practice


The main framework of child protection in the UK is a relatively recent development. But it would be wrong to assume that previous generations were uncaring about the ill-treatment of children. Some of the national children’s charities were set up before the twentieth century, by individuals who were deeply moved by the plight of abandoned children. Captain Thomas Coram fund-raised tirelessly to open his Foundlings Hospital in 1741 and the Coram Family organisation still operates in London today. Dr Thomas Barnardo set up his first orphanage for homeless boys in 1870 and Barnardo’s continues to be an active national organisation. The National Society for the Prevention of Cruelty to Children (NSPCC) was established in 1884 by the Reverend Benjamin Waugh and like-minded people who were shocked by the fact that a law against cruelty to animals had been passed, with no equivalent legislation about children. Energetic lobbying by the NSPCC led to the first English Prevention of Cruelty to Children Act in 1889, which created the option of prosecution. The NSPCC set up a national network of centres and inspectors, and for many decades they were more active in child protection than local authorities.


Children with repeated, hard-to-explain injuries remained a medical puzzle until 1961, when Henry Kempe, in a presentation to the American Academy of Pediatrics, described what he called ‘the battered child syndrome’. This public discussion opened up a serious debate about the notion that adults, including parents, sometimes intentionally injured children. Tragically, it took the non-accidental death of a child to bring the reality of physical abuse effectively into the public arena, when, in 1973, seven-year-old Maria Colwell was killed by her stepfather. Maria was known to be at risk by the local authority (Brighton, England). The public inquiry in 1974 criticised the lack of communication between the various agencies involved with the family. The child protection register, first known as an ‘At Risk Register’, was established in 1975 as a national requirement for local authorities to improve contact in such situations.


Over the second half of the twentieth century a far greater awareness grew of the complexity of child abuse. Children and young people could be physically attacked but they were also put at serious risk by neglect of their basic needs, emotional maltreatment and sexual abuse within, or from outside, the family. Initially, the focus for abuse was on ill-treatment of children from their own family. But cases emerged, some dating back many years, where children had been abused by adults within the context of their professional role. Physically abusive and neglectful regimes had sometimes been justified as necessary discipline or tough training regimes. Any hopeful predictions about likely abusers were swept away as it became clear that there are no neat certainties. Abusers have been men and women, from any social class, ethnic group, cultural background and faith. The most likely abuser is an adult, but young people (under-18s) have abused peers or younger children.


If you want to find out more


Barnardos – www.barnardos.org.uk/who_we_are/history.htm


Coram Family – www.coram.org.uk/section/about/our-heritage


NSPCC – www.nspcc.org.uk/what-we-do/about-the-nspcc/history-of-NSPCC/history-of-the-nspcc_wda72240.html


Laws and guidance


Within the UK, some laws passed by the Westminster Parliament apply to all four nations: England, Wales, Scotland and Northern Ireland. However, some legislation only applies to England and Wales and those two nations may differ in their application of the final details of practice. Scotland passes laws applicable only to that nation through the Scottish Parliament, and Northern Ireland has the same power within the Northern Ireland Assembly.


The laws described in this section are primary legislation and the requirements built into the laws must be obeyed. However, legal language is not expressed in ways that make it easy for people without a legal background to understand what laws mean for daily life. Sometimes the relevant government department issues further information through books of guidance. These documents do not have the same force as primary legislation. But when they are described as ‘statutory’, it is required that local authorities, or relevant organisations, follow the details of guidance or a code – or can provide a very good reason for variation. For example, Safeguarding Children and Safer Recruitment in Education (2007) is statutory guidance for England (www.education.gov.uk/…/Final 6836-SafeGuard.Chd bkmk.pdf).


Guidance documents often describe what would be regarded as best practice wherever you work within the UK. However, you need to recall that statutory guidance from elsewhere may refer to law that does not necessarily apply to your provision. Some good practice guidance is ‘recommended’, meaning that the associated government department strongly advises that the suggestions and examples are followed. The process of developing guidance often goes through a consultation phase. The draft guidance, or a report with practical recommendations, is available on the relevant website and anyone can make comments and suggestions.


The devolution process for Wales did not extend to the right to set its own laws. However, the Welsh Assembly exerts considerable influence over how legislation is implemented. Documents such as Children and Young People: Rights to Action (2002) set out a clear national plan that is stronger than the equivalent government documents for England on implementing children’s rights (http://wales.gov.uk/topics/childrenyoungpeople/publications/rightstoaction/?lang=en).
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What does it mean?


Primary legislation: laws that have been passed for a given country. The detail of law defines what is legally required or has been made illegal. The name of a law is given with the date when it was passed by Parliament or Assembly. Sometimes parts of a law do not become fully applicable until a given later date.


Statutory guidance: material issued by the relevant government department to explain in non-legal language what must be done or not done.


Good practice guidance: material to support professionals to put law and statutory guidance into daily practice. These publications may be ‘recommended’ by the relevant government department.


Consultation: the process by which draft guidance is made available on a government website. Anyone can make comments or suggestions.
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Procedures, guidelines and advice



Statutory guidance, backed up through the process of inspection, sometimes requires that services have a clear code of practice or policy on an important issue. It is expected that local authorities will develop their own child protection guidelines, grounded firmly in the relevant law and statutory guidance, in order to support local practice. Some procedures apply across authorities, with the aim of creating consistent application of safeguarding practice. For example, the London Safeguarding Children Board Committee has published the London Child Protection Procedures (fourth edition published in April 2011, see www.londonscb.gov.uk). The All Wales Child Protection Procedures, issued by the Social Services Improvement Agency (SSIA) applies legal requirements within the context of every Welsh authority (2008 edition) (http://www.ssiacymru.org.uk/media/pdf/0/4/Procedures.pdf).


These substantial documents not only explain the details of good practice, linked with national requirements, but also give information about relevant services and organisations for the area or country. Reliable websites, such as the LSCB and the SSIA, are also a valuable source of information and procedures for professionals facing a particular safeguarding issue.


The law and child protection


The shape of child protection across the UK was determined during the late 1980s and 1990s. The first new legislation was the Children Act 1989, which applied to England and Wales. The Cleveland Inquiry contributed serious concerns about a thorough process of assessment, avoiding sudden and unjustified removal of children from their family. Chaired by Dame Elizabeth Butler-Sloss, this report investigated claims of widespread sexual abuse during 1987 within families in Cleveland (England). However, plans for revising family law were already well advanced before the final report. A number of avoidable child deaths during the 1980s, caused by the actions or inaction of children’s own families, had raised serious concerns that the existing legislation was not working effectively. Legislation followed in the rest of the UK: the Children (Scotland) Act 1995 and the Children (Northern Ireland) Order 1996. Subsequent legislation has changed some details of how the child protection system works, but much of this legal framework still applies.


All these laws cover child welfare and family support in the broadest sense. The sections covering child protection are part of more wide-ranging legislation that also encompasses services for children in need. The Children (Scotland) Act 1995 stands out as the legislation that most took account of the United Nations Convention on the Rights of the Child 1989. Each Act or Order also covered the registration and inspection of early years services that fell outside the state educational system. Each law shared the key principles that should underpin all practice with children and young people:




•  The welfare of the child must be paramount in any work with a family; this is known as the paramountcy principle.


•  Work must be conducted in partnership. Professionals are expected to work together in a spirit of inter-agency cooperation and to work in a cooperative way with parents.


•  Children are not the possessions of their parents. Parents have responsibilities for their children, not absolute rights.


•  Children should preferably be raised within their own family, but their welfare requires limits to family privacy and decision making.


•  Each law assumed that childhood, and the need to protect, extended up to an individual’s 18th birthday, with the exception of Scotland, which placed the boundary at 17 years of age.





Each law also established two broad areas of concern:




•  Children and young people are judged to be ‘in need’ when their development and health cannot be guaranteed without extra support for children and their families. All disabled children were defined as ‘in need’, although Scotland extended the definition to include all children in a family where any member, adult or child, was disabled.


•  Serious concerns about a child’s health and development raise the possibility that they are at risk of suffering ‘significant harm’. A child’s parents or other carers are failing to ensure that the child can thrive and be safe, compared with what could be expected for children of a similar age.





Promoting the well being of children in need and safeguarding children who are at risk of significant harm should be seen as two sides of the same coin. The judgement that children are suffering, or are at risk of significant harm, triggers compulsory intervention in family life through the child protection process. However, a range of actions can be taken to protect children who are in need, as well as at risk of significant harm, including family support services. The legislation also established the types of abuse recognised in law: physical abuse, emotional abuse, sexual abuse and neglect. In Scotland, a fifth category, that of non-organic failure to thrive, was given separately from neglect.


New laws do not always repeal (or revoke) existing legislation – that is, remove a similar earlier law from the statute book. Legislation relevant to safeguarding, introduced since the Acts and Order described here, have not repealed the legislation of the late 1980s and mid-1990s. In fact, some details of safeguarding are still decided by the Children and Young Persons Act 1933. Other laws also affect safeguarding and family issues around that task; you will find examples throughout this book. In general, law affecting child protection is of two kinds:




•  Civil law includes the public law that has determined the systems of child protection. It also includes private law that deals with family proceedings such as divorce and the ways in which separating adults can continue to be parents to their children in relation to issues such as contact.


•  Criminal law relevant to child protection identifies what are offences against children and young people: crimes that inevitably bring police involvement.





UK law to safeguard children and young people includes a wide range of provisions to protect that do not require there to be a crime, nor for evidence to be presented that meets the standard of a criminal court case.
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What does it mean?


Civil law: guides and determines disputes or problems between individuals that do not involve a criminal act.


Criminal law: determines which actions are criminal under a specific law and the likely consequences of being convicted in court for that criminal act.


Repeal or revoke: the legal step, built into some new laws, that specific sections now replace named sections in an existing law.
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Developments since the 1990s


Law, guidance and the application to practice do not stand still. Since the 1990s, there have been significant reviews of how well the child protection system is working to safeguard children and young people effectively from harm.


Review and public inquiry


Government departments sometimes commission research reviews: overviews of safeguarding as a whole or reports on specific aspects of child protection. Public inquiries follow those cases when child protection has failed in some way. The different strands of overview sometimes merge in practice, for example the 2002 review by Nina Biehal and Jim Wade of children who go missing. An overview of this kind often makes practical recommendations, which contribute to the development of practice guidance. The Department for Children, Schools and Families issued such guidance in the 2009 Statutory Guidance on Children who Run Away and Go Missing from Home or Care: https://www.education.gov.uk/publications/standard/Childrenandfamilies/Page10/DCSF-00670-2010.


Around the UK, a local inquiry to review the case has to follow the death or very serious injury of a child if child abuse is either confirmed or suspected. A report is made to the Child Protection Committee or Safeguarding Board (currently the Health and Social Services Board in Northern Ireland) for the area. Such a report does not necessarily become public, although sometimes the decision is made that publication is in the public interest. That step is sometimes taken when the death of a child was avoidable and professional practice had been inadequate to protect.
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Pause for reflection


Read the report about the death of Peter Connelly, known initially as Baby P, who died in Haringey, North London in 2007: www.haringeylscb.org/executive_summary_peter_final.pdf.


Like Victoria Climbié (page 13), Peter was a child known to social care services; his name was on the child protection register and a number of agencies were involved with the family. Yet his mother’s vague explanations were accepted for a litany of injuries, key medical professionals were absent from important case meetings and no proper investigation was made of the adults living in a house where Peter and other children had already been judged to be at risk.


Consider and discuss with colleagues or fellow students how these significant issues, and others, emerge from this report.
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The Department of Health (for England) is obligated to commission regular overviews of serious case reviews, following avoidable deaths or serious injuries to children. These overviews draw out the consistent themes from many case reviews, while keeping the details confidential, as in, for example, the 2002 report by Ruth Sinclair and Roger Bullock.


Significant public inquiries are organised when the events of a particular case raise serious questions about the adequacy of the existing system to protect. Such reports make recommendations, often leading to a change in guidance, and sometimes to new legislation. There have also been public inquiries following investigations into child abuse when professional opinion has been sharply divided; for instance, Lord Clyde’s judicial inquiry following the claims about ritual sexual abuse in the Orkneys (1990). Public inquiries also usually follow the discovery of significant professional malpractice in provision for children or young people, for example, the abusive ‘Pindown’ system used in Staffordshire Children’s Homes (1990).


The long-term abuse in residential children’s homes in Clwyd, North Wales, exposed finally in the mid-1990s, led to the report People Like Us, by Sir William Utting in 1997. The government’s response was to introduce the Quality Protects Programme for England – Quality First in Wales – to improve provision for looked-after children and young people. A review in 2004 by Marian Stuart and Catherine Baines identified that changes made since the Utting report had brought improvements in some aspects of practice. However, improvements were slow in some areas, such as children and young people in custody or in psychiatric hospitals.


If you want to find out more


Biehal, N. and Wade, J. (2002) Children who go missing: research, policy and practice www.popcenter.org/problems/runaways/pdfs/biehal&wade_2002.pdf


Sinclair, R. and Bullock, R. (2002) Learning from Past Experience: a Review of Serious Case Reviews, London: Department of Health www.dh.gov.uk/en/Publicationsandstatistics/​Publications/PublicationsPolicyAndGuidance/DH_4003094


Stuart, M. and Baines, C. (2004) Progress on Safeguards for Children Living Away from Home: a Review of Action since the ‘People Like Us’ report www.jrf.org.uk/sites/files/jrf/1859352561.pdf


Focus on professional practice


A major consequence of reviews throughout the 1990s was to show that children’s welfare may not only be endangered by their families, but also that professionals may have the potential to harm children through their actions or inaction. The concept of ‘professional dangerousness’ came into use to describe behaviour from members of relevant professions that failed to protect children effectively. This concept remains highly relevant in the twenty-first century, along with the commitment to reflective practice which it entails.
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What does it mean?


Professional (or organisational) dangerousness: when inappropriate values, priorities or methods lead professionals to act in ways that fail to reduce the risk to children or young people.
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Significant practice issues could increase the risk for children, even though professionals were involved with their family:




•  Unsafe professionals had inadequate supervision and sometimes impossible case loads.


•  An additional issue has arisen with pressure to get considerable amounts of data entered on computer files. The risk of what has been called technology-driven practice is that hard-pressed professionals may slip into placing a higher priority on inputting data than on spending time with a child whose welfare is in doubt.


•  Whole teams were sometimes perplexed about how to balance anti-discriminatory practice with child protection. Anxiety about avoiding what could be interpreted as racist decisions remains a live issue that complicates safe decision making in some cases.


•  A proper focus on children had sometimes been lost in favour of addressing the problems of adults and accepting their perspective on family life.


•  Some professionals held on to an unrealistic optimism about the family’s ability to cope, even in the face of poor outcomes for the child.


•  Some professionals had avoided contact with the family because of unacknowledged fears for their own personal safety. This situation, combined with poor support within the team, meant that nobody confronted how a child could possibly be safe in a household that professionals were afraid to visit.





A key theme in professional dangerousness for work with families is that the child has been lost as the priority in child protection. Even where parents are doing their best, given serious stress or very limited understanding of a child’s needs, the final judgement has to be the well being of the child. No child can be left at risk of abuse or neglect on the grounds that, although their care is seriously inadequate, the parents could not be expected to manage any better. All involved professionals must place the child’s safety and well being at the very centre of attention. Social workers, and other professionals directly involved with families, face a challenging task. They have to make genuine efforts to work with parents, who may well be supported to keep their child safe. Yet they must also be alert to parents who are only cooperative on the surface – masking an inability, or refusal, to change behaviour or a home situation which endangers a child.


During the 1990s it became clear that the full possibilities of family support services were not always used. Each Children Act and Order was set up to enable support for children ‘in need’ as well as action to protect children at risk of significant harm. Reviews highlighted that the key point of the process was not exclusively whether to place a child’s name on the register and this action did not in itself protect children without effective follow-up. Family support services could be crucial to ensure that a child who was currently ‘in need’ did not slide towards ‘at risk’ and a crisis situation. Reports emphasised the obligation to involve parents as much as possible, but that professionals must not overlook listening to children, taking their views properly into account.


Procedures have to be implemented


Carefully drafted procedures, like any safeguarding policy, do not in themselves protect children. Two linked reports from Wales highlighted how abusive treatment was allowed to continue because the adults responsible for safeguarding made other considerations a higher priority than the welfare of children and young adolescents.


Sir Ronald Waterhouse reported in Lost in Care (2000), the North Wales Child Abuse Inquiry on allegations of abuse of looked-after children and young people in the Gwynedd and Clwyd areas dating back to 1974. The Waterhouse inquiry documented allegations made by some children about abusive treatment while they stayed at Gwynfa, an NHS facility in Colwyn Bay for children and adolescents with mental health problems. Sir Alex Carlile led the inquiry into these allegations. His 2003 report highlighted the risks that arose from secrecy and a feeling among staff that it was unacceptable to express any concerns about practice within their team. The Gwynfa facility had clear guidance on child protection but failed to implement procedures, using excuses such as staff shortages.


If you want to find out more


Carlile Report (2003) The review of safeguards for children and young people treated and cared for by the NHS in Wales http://new.wales.gov.uk/topics/childrenyoungpeople/publications/carlilereviewreport/?lang=en


Waterhouse inquiry (2000) Lost in Care http://www.nkmr.org/english/lost_in_care_the_waterhouse_report.htm


Focus on the child in ‘child protection’


The subtitle of the Carlile Report was ‘Too serious a thing’. The full quotation from Charles Lamb (a nineteenth-century writer) is given on the front page of the report: ‘A child’s nature is too serious a thing to admit of its being regarded as a mere appendage of another being.’ The reports from Wales highlight the great risk to children and young adolescents when protection of them becomes less important to adults than their own concerns and priorities. Adults can be culpable of neglectful inaction, even when they are not the active abusers.


Good practice in protection also has to respect the welfare and development of children as individuals in their own right. A criticism made in the public inquiry on the Cleveland sex abuse cases in the late 1980s was that the children themselves ran the risk of being lost in the flurry of diagnosis and professional counter-claim. A telling phrase from that report is still quoted: ‘The child is a person, not an object of concern.’ However, problems continued through the 1990s, as shown in later reports on professional misconduct in dealing with claims of widespread sexual abuse within a community, for example in the Orkneys. There is a significant risk to children and young people when professionals are so convinced that abuse has occurred that they refuse to believe the children’s protestations; indeed, the denial was sometimes taken as a sure sign that something had happened (the child was ‘in denial’). Such public inquiries also highlighted that professionals must follow codes of conduct for how a child is interviewed and a high standard of documentation of that process.


Agencies must work together


An additional problem arose when a service simply did not view children and adolescents as part of their brief. There are now stronger messages for professionals within adult disability, mental health or addiction services to look beyond their own adult client or patient. Such services should at least check whether an adult who faces a daily struggle to take care of themselves is also responsible, in theory, for a child or young person. The review by Marian Brandon et al. (2009) confirmed the risks to children and adolescents when professionals stuck rigidly to their own brief, either in terms of a narrow focus on a child or being oblivious to the possible risks to children within the same home as an adult with serious problems. The message is that this insular ‘silo practice’ has to be challenged by professional understanding that safeguarding children is everybody’s business.


If all the different sources of knowledge are brought together, then the seriousness of the situation for a child or young person can be far more obvious.




•  The most useful image is that of a jigsaw, for which different professionals or services each have only a few of the total number of pieces.


•  Children are not well protected when roles and responsibilities between agencies are not clear.


•  It is too easy for everyone to assume that somebody else ‘knows about…’ or ‘is doing something about…’. Yet the real situation is that nobody has taken responsibility for this matter.


•  Action to protect is undermined when there is a different professional approach to confidentiality and information sharing, perhaps worsened by feelings about professional territory.


•  Those practitioners in different professions who are vital to the full safeguarding picture need to address potential communication problems that may result from placing a different meaning on terms such as ‘vulnerable’, for example.





More than one inquiry has stressed the need to use observations and assessments made by people who see the child(ren) regularly. If all the different reports and knowledge of children are brought together, then the seriousness of the situation for the children can be far more obvious than when considering one perspective. Some reviews stressed the great importance of consulting individuals and group settings where children and young people were seen on a regular basis, sometimes daily. To return to the image of the jigsaw, practitioners in nursery, school and out-of-school facilities, or the childminding service, can hold significant pieces.


Learning from what has gone wrong


The final reports of public inquiries and reports of local reviews that have been made public usually make recommendations. However, the broad impact of high-profile cases is that everyone becomes unsettled, not only those in that geographical or professional area. The experience of tragedy or the discovery of professional misconduct shakes general morale and confidence. A well-run public inquiry can identify key issues for best practice that need to be addressed. However, systems and policies are only as effective as the people who put them into practice day by day, week by week. Changes in the law or guidance do not in themselves transform practice to protect children. Adults have to change, or be enabled to change, their professional behaviour, priorities and outlook.


The high level of media involvement in tragedies involving children is now a complicating factor. Social workers and other professionals can find themselves criticised, even vilified, in public, well before it is clear what went wrong. One of the alleged consequences of everything that happened around the death of young Peter Connelly has been an increase, maybe short term, in over-cautious moves to take vulnerable children into care. Social workers can then find themselves heavily criticised for overreacting and failing to give families opportunity and support to change for the better.


Nick Alford and Roger Bullock were commissioned to undertake a research overview of child death and significant case reviews as part of the Child Protection Reform Programme (CPRP) in Scotland. Their 2005 report highlights several key points:




•  Child deaths resulting from abuse or neglect are relatively rare. It can be problematic if significant changes are made to the safeguarding system specifically to avoid the repetition of an unusual event. The point is not, of course, to ignore inexcusable failures to apply existing guidance to protect.


•  The majority of children who are in need of protection experience levels of abuse that, although unacceptable, are not life threatening. Their safety can be ensured, with effective child protection practice, while they continue to live with their family and promptly receive appropriate services.


•  Patterns of cause and effect can appear more obvious with hindsight. Indeed, some children’s injuries, trauma or death have been the result of serious failures of people and services. However, it is much harder in most cases to predict the likelihood of a very serious or tragic outcome while the situation is ongoing.


•  The important focus for safeguarding is that a great deal is now known about factors that increase the level of risk to a child or young person. The aim of detailed assessment procedures is to assess that risk and not try to predict the future in detail. Effective safeguarding is a matter of ‘most probably could’, ‘easily might’ and rarely of ‘definitely will’.





If you want to find out more


Alford, N. and Bullock, R. (2005) Insight 19: Child Death and Significant Case Reviews: International Approaches www.scotland.gov.uk/Resource/Doc/55971/0015630.pdf


Brandon, M., Bailey, S., Belderson, P., Gardner, R., Sidebotham, P., Dodsworth, J., Warren, C. and Black, J. (2009) Understanding Serious Case Reviews and their Impact www.education.gov.uk/researchandstatistics/research/scri/b0076846/the-studies-in-the-safeguarding-research-initiative/analysis-of-serious-case-reviews-2005-07
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Take another perspective


You need to remind yourself that serious mistakes and tragedies are far more likely to become public knowledge than when children have been protected and are therefore safe. Headlines are not created from ‘Social workers intervene and life is much better for young Matthew’. Partly, such events are not deemed to be newsworthy, but also the details remain confidential to the family and involved professionals.


There have been serious failures of safeguarding that have led to deep distress, injury and even death for some children. This section has focused on overviews which highlight good practice, as well as that which is less adequate, and public inquiries, which arise because safeguarding has not worked to protect children or young people. The clear message of more recent inquiries is that problems are not a matter of deep history. Systems still fail some children and young people through the actions or inactions of key people or their inadequate knowledge.
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Changes in the child protection system


Two public inquiries have exerted a significant impact on the system for child protection, and changes continue to evolve.


The Laming Report


The lack of effective change for protection was brought home forcibly by the suffering and death of eight-year-old Victoria Climbié in 2002. The avoidable death of this young girl was especially shocking because she was known to a wide range of North London services, professionals and community groups. The public inquiry led by Lord Laming identified 12 separate occasions when Victoria could have been safeguarded through direct action or information sharing between agencies.


The report makes such depressing reading because many practice issues, clearly identified over the 1990s, were shown to have undermined effective child protection in the early years of the new century. The Laming report documents a list of serious problems: poor inter-agency working and information sharing, under-resourced social work departments and inadequate support for front-line professionals, and continued confusion over anti-discriminatory practice. For more detail see The Victoria Climbié Inquiry, 2003: www.victoria-climbie-inquiry.org.uk.


Key best practice points need to be reconfirmed and the continuing focus on evidence-based practice has encouraged government funding for useful research reviews. Caroline Hart and Harriet Ward reported in 2011 on the consistent messages from a range of studies about effective responses to maltreatment of children. The review was in response to the death of Victoria Climbié, but also that of Peter Connelly. One issue raised was the pressing need for knowledge of child development for social workers. No professional will be effective in the safeguarding role unless they are able to recognise seriously delayed development or out-of-the-ordinary patterns of behaviour. Any professional can only make sense of what they observe against the backdrop of confident knowledge about the range of ordinary and safe development for children.
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Pause for reflection


The full reports of research reviews can be long, but many of them have a summary version which is still rich in detail.


Look at the key points summarised by Caroline Hart and Harriet Ward (2011) Safeguarding Children Across Services: Messages from research on identifying and responding to child maltreatment. What points can you see that apply directly to your professional involvement in safeguarding? What can you and your colleagues or fellow students identify that you need to understand, although this is not your direct professional role?


www.education.gov.uk/publications/RSG/AllRsgPublications/Page4/DFE-RBX-10-09
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The Bichard Report


Sir Michael Bichard reported in 2004 on the circumstances that led to the employment of Ian Huntley as a college (secondary school) caretaker. This position of trust enabled him, in 2002, to murder Holly Wells and Jessica Chapman, who attended the nearby primary school (in Soham, Cambridgeshire, England). Huntley was known to police and social services in Humberside as a result of a series of sexual relationships with young adolescents who were under the age of consent. These incidents had been viewed separately, rather than brought together as a pattern to reveal an individual who posed a risk. The police database in Humberside was inadequate for effective safeguarding. Also, ignorance in the team about the working of data protection law meant that vital information was not passed on to the Cambridgeshire police authorities. The final report led to changes in the law around vetting and barring individuals for work in close proximity to children and young people (see page 122). The report can be accessed on www.londonscb.gov.uk/files/library/bichard_report.pdf.


Changes in England and Wales


The recommendations of the Laming report led to the overarching framework called Every Child Matters. This approach established five key outcomes by which to judge the success of any policies for children and young people: being healthy, staying safe, enjoying and achieving, making a positive contribution, and economic well being. Legal changes were made through the Children Act 2004, and Section 11 introduced a duty on agencies involved with children and young people both to safeguard them and promote their welfare. A considerable amount of the best practice described within Every Child Matters documents remains current, although this term has disappeared from official discussion. The coalition government that came into power in 2010 has chosen to archive a significant number of documents from the previous Labour government, not only about safeguarding.


The Children Act 2004 was followed by a revised version in 2006 of Working together to safeguard children www.education.gov.uk/publications/standard/publicationDetail/Page1/WT2006. This updated guidance confirms much of the main shape of the system for England and Wales, but uses the term ‘safeguarding children’ alongside ‘child protection’. (The phrase ‘local authority children’s social care’ has also largely replaced the term ‘social services’.) Safeguarding includes conventional child protection: actions to protect children and young people once a risk or actual harm has been identified. However, the concept extends that approach to be more proactive: an obligation for all agencies and services to take effective measures to minimise risks and to anticipate what might threaten the welfare of children and young people.


The approach within Working together to safeguard children describes the three main layers of effective safeguarding:




•  helping all children and young people to stay safe


•  protecting vulnerable children and young people


•  responding when children and young people have been harmed.





Good practice is not exclusively about children known to be vulnerable, nor about putting all the energy into reacting to a crisis in protection. Children are protected by all the aspects of best practice in taking good care of them and enabling older children and adolescents to share the responsibility of keeping themselves safe. Chapter 6 of this book focuses on those aspects of your work which definitely contribute to safeguarding but whose relevance you may have underestimated.
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What does it mean?


Safeguarding: the process of creating a safe environment for the whole younger generation, as well as protecting those children and young people who are vulnerable or have already been harmed.


[image: ]


The main changes for England and Wales, brought about by the Children Act 2004, include that Area Child Protection Committees are replaced by Local Safeguarding Children Boards (LSCB). These are statutory, rather than just recommended, and are given a more formal responsibility to ensure local inter-agency working. The boards still bring together relevant agencies and services. The government now has powers to intervene if local social services are unsatisfactory – in a similar way to that which works already with schools. The Act creates the option of addressing the problems of unregulated private foster care – the situation in which Victoria Climbié lived. Local authorities now have a legal duty to promote the educational achievement of looked-after children and young people. The Act also introduced the appointment of a Children’s Commissioner for England, although without the same remit and power of those commissioners already in post elsewhere in the UK.


The Children Act 2004 also created the legal possibility of a national electronic database of all children and young people. Two linked databases were planned – ContactPoint and the Integrated Children’s System (ICS) – and piloted in a small number of authorities in England and Wales. There were some uncertainties and concerns about how exactly these would work together. In 2010 the coalition government decommissioned ContactPoint, the database which was to hold basic information on everyone up to the age of 18 years in England and Wales. The ICS was planned as a separate database with more sensitive information (including case files) on under-18s for whom an assessment has been, or is being, made on the Common Assessment Framework. This database would show the existence of a child protection plan for an individual child or young person.


Changes to the safeguarding system for England and Wales are in process at the time of writing (summer 2011). Eileen Munro undertook a significant review of the current system, with the intention of finding a way forward that did not rest on yet more pages of guidance and ever more complicated procedures. Her final report in 2011 makes a series of recommendations which aim to move professionals away from a culture of targets, of ‘doing things right’ by placing a high priority on following procedures. The avowed aim is to refocus the child protection system on ‘doing the right thing’: that is, checking and ensuring that children and young people have been made safe and helped. The Munro report takes a systems theory approach: a focus on how different parts of any whole system work together and influence each other. The report notes that for many decades the official response to serious problems or tragedies within safeguarding has been to issue revised, ever longer guidance and more complex procedures. The aim now is to reduce paperwork and, from December 2011, to issue considerably slimmed down, revised guidance documents, including the key document Working together to safeguard children (2006).


If you want to find out more


Young Person’s Guide to the Munro Review on Child Protection (2011): a summary written in straightforward language, definitely worth reading first of all www.education.gov.uk/publications/standard/publicationDetail/Page1/DFE-00063-2011


The Munro Review of Child Protection: Final Report (2011) www.education.gov.uk/childrenandyoungpeople/strategy/laupdates/a0077242/munro-review-final-report


A Child-centred System: the Government’s Response to the Munro Review of Child Protection (2011) www.education.gov.uk/publications/standard/publicationDetail/Page1/DFE-00064-2011


Changes in Scotland


The Child Protection Reform Programme (CPRP) was a significant audit and review of the system in Scotland. The programme was led by a report commissioned by the Scottish Executive entitled It’s everyone’s job to make sure ‘I’m alright’ Literature Review (2002) www.scotland.gov.uk/Publications/2003/05/17127/21840). This detailed overview combined information from research studies, public inquiries in Scotland and elsewhere in the UK and information about child protection in some countries outside the UK.


The CPRP covered a range of safeguarding issues, including the implications of the Laming and Bichard reports, a review of how local Child Protection Committees operate in Scotland and the operation of child death and significant case reviews. The final shape of child protection in Scotland is described in National Guidance for Child Protection in Scotland (The Scottish Government, 2010 www.scotland.gov.uk/Resource/Doc/334290/0109279.pdf).


Changes in Northern Ireland


An audit in 2004 by the Department of Health, Social Services and Public Safety considered the child protection system in Northern Ireland against the 108 recommendations in the Laming report. The Social Service Inspectorate for the province then reviewed all aspects of safeguarding in Northern Ireland. The final report acknowledged good practice and positive developments in the province but also made a series of firm recommendations.


The SSI report, Our children and young people – our shared responsibility – inspection of child protection services in Northern Ireland and the Standards for Child Protection, that followed in 2008 are on www.dhsspsni.gov.uk/oss-child-protection.htm. The main changes have been:




•  A Safeguarding Board for Northern Ireland has brought together the services involved in child protection and work to improve practice across the province.


•  Five Local Safeguarding Panels have been created to replace Area Child Protection Committees. The aim is to ensure that child protection remains a top priority and with clear lines of accountability.


•  Clear criteria have been established for local Case Management Reviews (when a child has died or suffered life-threatening injuries) and steps to improve the quality of inter-agency working.


•  A single assessment framework has been developed. Understanding the Needs of Children in Northern Ireland (2011) is known as the UNOCINI Guidance: www.dhsspsni.gov.uk/oss-childrens-services.


•  A database has combined the details of children on all the local child protection registers, so that national statistics are now available for Northern Ireland.





Process and steps of safeguarding


The process of responding to concerns about children and young people is determined by law and related guidance. There are agreed steps in the sequence to protect vulnerable children or to act decisively for children who have been harmed. Once concerns have been raised about a child, these steps are not negotiable depending on local or personal preferences. The procedures are laid down by the national guidance and local authorities have to follow time limits on steps in the process; it is not allowed to drag on indefinitely. Practitioners need to understand the big picture of how protection works in the UK in order to place their own role in context (which is covered from page 19).


Who is involved?


A considerable range of professionals and services shares the responsibility to protect children and young people. The situation is summed up well by the title of the review in Scotland, It’s everyone’s job to make sure ‘I’m alright’. Their roles are different but equally important. In brief the range includes:




•  social workers, who take the lead in assessment and investigation, but who will not be directly involved in much of the safeguarding practice that ensures the well being of children and young people who are not at risk


•  the police service, who will be involved in some steps for emergency protection and when there is the possibility that actions could be criminal


•  related services such as the courts, probation service and youth offending teams, the prison service and young offenders institutions


•  services for looked-after children and young people: residential homes, foster care and secure accommodation


•  health services of all kinds: hospitals, clinics, health visitors and the wide range of specialist medical professionals


•  education services for children and young people of school and college age, including related services such as careers advice


•  early years services of all kinds: full day and sessional groups, drop-ins and crèches, and the childminding service


•  out-of-school services for children and young people of school age


•  local services such as housing that have contact with families


•  the wide range of play, sport and leisure services


•  faith groups and communities that have contact with families and sometimes also offer religious instruction to children


•  organisations such as the armed services, which have a responsibility for families through the nature of the job, but also accept under-18s into the service.
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