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Key Contacts:

Headteacher – Miss H Kearsley 
Designated Safeguarding Lead - Mrs E Corrie – emma.corrie@salford.co.uk
Deputy Safeguarding Lead - Miss H Kearsley – Hayley.kearsley@salford.gov.uk	
Designated Looked After Children Lead - Mrs E Corrie – emma.corrie@salford.co.uk
Designated Mental Health Lead – Mrs E Rounding – elin.rounding@salford.gov.uk
Named Governor for Child Protection – Mr P Henderson-Griffith – paulhenderson15@yahoo.co.uk
Named Appropriate Adult/s - Mrs E Corrie and Miss H Kearsley      

The Bridge Partnership for child protection referrals – tel: 0161 603 4500 or e mail worriedaboutachild@salford.gov.uk
GMP Public Protection Investigation Unit (PPIU) – for referrals/consultation about crime-related safeguarding concerns – tel: 0161 856 5171 or e mail parklane.ppiu@gmp.police.uk
[bookmark: _Hlk36637697]Managing allegations against an employee (or volunteer) - Local Authority Designated Officer (LADO) tel: 0161 603 4350 / 4445
Managing allegations against adults who work with children | Salford Safeguarding Children Partnership
Worried About a Child? 
All reports or enquiries concerning the welfare or safety of a child must go straight to The Bridge Partnership on 0161 603 4500 as the first port of call. This applies to reports from council staff, the public, partners and outside agencies.  All referrals and request for support concerning the welfare or safety of a child must go through the Bridge Partnership via the online Salford City Council’s portal and information hub for services to Children, Young people and families at https://childrensportalehm.salford.gov.uk/web/portal/pages/home
If a child is in immediate danger of being harmed, or if a child is home alone, the police should be called on 999.

This policy should be considered alongside school child protection procedures (Appendix 2) and other related policies in school. These are (for example)

· Core Values Policy
 
· Attendance Policy
 
· Behaviour Policy
 
 
· Anti-bullying (including cyber, homophobic and gender-based bullying)
5.1.1 Bullying (proceduresonline.com) 

 
· Child-on-child Abuse  

 
· Sexual Violence and Sexual Harassment Policy 

 
· Special Education Needs
       Children with Disabilities and Complex Health Needs (proceduresonline.com)
       
 
· Online Safety and Mobile Technology (including Monitoring and Filtering policy)
Safeguarding Children and Young People Online (proceduresonline.com)
Filtering and monitoring standards for schools and colleges
    
 
· Appropriate use of technology
 
· DFE Guidance - Harmful online challenges and online hoaxes

 
· [bookmark: _Hlk146567558]Prevent Duty
[bookmark: _Hlk84455824]	Safeguarding Children and Young People Vulnerable to Violent Extremism (proceduresonline.com) 


[bookmark: _MON_1757188489]	(Updated) 

· Transgender Policy 

· School Pupils with Medical Needs (Updated)

		
       
 
· Elective Home Education – waiting for updated Guidance from EHE
 
      
 
· Children Missing Education
         Children missing education • Salford City Council
       Children Missing Education (proceduresonline.com) 
 
 
 
· Child Criminal Exploitation
· Multi-agency Practice Principles for responding to child exploitation and extra-familial harm (researchinpractice.org.uk)	

 (New Addition)
· Gang Activity/Serious Youth Violence
Safeguarding Children and Young People Who May be Affected by Gang Activity (proceduresonline.com)

	 (Updated) 
· Human Trafficking and Modern Slavery
[bookmark: _Hlk87538576]	Children who are Victims of Modern Slavery, Trafficking and Exploitation (proceduresonline.com)

	(Updated)

 
· Child Sexual Exploitation 
       Safeguarding Children and Young People Abused Through Sexual Exploitation (proceduresonline.com)
       Child sexual exploitation and missing from home | Salford Safeguarding Children Partnership
       
 
· Emotional Well Being/Mental Health / Suicide/ Self Harm policies
Young People and Self-Harm (proceduresonline.com) 

 
· Self-Harm Policy 

 
· Female Genital Mutilation FGM 
       Female Genital Mutilation Multi-Agency Protocol (proceduresonline.com) 
   
 
· Staff Behaviour / Code of Conduct Policy Code of conduct for employees in schools/PRUs (salford.gov.uk)

 
· Safer Recruitment 
       Guidance for Safe Recruitment, Selection and Retention for Staff and Volunteers (proceduresonline.com)
       
 
· Safer Working Practice
Professional and Personnel Relationships (cimpress.io)
 
· Educational Visits Policy
         
· [bookmark: _Hlk146572272]       Handling Allegations of Abuse Against Staff
	Managing Allegations of Abuse made against Adults who Work with Children and Young People (proceduresonline.com)
	(Updated) 

 
 
· Low Level Concerns Policy 

· Whistleblowing 

 
· Healthy Relationships/SRE/ PSHE

 
· Search and Confiscate Policy 

 
· Resolving Professional Disagreements, Effective Challenge and Escalation Policies
 	 
 
· School Security

 
· Health and Safety

· Domestic Abuse Guidance for Educational Settings

[bookmark: _MON_1768881142]		

NB This list is not exhaustive 


This policy is based on the Department for Education’s (DfE’s) statutory guidance Keeping Children Safe in Education (2023) and Working Together to Safeguard Children (2023), and the Governance Handbook. We comply with this guidance and the arrangements agreed and published by our 3 Local Safeguarding Partners. Home | Salford Safeguarding Children Partnership

[bookmark: _Hlk87538975][bookmark: _MON_1698150795][bookmark: _Hlk87538335][bookmark: _Hlk84452999][bookmark: _Hlk87538799][bookmark: _Hlk87538656][bookmark: _MON_1695067170][bookmark: _Hlk87538867][bookmark: _Hlk87538882][bookmark: _Hlk87538909][bookmark: _Hlk87538953][bookmark: _MON_1724760097][bookmark: _Hlk87538938]



1.	Introduction

1.1.	Hilton Lane Primary School is a primary school based in Salford, Greater Manchester. This policy sets out Hilton Lane Primary School’s commitment to safeguarding and promoting the welfare of children who attend the school. 

1.2.	Schools, colleges, early years and childcare settings, and other educational providers have a pivotal role to play in safeguarding children and promoting their welfare. Our insight and co-operation are vital to the successful delivery of multi-agency safeguarding arrangements. The staff in our school, working in our education setting play an important role in building relationships, identifying concerns and providing direct support to children. They may be the first trusted adult to whom children report safeguarding concerns.

	There are three main elements to our Safeguarding Policy:

	(a)	Prevention:  
(e.g. positive school atmosphere, teaching and pastoral support to pupils).

	(b)	Protection:
(By following agreed procedures, ensuring staff are trained and supported to respond appropriately and sensitively to Child Protection concerns).

	(c)	Support: 
(To pupils and school staff and to children who may have been abused).

Children includes everyone under the age of 18. 

This policy applies to all adults, including temporary staff, supply staff, volunteers governors and contractors. The policy has been developed in accordance with the principles established by the Children Acts 1989 and 2004; Section 128 of the Education Act 2002; Education and Skills Act 2008 and in line with government publications: ‘Working Together to Safeguard Children’ 2023, Revised Safeguarding Statutory Guidance 2 ‘Framework for the Assessment of Children in Need, and their Families’ 2000, Information sharing advice for safeguarding practitioners (2018), ‘What to do if You are Worried a Child is Being Abused’ 2015 and Behaviour in Schools non-statutory guidance Sept 2022. The guidance reflects, ‘Keeping Children Safe in Education’ September 2023.


The Governing Board takes seriously its responsibility under section 175 of the Education Act 2002 to safeguard and promote the welfare of children; and to work together with other agencies to ensure adequate arrangements within our school to identify, assess and support those children who are suffering harm.

Safeguarding and promoting the welfare of children is defined as: 
· providing help and support to meet the needs of children as soon as problems emerge
· protecting children from maltreatment, whether that is within or outside the home, including online
· preventing impairment of children’s mental and physical health or development 
· ensuring that children grow up in circumstances consistent with the provision of safe and effective care
· [bookmark: _Hlk158330672]promoting the upbringing of children with their birth parents, or otherwise their family network through a kinship care arrangement, whenever possible and where this is in the best interests of the children .  (Kinship care arrangements are defined in Working Together to Safeguard Children 2023-page 158/159) 
· taking action to enable all children to have the best outcomes in line with the outcomes set out in the Children’s Social Care National Framework 

2.	School Commitment

2.1.	We recognise that high self- esteem, mental and physical health & wellbeing, confidence, peer support and clear lines of communication with trusted adults helps all children, and especially those at risk of or suffering harm from abuse or neglect.

Our school will therefore:

(a) Adopt the Salford Standards for Listening and establish/maintain an ethos where children feel secure, are encouraged to talk and are listened to. 
	https://safeguardingchildren.salford.gov.uk/professionals/salford-standards-for-listening-to-families/

(b)	Ensure that children know that there are adults in the school who they can approach if they are worried or are in difficulty.
(c)	Establish and maintain an ethos where children are supported with their Emotional and Mental Well Being
(d)	Establish a whole school approach to recognising and responding to potential incidents of child-on-child sexual abuse and harassment; both in and out of school hours. Comprehensive staff training will ensure a school culture that makes it clear that there is a zero tolerance approach to sexual harassment and sexualised behaviour, and it should never be passed off as “banter”, “just having a laugh” “part of growing up” or “boys being boys”. There will be robust systems of recording incidents that ensure evidence based review and response. This philosophy will be adopted and promoted by everyone in the school, and inappropriate behaviours will be consistently challenged. We will proactively educate our pupils about relationships, respect and boundaries through the RSHE programme and all staff will reassure pupils that they will be taken seriously and supported.

(e)	Include in the curriculum, activities and opportunities for PSHE and Relationships Education, Relationships and Sex Education and Health Education, to equip children with the skills they need to stay safe and/or communicate their fears or concerns about abuse and are taught about Safeguarding, together with online safety, the risks of cybercrime and cyberbullying (including when they are online at home), stalking and mate crime, as part of providing a broad and balanced curriculum. 

(f)	Include in the curriculum, material which will help children develop realistic attitudes to the responsibilities of adult life, particularly with regard to childcare and parenting skills.
	(Specify where more information in this respect can be obtained).

(g)	Ensure local multi-agency safeguarding arrangements are fully understood, and rigorously applied by establishing effective working relationships practitioners from other agencies and with parents and carers

 (h)	Ensure that there are systems in place to ensure parents and carers are empowered to participate in decision-making to help to contribute to developments of the school within the community and support and protect children
(i)	Ensure all staff are aware that technology is a significant component in many safeguarding and wellbeing issues and that children are at risk of abuse online as well as face to face in daily life.  Technology, and risks and harms related to it, evolve, and change rapidly. The school will consider carrying out an annual review of the approach to online safety, supported by an annual risk assessment that considers and reflects the risks the children face.
(j) Generative artificial intelligence (AI) tools are now widespread and easy to access. Hilton Lane recognises that AI has many uses, including enhancing teaching and learning, and in helping to protect and safeguard pupils. However, AI may also have the potential to facilitate abuse (e.g. bullying and grooming) and/or expose pupils to harmful content. For example, in the form of 'deepfakes', where AI is used to create images, audio or video hoaxes that look real.
Hilton Lane  will treat any use of AI to access harmful content or bully pupils in line with this policy and our anti-bullying and behaviour policy.
Staff will be aware of the risks of using A.I. tools and will carry out risk assessments for any new A.I. tool being used by the school.


2.2	Safeguarding is a shared endeavour and everyone who comes into contact with children and their families has a role to play in safeguarding children. School staff are particularly important as they are in a position to identify concerns early and provide help for children, to prevent concerns from escalating.  The school staff form part of the wider safeguarding system for children. This system is described in statutory guidance Working Together to Safeguard Children 2018. The School will work with social care, the police, health services and other services to promote the welfare of children and protect them from harm. This includes providing a co-ordinated offer of early help when additional needs of children are identified and contributing to inter-agency plans to provide additional support to children subject to child protection plans.
Working Together to Safeguard Children 2023 recognises schools as relevant agencies; therefore, this school will act in accordance with the SSCP’s safeguarding arrangements.  As part of this the school will:  
· have a clear understanding of our responsibilities in relation to safeguarding children in Salford, and how we will discharge them 
· co-operate with Safeguarding Partners to improve, implement, and monitor effectiveness of the local safeguarding arrangements 
· share information and data about safeguarding issues and concerns affecting the children involved in our school to contribute to local priorities 
· ensure local multi-agency safeguarding arrangements are fully understood, and rigorously applied with our school.


2.3	The Education and Inspections Act 2006 states, ‘all schools must have measures to encourage good behaviour and prevent all forms of bullying amongst pupils’. This Act also gives head teachers the ability to ensure that pupils behave when they are not on school premises or under the lawful control of school staff.

2.4	Safeguarding and promoting the welfare of children is everyone’s responsibility. Everyone who comes into contact with children and their families and carers has a role to play in safeguarding children. In order to fulfil this responsibility effectively, all professionals will make sure their approach is child-centred and contextual. This means that they will consider, at all times, what is in the best interests of the child including the wider environmental factors and influences and extra-familial harms that are present in a child’s life that are a threat to their safety and/or welfare. The development of appropriate multi-agency procedures and the monitoring of good practice are the responsibilities of the Salford Safeguarding Children Partnership (SSCP). 
All practitioners staff working in Hilton Lane need to understand their role in identifying emerging problems.  The staff at NAME SCHOOL  undertake whole school staff and governor safeguarding training that meets local and national safeguarding requirements so that they: 
· know when to share information with other practitioners and what action to take to support early identification and assessment 
· are able to identify and recognise all forms of abuse, neglect, and exploitation 
· have an understanding of domestic and sexual abuse, including controlling and coercive behaviour as well as parental conflict that is frequent, intense, and unresolved 
· are aware of new and emerging threats, including online harm, grooming, sexual exploitation, criminal exploitation, radicalisation, and the role of technology and social media in presenting harm • are aware that a child and their family may be experiencing multiple needs at the same time. 

All staff will work to the following national multi-agency practice standards in recognising actual or likely significant harm: 

· Practitioners are alert to potential indicators of abuse, neglect, and exploitation, and listen carefully to what a child says, how they behave, and observes how they communicate if non-verbal (due to age, special needs and/or disabilities, or if unwilling to communicate). Practitioners will try to understand the child’s personal experiences and observe and record any concerns. 
· Practitioners communicate in a way that is appropriate to the child’s age and level of understanding and use evidence-based practice tools for engaging with children, including those with special educational needs and disabilities. 
· When practitioners have concerns or information about a child that may indicate a child is suffering or likely to suffer significant harm, they share them with relevant practitioners and escalate them if necessary, using the referral or escalation procedure in place within their local multi-agency safeguarding arrangements. They update colleagues when they receive relevant new information. 
· Practitioners never assume that information has already been shared by another professional or family member and always remain open to changing their views about the likelihood of significant harm.

The school will underpin multi-agency working by ensuring all staff

· Collaborate: practitioners working with the same child and family share information to get a complete picture of what life is like for the child. Collectively, they ensure the child’s voice is at the centre and the right support is provided 
· Learn: practitioners learn together by drawing on the best available evidence from their individual fields and sharing their diverse perspectives during regular shared reflection on a child’s development, experiences, and outcomes
· Resource: practitioners build strong relationships across agencies and disciplines to ensure they support and protect the children with whom they work 
· Include: practitioners recognise the differences between, and are confident to respond to, circumstances where children experience adversity due to economic and social circumstances and acute family stress, and situations where children face harm due to parental abuse and neglect 
· Mutual challenge: practitioners challenge themselves and each other, question each other’s assumptions, and seek to resolve differences of opinion in a restorative and respectful way.

All Staff will be alert to the potential need for early help for a child who: 
· is disabled 
· has special educational needs (whether or not they have a statutory education, health and care (EHC) plan) 
· is a young carer 
· is bereaved 
· is showing signs of being drawn into anti-social or criminal behaviour, including being affected by gangs and county lines and organised crime groups and/or serious violence, including knife crime 
· is frequently missing/goes missing from care or from home 
· is at risk of modern slavery, trafficking, sexual and/or criminal exploitation 
· is at risk of being radicalised
· is viewing problematic and/or inappropriate online content (for example, linked to violence), or developing inappropriate relationships online

All staff will be aware of: 
· Our systems which support safeguarding, including this child protection and safeguarding policy, the staff code of conduct, the role and identity of the designated safeguarding lead (DSL) and deputies, the behaviour policy, and the safeguarding response to children who go missing from education 
· The early help assessment process and their role in it, including identifying emerging problems, liaising with the DSL, and sharing information with other professionals to support early identification and assessment 
· The process for making referrals to local authority children’s social care and for statutory assessments that may follow a referral, including the role they might be expected to play
· What to do if they identify a safeguarding issue or a child tells them they are being abused or neglected, including specific issues such as FGM, and how to maintain an appropriate level of confidentiality while liaising with relevant professionals 
· The signs of different types of abuse, neglect and exploitation, including domestic and sexual abuse (including controlling and coercive behaviour as well as parental conflict that is frequent, intense, and unresolved), as well as specific safeguarding issues, such as child-on-child abuse, grooming, child sexual exploitation (CSE), child criminal exploitation (CCE), indicators of being at risk from or involved with serious violent crime, FGM, radicalisation and serious violence (including that linked to county lines) 
· New and emerging threats, including online harm, grooming, sexual exploitation, criminal exploitation, radicalisation, and the role of technology and social media in presenting harm
· The importance of reassuring victims that they are being taken seriously and that they will be supported and kept safe
· The fact that children can be at risk of harm inside and outside of their home, at school and online
· The fact that children who are (or who are perceived to be) lesbian, gay, bi or trans (LGBTQ+) can be targeted by other children
· That a child and their family may be experiencing multiple needs at the same time
· What to look for to identify children who need help or protection


	


3.	Roles and Responsibilities 

3.1	All adults working with or on behalf of children have a responsibility to protect children.  There are, however, key people within schools and the Local Authority who have specific responsibilities under Safeguarding and child protection procedures.  The names of those carrying these responsibilities in the school for the current year are listed in the key contracts section on page 2 of this document.

Designated Safeguarding Lead

3.2	Governing bodies and proprietors will; ensure an appropriate senior member of staff, from the school or college leadership team, is appointed to the role of designated safeguarding lead. The designated safeguarding lead will take lead responsibility for safeguarding and child protection (including online safety). This will be explicit in the role holder’s job description. (As outlined in Annex C of Keeping Children Safe in Education September 2022.)

The role of the designated safeguarding lead carries a significant level of responsibility, and they will be given the additional time, funding, training, resources and support they need to carry out the role effectively. Their additional responsibilities include providing advice and support to other staff on child welfare, safeguarding and child protection matters, taking part in strategy discussions and inter-agency meetings, and/or supporting other staff to do so, and contributing to the assessment of children.  The designated safeguarding lead will take lead responsibility for safeguarding and child protection (including online safety and have an overview of the outcomes of the filtering and monitoring systems and processes in place). Any deputies will be trained to the same standard as the designated safeguarding lead and the role will be explicit in their job description.


During term time the designated safeguarding lead (or a deputy) will always be available (during school or college hours) for staff in the school or college to discuss any safeguarding concerns.  If not available in person, the school will in exceptional circumstances inform staff of how the DSLs can be contacted.

The Designated Safeguarding Lead will ensure that all New Staff and Governors receive safeguarding and child protection training at induction and make sure all staff and Governors aware of any training opportunities and the latest local policies on local safeguarding arrangements.

The designated safeguarding lead is expected to refer cases of suspected abuse and neglect to the local authority children’s social care and to the Channel programme where there is a radicalisation concern. 

Strong multi-agency and multi-disciplinary working is vital to identifying and responding to the needs of children and families. The following expectations have been developed to underpin this multi-agency working and apply to our Head Teacher and the Designated Safeguarding Lead. 

· Collaborate: decisions are based on a shared practice approach and constructive debate and analysis of information from all services 
· Learn: managers ensure their teams have time to engage in peer learning and knowledge exchange, peer audit, group supervision and observation 
· Resource: managers ensure children receive the holistic support they need, drawing in expertise from a wide range of agencies 
· Include: managers support staff to identify and challenge discrimination, disparity, and negative stereotypes 
· Mutual challenge: constructive challenge within and across agencies and disciplines is actively encouraged, independent judgements are valued and given space alongside collective decision-making to avoid groupthink

3.3 The Designated Safeguarding Lead will:
· Understand the assessment process for providing early help and statutory intervention, including local criteria for action and local authority children’s social care referral arrangements.

· Understand and know how to use the SSCPs recommended tools for assessing and identifying need/risk.  For example, Thriving Families Tool  Think Child Toolkit  DASH  Think Family 


· Have a working knowledge of how local authorities conduct a child protection case conference and a child protection review conference and be able to attend and contribute to these effectively when required to do so.

· Decide upon the appropriate level of response to specific concerns about a child e.g. discuss with parents/carers, or refer case as required of suspected abuse and neglect to the to the Bridge Partnership; to the Channel programme where there is a radicalisation concern, where a crime has been committed to the police and support staff who make referrals to children’s social care and to the Channel programme.

· Ensure that the Head Teacher is kept fully informed of any concerns – especially ongoing enquiries under section 47 of the Children Act 1989 and police investigations.  This will include being aware of the requirement for children to have an Appropriate Adult. Further information can be found in the Statutory guidance - PACE Code C 2019 (accessible) - GOV.UK (www.gov.uk)

· Act as a point of contact with the safeguarding partners.

· Ensure that the SSCP Challenge and Escalation policy is shared with all staff and how it is used, by the school, when professional disagreements about a child safeguarding or child protection matter cannot be resolved.  

· Liaise with staff (especially teachers, pastoral support staff, school nurses, IT Technicians, senior mental health leads and special educational needs coordinators (SENCOs and Senior Mental Health Leads) on matters of safety and safeguarding and welfare (including online and digital safety) and when deciding whether to make a referral by liaising with relevant agencies so that children’s needs are considered holistically.

· Liaise with the Mental Health Lead and, where available, The Mental Health Support Team within the school, where safeguarding concerns are linked to mental health.

· Work with the headteacher and relevant strategic leads, taking lead responsibility for promoting educational outcomes by knowing the welfare, safeguarding and child protection issues that children in need are experiencing, or have experienced, and identifying the impact that these issues might be having on children’s attendance, engagement and achievement at school or college. This includes: 
· ensuring that the school or college knows who its cohort of children who have or have had a social worker are, 
· understanding their academic progress and attainment, and maintaining a culture of high aspirations for this cohort, and
· supporting teaching staff to provide additional academic support or reasonable adjustments to help children who have or have had a social worker reach their potential, recognising that even when statutory social care intervention has ended, there is still a lasting impact on children’s educational outcomes

· Ensure that accurate safeguarding records relating to individual children are kept up to date and separate from the academic file in a secure place, marked 'Strictly Confidential' and are passed securely should the child transfer to a new provision. The originating school will consider whether it needs to retain a copy of the records (for example, if a sibling continues to attend the school). If a copy is retained the reason for this should be recorded.

· Ensure that the school effectively monitors children about whom there are concerns, including notifying the Early Help School Coordinator. It is important to notify Social Care, when there is an unexplained absence of more than two days for a child who is the subject of a child protection plan.

· Understand the lasting impact the adversity and trauma can have including on children’s behaviour, mental health and emotional well-being and academic attainment and what is needed in responding to this in promoting educational outcomes.  Ensure all staff are provided with training to understand and recognise Adverse Childhood Experiences (ACE’s) and the negative impact they can have.

· Understand and support the school with regards to the requirements of the Prevent duty and are able to provide advice and support to staff on protecting children from the risk of radicalisation including meeting the DfE filtering and monitoring standards

· Undertake more in-depth Prevent awareness training including extremist and terrorist ideologies.

· Recognise the additional risks that children with SEN and disabilities (SEND) face online, for example, from online bullying, grooming and radicalisation and are confident they have the capability to support SEND children to stay safe online.

· Understand the unique risks associated with online safety and be confident that they have the relevant knowledge and up to date capability required to keep children safe whilst they are online at school or working on-line at home

· Ensure the filtering and monitoring systems and processes in place on school devices and school networks are effective.

· Ensure ALL staff have received appropriate training regarding the filtering and monitoring processes in place in the school.
· Work in collaboration with the school’s IT Provider to monitor and review filtering reports.

· Promote supportive engagement with parents and/or carers in safeguarding and promoting the welfare of children, including where families may be facing challenging circumstances.

· Encourage a culture of listening to children and taking account of their wishes and feelings, among all staff, and in any measures the school may put in place to protect them.

· Understand the difficulties that children may have in approaching staff about their circumstances and consider how to build trusted relationships which facilitate communication.


Designated Cared for Children Lead (Salford have adopted the term Cared for Children. Keeping Children Safe in Education refers to this cohort has Looked After Children) 

3.4	Governing Bodies of maintained schools and proprietors of academy schools must appoint a designated teacher to promote the educational achievement of children who are looked after and to ensure that this person has appropriate training. (refer to the Looked After Children Policy and Procedures for more detail)

3.5	The Designated Cared for Children Lead will work in partnership with the Designated Safeguarding Lead, The Mental Health Lead, and the Virtual School Head to ensure the safeguarding vulnerabilities for Cared for Children are appropriately met. In addition the Virtual School Head receives pupil premium plus additional funding based on the latest published numbers of children looked after in the authority. In maintained schools and academies, the Cared for Children Designated Lead will work with the virtual school head to discuss how that funding can be best used to support the progress of Cared for Children in the school and meet the needs identified in the child’s personal education plan.


Governing Bodies

3.6 Governing bodies, management committees and proprietors must ensure that they comply with their duties under legislation. They must have regard to the Keeping Children Safe in Education 2023 guidance, ensuring that Safeguarding policies, procedures and training in their schools or colleges are effective and comply with the law at all times including the DfE filtering and monitoring standards.  The governing body will ensure that monitoring and filtering processes are in place and the governing body receives regular reports of the outcomes of monitoring and filtering.


3.7	Governing bodies and proprietors will ensure that all governors and trustees receive appropriate safeguarding and child protection (including online) training at induction. This training will equip them with the knowledge to provide strategic challenge to test and assure themselves that the safeguarding policies and procedures in place in schools and colleges are effective and support the delivery of a robust whole school approach to safeguarding. All Governor Safeguarding training will be regularly updated. 

3.8	Governing bodies and proprietors will be aware of their obligations under the Human Rights Act 1998 21, the Equality Act 201022, (including the Public Sector Equality Duty23), Data Protection Act 2018, and the UK General Data Protection Regulation (UK GDPR) and their local multi-agency safeguarding arrangements.


Named Governor for Child Protection

3.9	Governing bodies and proprietors will have a senior board level (or equivalent) lead to take leadership responsibility for their school’s safeguarding arrangements.  

	Governing bodies (and proprietors) will ensure online safety is an interrelated theme whilst devising and implementing their whole school or college approach to safeguarding and related policies and procedures, planning the curriculum and parental engagement.
They will ensure the school has appropriate filtering and monitoring systems in place which are regularly review their effectiveness.

	The role of the Named Governor is key to ensuring that the Governing Board fulfils its responsibilities in respect of safeguarding children. The Named Governor will therefore ensure that the school: 

· Has an effective safeguarding children policy in place that follows local procedures. This must include procedures to minimise the risk of child-on-child sexual harassment and abuse. Policies will be reviewed annually.

· Completes and records the outcome of a Section 128 check for all Governors in non-regulated activity 

· Recruits staff and volunteers in line with safer recruitment processes.

· Has procedures for dealing with allegations of abuse made against staff, including supply staff and volunteers.

· Has a designated senior member of staff for dealing with safeguarding children issues.

· Ensure that all staff receive regular safeguarding and child protection updates, including online)  (for example, via email, e-bulletins, staff meetings) as required, but at least annually. This will provide them with relevant skills and knowledge to safeguard children effectively, both on-line and in their daily life.

· Ensure that those staff who work directly with children read at least Part One and Annex B of Keeping Children Safe in Education 2023 and have the mechanisms in place to assist staff to understand and discharge their role and responsibilities as set out in Part One of Keeping Children Safe in Education.

· Provides regular quality assurance reports to the Governing Board in relation to policy, procedures, audits and Section 11 statutory requirements.

· Liaises with the Headteacher to ensure that deficiencies in safeguarding arrangements are remedied without delay.


Headteacher

3.10	The Headteacher has prime responsibility for leading the school in fulfilling the ethos and policies set down by the Governing Board, including those set out above in the responsibilities for the Named Governor. 

3.11	In such a role the Headteacher will ensure that safeguarding is central to whole school policy and practice, embedded in the delivery of the curriculum and in all systems for managing the school.

3.12	Part of the means of demonstrating such leadership is in attending SSCP training on a regular basis and at least every 2 years. Such leadership is also demonstrated by embedding safeguarding awareness into the school’s organisational development and training programmes.

3.13 The Headteacher will have clear policies and procedures for dealing with all levels of allegations against staff. These will be in line with SSCP/ Local Authority policies and will be disseminated to all staff and governors.
The Headteacher is responsible for the implementation of this policy, including:
· Ensuring that staff (including temporary staff) and volunteers: 
· Are informed of our systems which support safeguarding, including this policy, as part of their induction
· Understand and follow the procedures included in this policy, particularly those concerning referrals of cases of suspected abuse and neglect 
· Communicating this policy to parents/carers when their child joins the school and via the school website
· Ensuring that the DSL has appropriate time, funding, training and resources, and that there is always adequate cover if the DSL is absent
· Acting as the ‘case manager’ in the event of an allegation of abuse made against another member of staff or volunteer, where appropriate (see appendix 3)
· Making decisions regarding all low-level concerns, though they may wish to collaborate with the DSL on this.
· Ensuring the relevant staffing ratios are met, where applicable

Professional Curiosity
All staff will be aware that children may not feel ready or know how to tell someone that they are being abused, exploited, or neglected, and/or they may not recognise their experiences as harmful. For example, children may feel embarrassed, humiliated, or are being threatened. This could be due to their vulnerability, disability and/or sexual orientation or language barriers. This will not prevent staff from having a professional curiosity and speaking to the designated safeguarding lead if they have concerns about a child.  Exercising professional curiosity and knowing what to look for is vital for the early identification of abuse and neglect.

4.	Procedures – Early Intervention

Policies - We follow the Greater Manchester Safeguarding Procedures adopted by SSCP. The procedures provide a framework within which all agencies and professionals can work together to safeguard and promote the welfare of children and young people across Greater Manchester. 

http://greatermanchesterscb.proceduresonline.com 

It is recommended that the school registers for alerts to automatically receive notification when the manual is updated. The school can also subscribe to receive free Policy Briefings or Practice Guides.

We take account of local supporting pathway guidance and additional policies from Salford Safeguarding Children’s Partnership. 

https://safeguardingchildren.salford.gov.uk /

4.1 ‘It is very important that practitioners intervene as early as possible if a child or young person has additional needs, and services can help in meeting these needs. All staff will be prepared to identify children who may benefit from early help. Early help means providing support as soon as a problem emerges at any point in a child’s life, from the foundation years through to the teenage years. Such action can help prevent problems becoming child protection concerns. All school staff are given access to training around Early Help and Early Help Assessments to help them to identify the correct support for families and children.  For more information regarding the Early Help Service and Assessment go to Early Help | Partners in Salford

4.2 The Anti-Bullying Policy ensures that we foster a culture of safety throughout the school where children and young people are able to alert us to any incidents of bullying, cyberbullying, prejudice-based and discriminatory bullying and be confident that they will be dealt with effectively. The Anti Bullying Policy also enables us to prevent issues escalating to safeguarding concerns.


5. 	Procedures – Child Protection

5.1 Where it is identified that a child is suffering from, or is at risk of significant harm, we will follow the child protection procedures set out by the Salford Safeguarding Children Partnership.

5.2 In implementing the Hilton Lane Primary School policies and procedures on Safeguarding and Child Protection the following points will be considered:

· The Designated Safeguarding Lead will ensure that the policies relating to safeguarding will be implemented and monitored on an on-going basis with annual, (as a minimum), evaluation of effectiveness and review and procedures and implementation are updated and reviewed regularly. The Review will be presented as an annual item to the Governing Board.

· All staff will be aware that safeguarding incidents and/or behaviours can be associated with factors outside the school and/or can occur between children outside of these environments. All staff will consider whether children are at risk of abuse or exploitation in situations outside their families. Extra-familial harms take a variety of different forms and children can be vulnerable to multiple harms including (but not limited to) sexual exploitation, criminal exploitation, and serious youth violence.  All staff and governors will be kept informed about the Contextual Safeguarding approaches the school is deploying to safeguard and protect all pupils, and especially the most at risk and vulnerable pupils within the school.

· All staff and governors will be kept informed about child protection procedures using a variety of means such as staff meetings, Inset Days, one-to-ones and briefings in various forms.

· At induction new and/or temporary staff will be made aware of and provided with copies of the following policies and procedures within school, with clarity about how safeguarding fits into whole school policy.
· the child protection policy; 
· the behaviour policy; 
· the staff behaviour policy (sometimes called a code of conduct including low level concerns, allegations against staff and whistle blowing); 
· the safeguarding response to children who go missing from education; 
· the role of the designated safeguarding lead (including the identity of the designated safeguarding lead and any deputies).
· Part 1 and Annex B of Keeping Children Safe in Education 2022

· All existing staff including teachers, teaching assistants, administrators, welfare, ancillary staff and contractors, will be made aware of and have access to copies of Keeping Children Safe in Education 2022 Part 1 and Annex B.  as well as any updated school policies and procedures. Although KCSIE 2022 suggests that staff who do not work directly with children MAY only be required to read Annex A, at ( Hilton Lane Primary School) believes all staff should have the same understanding of Safeguarding Statutory Duties.

· As well as teachers (including supply teachers) all other staff in school, such as teaching assistants, administrators, welfare staff, kitchen staff etc will receive the core training on safeguarding and an induction that is specific to their role; including knowing what to do if there are child protection concerns.

· Parents will be informed of the school’s duties and responsibilities under the policy and procedures in a range of ways that reflects diverse ability to use methods of communication. Therefore as well as the use of general methods (such as a Statement in the School brochure or information pack; website features; one-to-one conversations; use of audio facilities and online technology etc) consideration should also be given to the ability of parents/carers to access these. For example a notice of the availability of the policy could be displayed in the reception area.
	

6.	Training and Support

6.1	Our school will ensure that the Designated Safeguarding Lead, Deputy Safeguarding Leads, all staff working in the school and all Governors receive Safeguarding and Child Protection training at induction and continue to attend regular updates that are relevant to their role, including an understanding of the roles and responsibilities in relation to the online filtering and monitoring systems in the school, on at least an annual basis, including email, e-bulletins, staff meetings, Whole School Safeguarding Training, Prevent Training, online safety, and Multi Agency Child Protection training within this timescale.’
	

Prescribed Whole School and Designated Safeguarding Lead Safeguarding Training Requirements

7.2 There is an agreed set of prescribed training requirements in Salford for school staff, as follows:

7.3 [bookmark: _Ref428540094]All School Staff – All school staff who do not have designated lead responsibility for child   to undertake SSCP approved training to promote and safeguard the welfare of children and young people every 18 months.
 
This is currently available through the Whole School Safeguarding Service Level Agreement (SLA) purchased through The School Workforce Development Officer in Children’s Services.
 
As safeguarding is ‘everybody’s’ responsibility, all staff in the school will know who to contact if they are concerned about a child or young person.  It is therefore important to ensure all new staff receive appropriate training and induction so that they clearly understand their roles and responsibilities[footnoteRef:1]. [1: ] 

 
7.4 Designated Safeguarding Lead and Deputy(s) – As a minimum the Designated Safeguarding Lead and Deputies will attend the SSCP Working Together to Safeguard Children and the Multi Agency Level 3 Speaker (or equivalent) courses. This training will provide the designated safeguarding leads with a good understanding of their own role, and the processes, procedures and responsibilities of other agencies, particularly children’s social care in the safeguarding continuum and the assessment process for providing early help and statutory intervention,

The Training will be refreshed every 2 years with the SSCP Safeguarding Updates and Developments (or equivalent) Course.  Depending upon the circumstances of the school, Ofsted may require that the Designated Person(s) attend additional refresher training.

Designated Safeguarding Leads and Deputy Lead(s) are required to keep their knowledge and skills up to date on an annual basis.  

[bookmark: _Hlk114145990]The Whole School Safeguarding SLA delivers termly, SSCP approved, two hour seminars which provide suitable updates for designated persons to refresh skills and knowledge. (Schools may have to have purchased the Whole School Safeguarding SLA to be eligible to attend these seminars)  

The Salford Safeguarding in Schools Advisor and Whole School Safeguarding Team Manager jointly organise single agency training for Designated Safeguarding Leads and termly DSL Network Events.  The Salford Safeguarding in Schools Advisor produces a half termly Inclusion and Safeguarding Bulletin for Designated Safeguarding Leads to update skills and knowledge. 

After attending the Working Together to Safeguard Children and the Multi Agency Level Speaker (or equivalent) the Designated Lead and Deputies will also consider accessing the following courses as relevant to the circumstances of the school, in line with SSCP annual priorities and national priorities so they understand and respond to specific needs that can increase the vulnerability of children, as well as specific harms that can put children at risk.

· Attachment 
· Adverse Childhood Experiences (ACE’s) and Childhood Trauma
· Early Help Assessment
· Contextual Safeguarding
· Child Sexual Exploitation 
· Communicating with Children 
· Core Group 
· Online Safety and Mobile Technology - including online challenges and hoaxes
· Cyberbullying and Cybercrime
· Child Gambling
· Adolescent to Parent Violence
· Domestic Abuse
· Self-Harm
· Female Genital Mutilation, Honour Based Abuse, Breast Ironing, Infant Oral Mutilation
· Neglect
· Parental Mental Health 
· Parental Substance Use 
· Rapid Response to a Child Death 
· Sexual Abuse
· Child Sexual Exploitation
· Preventing Radicalisation/WRAP Training
· Equality and Diversity and Sexual Orientation
· Gangs and Youth Violence, Child Criminal Exploitation (CCE) and County Lines
· Violent Crime, including Gangs and Knife Crime 
· ‘Upskirting”  which is a criminal offence under The Voyeurism Offences Act - April .2019  
· Witchcraft and Spiritual Possession 
· Trafficking and Modern Slavery
· Illegal Money Lending
· Safeguarding and Healthy Relationships
· Child-on-child abuse
· Sexually Harmful Behaviour, Sexual Harassment
· Stalking and Mate Crime
· Emotional Well Being and Positive Mental Health
· The Role of the Appropriate Adult
· Cultural Consciousness/competency and Anti-Racism
· Any additional training or events relating to serious case reviews* 


For the latest SSCP courses, seminars and e-learning courses please visit: https://safeguardingchildren.salford.gov.uk/professionals/multi-agency-training/courses/ 
.
7.	Information Sharing and Confidentiality 

[bookmark: _Hlk114321269]7.1	It is important that governing bodies and proprietors are aware that among other obligations, the Data Protection Act 2018, and the UK General Data Protection Regulation (UK GDPR) place duties on organisations and individuals to process personal information fairly and lawfully and to keep the information they hold safe and secure. See ICO guidance ico.org.uk - ico Resources and Information. which includes information about the school’s obligations and how to comply, including protecting personal information, and providing access to official information.

	The school and the Designated Safeguarding Lead will have due regard to the relevant data protection principals which allow them to share personal information, as provided for in the Data Protection Act 2018 and the General Data Protection Regulation (GDPR)

7.2	(Suggestion) ‘Information sharing, and Confidentiality are issues which need to be discussed and fully understood by all those working with children, particularly in the context of child protection’.  
	
7.3 Practitioners work together best to safeguard children where there is an exchange of relevant information between them. Normally, personal information should only be disclosed to third parties (including other agencies) with the consent of the subject of that information (Data Protection Act 2018, European Convention on Human Rights, Article 8).  However, fears about sharing information cannot be allowed to stand in the way of the need to promote the welfare and protect the safety of children. The Data Protection Act (DPA) 2018 and UK GDPR do not prevent, or limit, the sharing of information for the purposes of keeping children safe. Wherever possible, consent should be obtained before sharing personal information with third parties but may be waived in the circumstances set out below.

7.4	Understanding that ‘safeguarding of children and individuals at risk’ allows practitioners to share information without consent where there is good reason to do so, and that the sharing of information will enhance the safeguarding of a child in a timely manner. The Governing Body/Proprietor will ensure relevant staff have due regard to the relevant data protection principles, which allow them to share (and withhold) personal information, as provided for in the Data Protection Act 2018 and the UK GDPR.  (Paragraph 119, Keeping Children Safe in Education September 2023)
  
7.5 In some circumstances, achieving consent may not be possible or desirable but the safety and welfare of a child dictate that the information should be shared.  The law permits the disclosure of confidential information necessary to safeguard a child or children.  Disclosure should be justifiable in each case, according to the particular facts of the case, and legal advice should be sought if in doubt.

7.6 Where consent cannot be obtained to share information, or consent is refused, or where seeking it may undermine the prevention, detection, or prosecution of a crime, the practitioner must judge from the facts whether there is enough public interest to justify sharing information.  A concern in relation to protecting a child from significant harm, promoting the welfare of children, protecting adults from serious harm or preventing crime and disorder are all well within public interest.

7.7 The Public Interest test means that practitioners must decide whether sharing information is a necessary and proportionate response to the need to protect the child in question.  The decision making process must weigh up what might happen if the information is shared against what might happen if it is not shared. The school will identify their scheme of delegation for such decision making. However, every practitioner has a professional responsibility to share information without delay when there are concerns about harm to a child and GDPR regulations should never be a barrier to Safeguarding Children and Young People 
7.8 Further guidance on information sharing and for staff who have to make decisions about sharing information can be found at:   
https://www.gov.uk/government/publications/safeguarding-practitioners-information-sharing-advice  


8.	Records and monitoring

8.1 Well-kept records are essential to good child protection practice.  Our school is clear about the need to record any concerns held about a child or children within our school, the status of such records and when these records, or parts thereof, should be shared with other agencies. All records relating to individual Child Protection and Safeguarding concerns will be held securely, kept confidential, with limited access those who need to know – this is usuallt the DSL and DDSL - as records will only be accessed by those who need to see them, and kept separate from the child/young person’s academic file. At Hilton Lane Primary School, we use cpoms as a central and secure method of record keeping.   

· All records will include:
· a clear and comprehensive summary of the concern; 
· details of how the concern was followed up and resolved;
· a note of any action taken, decisions reached and the outcome.

· Past concerns for children, and what happened in response to the concerns can be very important information for staff members who may have concerns for the child at a later time. 

· Record Retention – Child Protection records must be retained by all educational establishments until the child’s 25th Birthday, unless the records are transferred to a new establishment when the child transfers to a new provision. 

· Where children leave the school or college, the designated safeguarding lead will ensure their child protection file is transferred to the new school or college as soon as possible, and within 5 days for an in-year transfer or within the first 5 days of the start of a new term to allow the new school or college to have support in place for when the child arrives. The designated safeguarding lead will ensure secure transit, and confirmation of receipt will be obtained. This should be transferred separately from the main pupil file. Receiving schools should ensure key staff such as designated safeguarding leads and special educational needs co-ordinators (SENCO’s) or the named persons with oversight for special educational needs and disability (SEND) in a college, are aware as required.

· The school will consider whether it needs to retain a copy of the records (for example, if a sibling continues to attend the school). If a copy is retained the reason for this will be recorded.

8.2	Bullying, including cyberbullying, Sexual Harassment and Sexual Violence, prejudice-based and discriminatory bullying incidents are recorded and reviewed and the information is used to inform and enhance the whole school approach to all forms of anti-bullying strategies and responses within the school.


9.   	Child protection conferences

9.1 [bookmark: t1]The Child Protection conference is a meeting to discuss concerns about the care of a child. Its main purpose is to see whether the child is at risk of harm and, if so, to agree what needs to be done to reduce this risk. The Conference can decide to make the child the subject of a Child Protection Plan.

9.2 [bookmark: t2]Children are made the subject of a Child Protection Plan when they are thought to be at risk of harm. This might be from physical abuse, sexual abuse, emotional abuse or neglect. It helps to keep a check on the work being done with these children. The Plan contains basic details of the children and their families. It is held securely by Children's Social Care and information from it is only given to authorised people.

9.3 The Designated Safeguarding Lead will advise school staff on the preparation of reports for child protection conferences, participation in core groups and carrying out specific tasks with the child and family as identified in the child protection plan.

9.4 Further advice and support for school staff on participating in child protection meetings is also available from the Salford Children’s Services Safeguarding Unit on 0161 603 4350

10.	Supporting pupils at risk

10.1 Our school recognises that children who experience harm or trauma through abuse, neglect or through experiencing domestic abuse may find it difficult to develop a sense of self-worth and to view the world in a positive way.

10.2 Our school fosters a culture of safety through the development of an Anti-Bullying Policy where children and young people feel confident to report any incidents of bullying including cyberbullying, prejudice-based and discriminatory bullying, sexual harassment, or inappropriate sexualised behaviour, homophobic, biphobic and transgender bullying

10.3 This school may be the only stable, secure and predictable element in the lives of children at risk.  Whilst at school, their behaviour may still be challenging and dysregulated. In response there may be steps taken to consider suspension or exclusion from school. Such steps will be taken in the context of considering the needs of the child and this school will adopt a safeguarding first approach to addressing behavioural issues. Where appropriate, an Early Help Assessment will be carried out (with the consent of the parent/carer and/or young person), as an approach to understand the strengths and needs of the family and a create a supportive plan. The most effective way to create a support plan with the family is through collaboration with the Salford School Partnership. The Salford School Partnership approach involves a multi-agency partnership discussion, building trust and improving communications across the agencies so that information sharing is effective and appropriate, and the emerging needs identified. School Coordinators are available for consultations, they will advise and support our school on implementing the next steps for Early Help support..

10.4	It is also recognised that some children who have experienced abuse may in turn abuse others.  This requires a considered, sensitive approach in order that the child can receive appropriate help and support and that other children are protected from harm. 

10.5	This school will endeavour to support pupils through:

(a)	The curriculum, to encourage self-esteem and self-motivation;
(b)	The school ethos, which promotes a positive, supportive and secure environment and which gives all pupils and adults a sense of being respected and valued;
(c)	The implementation of school behaviour management policies 
(d) 	The implementation of a Peer on Peer Abuse policy
(e)	A consistent approach, which recognises and separates the cause of behaviour from that which the child displays.  This is vital to ensure that all children are supported within the school setting;
(f)	Regular liaison with other practitioners and agencies that support the pupils and their families, in-line with appropriate information sharing protocols;
(g)	A commitment to develop productive, supportive relationships (i.e. to work in partnership) with parents/carers whenever possible and so long as it is in the child’s best interests to do so;
(h)	The development and support of a responsive and knowledgeable staff group trained to respond appropriately in child protection situations.

10.6	Children with special educational needs or disabilities (SEND) or certain medical or physical health conditions can face additional safeguarding challenges both online and offline. This policy reflects the fact that additional barriers can exist when recognising abuse and neglect in this group of children. These can include: 

· assumptions that indicators of possible abuse such as behaviour, mood and injury relate to the child’s condition without further exploration 

· these children being more prone to peer group isolation or bullying (including prejudice-based bullying) than other children 

· the potential for children with SEND or certain medical conditions being disproportionally impacted by behaviours such as bullying, without outwardly showing any signs, and 

· communication barriers and difficulties in managing or reporting these challenges. 

· cognitive understanding – being unable to understand the difference between fact and fiction in online content and then repeating the content/behaviours in schools or colleges or the consequences of doing so.

10.7	Children who are lesbian, gay, bi, or trans (LGBT)

The school recognises that a child or a young person may be LGBT is not in itself inherent risk factor for harm. However, children who are LGBT can be targeted by other children. In some cases, a child who is perceived by other children to be LGBT (whether they are or not) can be just as vulnerable as children who identify as LGBT.  Risks can be compounded where children who are LGBT lack a trusted adult with whom they can be open. School staff will therefore endeavour to reduce the additional barriers faced and provide a safe space for them to speak out or share their concerns with members of staff. This school will proactively challenge any culture or individual instances of transphobia.

10.8 It must also be stressed that in a home environment where there is domestic abuse, drug or alcohol misuse, children may also be particularly vulnerable and in need of support or protection.
Where schools have adopted Operation Encompass for processes and procedures, they should refer to Annex 7

10.9	     We are committed to actively promoting the fundamental British values of democracy, the rule of law, individual liberty and mutual respect and tolerance of those with different faiths and beliefs.  Through the implementation of our school Statement of Core Values the pupils are encouraged to develop and demonstrate skills and attitudes that will allow them to participate fully in and contribute positively to life in modern Britain

There is a current threat from terrorism in the UK and this can include the exploitation of vulnerable young people, aiming to involve them in terrorism or to be active in supporting terrorism All staff seek have due regard to the need to prevent people from being radicalised and drawn into terrorism and extremism, including INCEL, Anti-Semitism and Right Wing Extremism. To achieve this, we will draw upon The Prevent Duty Guidance, DfE Guidance “Keeping Children Safe in Education, 2023”; and specifically Home Office Resources “Learning Together to be Safe”, “Prevent: Resources Guide”, “Tackling Extremism in the UK”, EFT ‘Prevent for FE and Training and DfE’s “Teaching Approaches that help Build Resilience to Extremism among Young People” and “Education Against Hate” on-line resources

When operating this policy, we will use the following accepted Governmental definition of extremism which is:

‘Vocal or active opposition to fundamental British values, including democracy, the rule of law, individual liberty and mutual respect and tolerance of different faiths and beliefs; and/or calls for the death of members in our armed forces, whether in this country or oversees’.

Staff will have training that gives them knowledge and confidence to identify children at risk of being drawn into terrorism, and to challenge extremist ideologies. Being drawn into terrorism includes not just violent but non-violent extremism, which can create an atmosphere conducive to terrorism and can popularise views which terrorists can exploit.

All staff seek to protect children and young people against the messages of all violent extremism including but not restricted to those linked to Islam ideology, Far Right/Neo Nazi/White Supremacist ideology/Incel/Anti-Semitism etc. 

Concerns will be referred to the Designated Child Protection Person who has local contact details for Prevent and Channel referrals. They will also consider whether circumstances require the police to be contacted.  https://safeguardingchildren.salford.gov.uk  provides further information.
Safeguarding concerns about a person who may be vulnerable to radicalisation or being drawn into terrorism will be referred through the Prevent referral form at https://contactus.salford.gov.uk/?formtype=PREVENTREF    

The Department for Education has launched a helpline for anyone concerned about a child who may be at risk of extremism, or about extremism within an organisation working with children and young people. Email: counter.extremism@education.gsi.gov.uk. Telephone: 020 7340 7264.

10.10	Section 5B of the Female Genital Mutilation Act 2003 (as inserted by section 74 of the Serious Crime Act 2015) places a statutory duty upon teachers along with regulated health and social care professionals in England and Wales, to report to the police where they discover (either through disclosure by the victim or visual evidence) that FGM appears to have been carried out on a girl under 18. Those failing to report such cases will face disciplinary sanctions. It will be rare for teachers to see visual evidence, and they will not be examining pupils, but the same definition of what is meant by “to discover that an act of FGM appears to have been carried out” is used for all professionals to whom this mandatory reporting duty applies. Information on when and how to make a report can be found at Mandatory reporting of female genital mutilation procedural information. 

Teachers must personally report to the police cases where they discover that an act of FGM appears to have been carried out and discuss any such case with the school’s designated safeguarding lead and involve children’s social care as appropriate. The duty does not apply in relation to ‘at risk’ or suspected cases (i.e. where the teacher does not discover that an act of FGM appears to have been carried out, either through disclosure by the victim or visual evidence) or in cases where the woman is 18 or over. In these cases, teachers will follow local safeguarding procedures.

10.11 Children and young people who are privately fostered can also sometimes require additional support. For more information about this see: https://safeguardingchildren.salford.gov.uk/professionals/private-fostering/ 

10.12 Mental Health
All staff will be aware that mental health problems can, in some cases, be an indicator that a child has suffered or is at risk of suffering abuse, neglect or exploitation.  (School Name) staff are well placed to observe children day-to-day and identify those whose behaviour suggests that they may be experiencing a mental health problem or be at risk of developing one.

Where children have suffered abuse and neglect, or other potentially traumatic adverse childhood experiences, this can have a lasting impact throughout childhood, adolescence and into adulthood. It is key that staff will be aware of how these children’s experiences, can impact on their mental health, behaviour, attendance and progress at school.

All Staff at Hilton Lane Primary School understand the importance of positive Mental Health and Emotional Well-being. Through the work of the Senior Mental Health Lead, Mental Health Leads and Champions, Emotionally Friendly School and Place2Be, the school has a co-ordinated approach to both supporting vulnerable pupils and developing a Whole School Approach to mental well-being. The Mental Health Leads work closely with the Designated Safeguarding Lead to ensure that if staff have a mental health concern about a child that is also a safeguarding concern, immediate action will be taken and a referral will be made to the Designated Safeguarding Lead.

10.13 Elective Home Education (EHE)

Many home educated children have an overwhelmingly positive learning experience. However, this is not the case for all, and elective home education can mean some children are less visible to the services that are there to keep them safe and supported in line with their needs. Where a parent/carer has expressed their intention to remove a child from school, with a view to educating at home, the school will work together with the LA and other key professionals to, where possible, coordinate a meeting with parents/carers.  Ideally, this would be before a final decision has been made, to ensure the parents/carers have considered what is in the best interests of each child; including where a child has SEND, is vulnerable, and/or has a social worker. Where a child has an Education, Health and Care plan, the parents/carers will need to work with the local authority to identify how the needs of the plan will be met and regularly reviewed.


10.14 Other specific safeguarding issues are:
· Child sexual exploitation (CSE) 
· Child criminal exploitation (CCE) 
· Bullying including cyberbullying, prejudice-based and discriminatory bullying 
· Domestic abuse * 
· Drug and alcohol 
· Fabricated or induced illness 
· Faith abuse 
· Honour based abuse
· child and early forced marriage
· female genital mutilation (FGM),
· breast ironing 
· infant oral mutilation 
· Illegal money lending and debt bondage
· Child gambling - including on-line
· Gangs, youth violence and county lines
· Gender-based violence/violence against women and girls (VAWG)
· Voyeurism – including ‘upskirting’
· Stalking and Mate Crime
· Mental health 
· Online Safety and the sharing of nude and semi-nude images
· Teenage relationship abuse 
· Trafficking 
· Nitrous-oxide and vaporised alcohol misuse.

10.15	Knowing where children are during school hours is an extremely important aspect of Safeguarding.  Young people being absent from school or college particularly repeatedly and/ or for prolonged periods can indicate potential safeguarding concerns, such as sexual abuse, exploitation, or criminal exploitation. This school’s responses to persistently absent pupils will focus on identifying abuse and preventing children/young people from becoming children missing education in the future.

This school monitors attendance carefully and will address poor or irregular attendance without delay.
The school will always follow up with parents/carers when pupils are not at school. This means we need to have a least two up to date contact numbers for parents/carers. Parents should remember to update the school as soon as possible if the numbers change.

In response to the guidance in Keeping Children Safe in Education (2023) the school has:
1. Staff who understand what to do when children do not attend regularly
2. Appropriate policies, procedures and responses for pupils who go missing from education (especially on repeat occasions).
3. Strategies in place to actively encourage disaffected and disengaged young people to re-engage with education opportunities within the school.
4. Staff who know the signs and triggers for travelling to conflict zones, FGM and forced marriage including knowing that in the UK since February 2023 it is illegal for anyone under the age of 18 years of age to marry even if violence threats or coercion are not used.
5. Procedures to inform the local authority when we plan to take pupils off-roll when they:
a)	leave school to be home educated
b)	move away from the school’s location
c)	remain medically unfit beyond compulsory school age
d)	are in custody for four months or more (and will not return to school afterwards); or
e)	are permanently excluded
We will ensure that pupils who are expected to attend the school, but fail to take up the place will be referred to the local authority.
When a pupil leaves the school, we will record the name of the pupil’s new school and their expected start date.

10.16	Staff in this school will be aware that safeguarding issues can manifest themselves via child-on-child abuse. This is most likely to include, but not limited to: 
· bullying (including racial bullying cyberbullying, prejudice-based and discriminatory bullying);
· physical abuse such as hitting, kicking, shaking, biting, hair pulling, or otherwise causing physical harm;
· sexual violence and sexual harassment;
· gender-based violence
· sexting (also known as youth produced sexual imagery); and
· initiation-type violence and rituals.
Abuse is abuse and will never be tolerated or passed off as “banter” or “part of growing up”. Different gender issues can be prevalent when dealing with peer on peer abuse. This could for example include girls being sexually touched/assaulted or boys being subject to initiation-type violence.
This school believes that all children have a right to attend school and learn in a safe environment. Children should be free from harm by adults in the school and other students.
At [name of school] we will support the victims of peer on peer abuse by [insert how this will be done].


11.	Safer schools, safer staff

· The school will complete and ensure that the School Security Guidance Checklists and Templates meet the requirements of the Emergency planning and response for education, childcare, and children’s social care settings guidance
· School staff will be advised about ensuring safe practice. All staff will be directed to consider the information at https://safeguardingchildren.salford.gov.uk/professionals/safe-working-practices/  This includes information about the importance of safer recruitment and best practice in providing a safe environment for children and young people.  

· The school will make available to school staff information about ‘counselling’ and/or giving advice to children/young people about sexual matters.

· The school will ensure opportunities for staff to share perspectives and experiences with practitioners from other agencies[footnoteRef:2]. [2:   Child protection and safeguarding are multi-agency responsibilities. These responsibilities are best discharged when practitioners have a good understanding of each other’s role. Such opportunities can be provided by SSCP training or, for example, by schools arranging for occasional meetings with other agencies in their locality.] 


· The school will recruit and select safe staff in compliance with DfE guidance and with the procedures set down by the Independent Safeguarding Authority.
· The disqualification by association rules no longer apply to school staff.  However, staff will be reminded that their relationships and associations both within and outside of the workplace (including online) may have implications for the safeguarding of children in school and that school will be informed of any changes in their circumstances that may have implications for the safeguarding of the children.  Staff will also be reminded that they may be considered to pose a risk of harm to children if, even out of school, they have behaved or may have behaved in a way that indicates they may not be suitable to work with children. 

· Staff will be made aware of the current SSCP procedures for dealing with allegations of abuse against staff.

· The school will make staff aware of the arrangements in respect of the following issues:

· What steps has the school taken to reduce the possibility of abuse by school staff and anyone else working within the school setting?

· [bookmark: _Hlk114323278]How are staff made aware of what to do if they have concerns about the behaviour/conduct of the Head Teacher or other members of staff (including supply staff), contractors and volunteers, 

· How staff are made aware of what do if they have concerns about including low level concerns, behaviour/conduct of the Head Teacher or other members of staff (including supply staff), contractors and volunteers, which do not meet the Safeguarding Thresholds but are still a cause for concern ( often referred to as ‘low level concerns)

· That where the school is not the employer of a member of staff (including supply teachers, contractors and volunteers) the school will ensure allegations are dealt with appropriately and will liaise with all relevant parties, employers and agencies including the local authority designated officer (LADO) to determine a suitable outcome.

· What organisational, personal or professional difficulties can get in the way of protecting children?

· What guidance is given to school staff about physical contact with pupils and working in a one-to-one situation with a pupil?

· What are the implications of this policy in terms of working with all parents/carers in school?
If staff are concerned about the way safeguarding is carried out in the school they should refer to the Whistle-blowing policy and that a whistleblowing disclosure must be about something that affects the general public such as:
· a criminal offence has been committed, is being committed or is likely to be committed
· an legal obligation has been breached
· there has been a miscarriage of justice
· the health or safety of any individual has been endangered
· the environment has been damaged
· information about any of the above has been concealed


Even when our school is not the employer of a member of staff (including supply teachers, contractors and volunteers) we will ensure allegations are dealt with appropriately and will liaise with all relevant parties, employers and agencies including the local authority designated officer (LADO) to determine a suitable outcome. 
 
If the School receives an allegation related to an incident that happened when an individual or organisation was using our school premises for the purposes of running activities for children, we will follow our safeguarding policies and procedures, including informing the LADO.



Appendix 1 	Salford’s Support and Safeguarding (formerly the 'thresholds of need and response')


support-and-safeguarding-january-2022.pdf (salford.gov.uk) guidance is for anyone who has concerns about a child. It is designed to be used as a foundation to enable the correct level of support to be provided, whilst embedding strengths-based, community approaches into practice.
It is important that this guidance is understood by DSLs and DDSLs to ensure children get the right support at the right time. It introduces a model of help and support, providing information on the levels of need and gives examples of some of the indicators that mean a child or young person may need additional support.

There are four types of support which families are entitled to ensure they meet 
their children’s needs and help them to thrive. Practitioners will reflect on 
each stage with the family whenever possible but recognise there may be times this is not 
safe to do so. Examples of this are serious safeguarding concerns that require immediate 
intervention, where staff are unsure the Bridge will be contacted for consultation. 0161 603 4500.
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Appendix 2 	School Child Protection Procedures

1. 	What Should Staff/Volunteers Do If They Have Concerns About A Child or Young Person in School?

Practitioners in schools who are concerned about a child’s welfare or who believe that a child is or may be at risk of harm from abuse or neglect should pass any information to the Designated Safeguarding Lead in school; this should always occur as soon as possible and certainly within 24 hours (see Flowchart at Appendix 3): The designated safeguarding lead or a deputy should always be available to discuss safeguarding concerns. If in exceptional circumstances, the designated safeguarding lead (or deputy) is not available, this should not delay appropriate action being taken. Staff should consider speaking to a member of the senior leadership team and/or take advice from local children’s social care. In these circumstances, any action taken should be shared with the designated safeguarding lead (or deputy) as soon as is practically possible.

	The Designated Safeguarding Lead) is: Emma Corrie 

		
	
The Deputy Designated Safeguarding Lead(s) for Child Protection is: Hayley Kearsley, Helen Oliver and Julie Splaine.

	

It is these senior colleagues who are responsible for taking action where the welfare or safety of children or young people is concerned.  If staff are uncertain about whether their concerns are indeed ‘child protection’ then a discussion with their Designated Lead who will assist in determining the most appropriate next course of action. The multi-agency Bridge Partnership team can also be consulted, where you will be able to speak to a qualified social worker if necessary for support and advice.

	Staff should never:
· Do nothing/assume that another agency or practitioner will act or is acting.
· Attempt to resolve the matter themselves alone.

What should the Designated Safeguarding Lead consider right at the outset?
· Am I dealing with ‘risk’ or ‘need’? (By definition, a child at risk is also a child in need. However, what is the priority / level and immediacy of risk / need?)
· Can the level of need identified be met:
· In or by the school or by accessing  universal services
· By undertaking an Early Help Assessment without referral to the Bridge Partnership
· By working with the child, parents and colleagues? 
· What resources are available to the practitioner and the school and what are their limitations?
· Is the level of need such that a referral needs to be made to the Bridge Partnership which requests that an assessment of need be undertaken? (Section 17 Child in Need referral)
· Is the level and/or likelihood of risk such that a child protection referral needs to be made (i.e. a child is suffering or is likely to suffer significant harm? (Section 47 Child Protection referral)
· What information is available re: Child, Parents, Family & Environment?
· What information is inaccessible and, potentially, how significant might this be? For example has the parent/carer denied that there is a problem and failed to co-operate with the school in resolving the issue?
· Who do I/don’t I need to speak to now and what do they need to know?
· Where can I access appropriate advice and/or support?
· If I am not going to refer, then what action am I going to take? (e.g. timelimited monitoring plan, discussion with parents or other practitioners, recording etc)

2. 	Feedback to Staff Who Report Concerns to the Designated Safeguarding Lead

Rules of confidentiality mean that it may not always be possible or appropriate to feedback to staff who report concerns to them. Such information will be shared on the statutory ‘need to be involved’ basis only and the Designated Lead will decide which information needs to be shared, when and with whom. The primary purpose of confidentiality in this context is to safeguard and promote the child’s welfare.

3. 	Referrals to the Bridge Partnership

	There are four types of support which families are entitled to ensure they meet their children’s needs and help them to thrive. Practitioners will reflect on each stage with the family whenever possible but recognise there may be times this is not safe to do so. Examples of this are serious safeguarding concerns that require immediate intervention.  Where unsure the Bridge will be contacted for consultation. 0161 603 4500

Universal Services and Self-Help The child is supported by their parents/carers in the community with access to mainstream (universal) services but with no identified additional needs. Diverse community self-help arrangements may also support parents and carers in providing good care for their children.

Targeted and Co-ordinated Early Help The child’s needs are not clear, not known or not being met. This is the threshold to initiate an early help assessment. Response services are universal support services and/or targeted services. An Early Help Assessment and Team Around the Family (TAF) would be recommended to coordinate the delivery of services, promote integrated working and family participation.

Child In Need (CIN) The child’s needs require longer term intervention from statutory and/or specialist services. High level additional unmet needs will usually require a targeted integrated response. This is also the threshold for a Child In Need which will require a Children’s Social Care assessment and intervention.

	Specialist Assessment The child has acute needs requiring statutory intensive support. This in particular includes the threshold for child protection and the Young Person’s Plan (YPP) which will require Children’s Social Care assessment intervention.


(i) Is this a Child In Need?
Under Section 17 (10) of the Children Act 1989, a child is a Child in Need if:
· He/she is unlikely to achieve or maintain, or have the opportunity of achieving or maintaining, a reasonable standard of health or development without the provision for him/her of services by a local authority.
· His/her health or development is likely to be significantly impaired, or further impaired, without the provision for him/her of such services; or
· He/she is disabled.

 (ii) Is this a Child Protection Matter?

Under section 47(1) of the Children Act 1989, a local authority has a duty to make enquiries where they are informed that a child who lives or is found in their area:
(a) is the subject of an Emergency Protection Order;
(b) is in Police Protection; or where they have
(c) reasonable cause to suspect that a child is suffering or is likely to suffer significant harm.

Therefore, it is the ‘significant harm’ threshold’ that justifies statutory intervention into family life. A practitioner making a child protection referral under s.47 must therefore provide information which clearly outlines that a child is suffering or is likely to suffer significant harm. The Designated Safeguarding Lead will make judgements around ‘significant harm’, levels of ‘need’ and when to refer.  As part of the referral process, when children are being harmed in contexts outside the home, as much information as possible will be provided so all the evidence is available to enable a contextual approach to address such harm.

4. 	Making Referrals to CSC (Guidance for Headteachers and Designated Safeguarding Leads) via the online Salford City Council’s portal and information hub for services to Children, Young people, and families at https://childrensportalehm.salford.gov.uk/web/portal/pages/home 

	All referrals and requests for support concerning the welfare or safety of a child must go through the Bridge Partnership via the online portal.
	
· When making a referral the DSL will identify if they are referring a:
· Child Protection Matter
· [bookmark: _Hlk114219170]Child Needing Support
· Child Protection referrals will be for a child(ren) at risk of significant harm. Consent will be gained where it is appropriate. The school/DSL will advise what measures are in place to increase the child(ren)’s safety ahead of The Bridge Partnership contacting the family.
· Child(ren) requiring support consent will be gained in advance of making the referral.
· Child Protection– make a referral if you are concerned a child is at risk.  If you have concerns that a child is at immediate risk of harm, you should call 999. When is a child at risk of harm? Some children may be suffering, or are at risk of suffering, significant harm and need protection and care because of neglect, sexual, physical, or emotional abuse. There are other areas of concern that could leave a child in acute need such as Female Genital Mutilation (FGM), Honour Based Violence, radicalisation, domestic abuse, modern slavery, gang involvement, criminal activity (e.g., county lines) and/or sexual exploitation. 
Where there is not a safeguarding concern, a Child Needing Support referral will be made: where a child may be in need, or needs Early Help. 
[bookmark: _Hlk114962762]A child can be in need if: They are unlikely to achieve or maintain, or to have the opportunity of achieving or maintaining, a reasonable standard of health or development without the provision for him/her of services by a local authority, their health or development is likely to be significantly impaired, or further impaired without the provision for him/her of such services, they are disabled.
Questions that are considered when completing the referral form, 
What has prompted the referral?
What are the identified needs?
What are the positives for the family?
What are the concerns for the child/family?
What the school has done to ensure the safety of the child before making this referral?
Every referral into the Bridge Partnership is screened by Bridge social workers or Bridge Early help screeners to determine the level of support to be provided so referrals will be evidence based, contain; what life is life for that child at home, what is likely to happen without intervention and for targeted Early Help and for Children In Need, parental consent will be obtained.  

· Referrals will also contain the voice of the child regarding:
· What is their lived experience?
· What is it they want to happen?


	(i)	Child Needing Support

· Where an Early Help Assessment already exists, the DSL will send this with the referral to the Bridge Partnership along with any Team around the Family minutes.

· This is a request for assessment/support/services and, as such, consent of the parent(s) (and child/young person will be obtained where appropriate). 

· Where a parent/carer/young person refuses to consent, the school will make clear their ongoing plans and responsibilities in respect of support, monitoring etc, and the possibility of a child protection referral at some point in future if things deteriorate or do not improve. (This is about openness and transparency in dealings with parents). 

	(ii)	Child Protection Matter

· A telephone call will be made to the Bridge Partnership and the referral form submitted straight after the conversation.

· If an Early Help Assessment exists this will be forwarded to the Bridge Partnership as soon as possible, and certainly within 48 hours along with any Team around the Family minutes.

· Consent of a parent or child/young person is not required to make a child protection referral 

· A parent will, under most circumstances, be informed that a child protection referral is to be made. The criteria for not informing parents are:

(a) Because this would increase the risk of significant harm to a child(ren); or
(b) Because, in the referrer’s professional opinion, to do so might impede an investigation that may need to be undertaken;
(c) Because there would be an undue delay caused by seeking consent which would not serve the child’s best interests.

Fear of jeopardising a working relationship with parents because of a need to refer is not sufficient justification for not making a referral nor for not telling them that you need to refer. Lack of openness will do little to foster ongoing trust, particularly as the source of referrals will be disclosed to parents except in a limited number of circumstances. If you feel that your own or another adult’s immediate safety would be placed at risk by informing parents, then you should seek advice and/or make this clear on the Early Help Assessment and in any telephone contact with the Bridge Partnership.

[bookmark: _Hlk114147896]5. 	Bridge Partnership Responses to Referrals and Timescales

	In response to a referral, the Bridge Partnership may decide to:

· Provide advice to the referrer and/or child/family;
· Refer on to another agency who can provide services;
· Convene a Strategy Meeting ;
· Provide support services under Section 17;
· Undertake a social work assessment (completed within 45 working days);
· Convene an Initial Child Protection Conference (within 15 working days of a Strategy Meeting) 
· Accommodate the child under Section 20 (with parental consent);
· Make an application to court for an Order;
· Take no further action

[bookmark: _Hlk114147839]6.	Feedback from the Bridge Partnership

The Bridge Partnership has 24 hours within which to make a decision about a course of action in response to a referral. A Designated Safeguarding Lead should expect to receive written confirmation about action following any referral within 7 days. If the school does not receive any (same day) verbal feedback following an urgent child protection referral, and where this places school/a child or children in a vulnerable position, the school will ask to speak to a Duty Social Worker, or the relevant Team Manager. 

7. 	Risk Assessment ‘Checklist’

· Does/could the suspected harm meet the Working Together 2018 definitions of abuse?
· Are there cultural, linguistic or disability issues?
· Am I wrongly attributing something to SEND need?
· Does the chronology indicate any possible patterns which could/do impact upon the level of risk?
· Are any injuries or incidents acute, cumulative, episodic?
· Did any injuries result from spontaneous action, neglect, or intent?
· Explanations consistent with injuries/behaviour?
· Severity and duration of any harm?
· Effects upon the child’s health/development?
· Immediate/longer term effects?
· Likelihood of recurrence?
· Use of Thriving Families Tool to assess neglect
· Child’s reaction?
· Child’s perception of the harm?
· Child’s needs wishes and feelings?
· Parent’s/carer’s attitudes/response to concerns?
· Are there any barriers to parental/carer engagement?
· How willing are they to cooperate?
· What does the child mean to the family?
· What role does the child play?
· Possible effects of intervention?
· Protective factors and strengths of/for child(I.e. resilience/vulnerability)
· Familial strengths and weaknesses?
· When and how is the child at risk?
· How imminent is any likely risk?
· How grave are the possible consequences?
· How safe is this child?
· What is the safety plan?
· What are the risk assessment options?
· What are the risk management options?
· What is the interim plan?


Appendix 3:	Taking action on child welfare/protection concerns in school 

Staff member has concerns about a child’s health, development, safety or welfare

Discuss with Designated Safeguarding Lead as soon as possible (and certainly within 24 hours)
Action agreed and recorded by DSL





Designated Safeguarding Lead considers

· Context & history/information available/inaccessible
· Need for Mandatory report to police - FGM
· Explanations & contemporaneous life events
· Uses Framework for Assessment and Early Help Assessment 
· Evidence and nature of risk/need
· Balance of Probabilities









                        A Level of Need Is Identified

· What level of need is identified?
· What are the parent’s/kinship carer/child’s views?
· What services might be accessed: 
a) in school; b) via the LA; c) via direct referral to non-statutory agencies
· Can these meet the level of need identified?









Yes

No


S.17 Child in Need 
Referral to the Bridge Partnership with parental consent

Child suffering or likely to suffer significant harm

Access
Input
Monitor
Record









Review

Assessment
Advice
Services
Inform parents of intention to refer unless this would:
· Increase risk to child
· Impede investigation
· Cause undue delay







       S.47 Child Protection Referral 
Telephone call to the Bridge Partnership
No Further Action/
Ongoing Monitoring and Support








Appendix 4: Responding to a disclosure 

If a child wants to confide in you, you SHOULD
· Be accessible and receptive;
· Listen carefully and uncritically, at the child’s pace;
· Take what is said seriously;
· Reassure children that they are right to tell;
· Tell the child that you must pass this information on;
· Make sure that the child is ok ;
· Make a careful record of what was said

You should NEVER
· Investigate or seek to prove or disprove possible abuse;
· Make promises about confidentiality or keeping ‘secrets’ to children;
· Assume that someone else will take the necessary action;
· Jump to conclusions, be dismissive or react with shock, anger, horror etc;
· Speculate or accuse anybody;
· Investigate, suggest or probe for information;
· Confront another person (adult or child) allegedly involved;
· Offer opinions about what is being said or the persons allegedly involved;
· Forget to record what you have been told;
· Fail to pass this information on to the correct person (the Designated Child Protection Person).
· Involve those who do not need to be involved.  Only those such as the designated safeguarding lead (or a deputy) and children’s social care need to involved. 


Children with communication difficulties, or who use alternative / augmentative communication systems
Practitioners should be aware that children may find it difficult to always speak about what they need, what is happening to them or what has happened to them.. This might include SEND children, unaccompanied children, refugees, children who are victims of modern slavery and/or trafficking and those who do not speak English or for whom English is not their first language.
· While extra care may be needed to ensure that signs of abuse and neglect are interpreted correctly, any suspicions should be reported in exactly the same manner as for other children;
· Opinion and interpretation will be crucial (be prepared to be asked about the basis for it and to possibly have its validity questioned if the matter goes to court).
· Use of signers or interpreters 

Recordings should
· State who was present, time, date and place;
· Be written in ink and be signed by the recorder;
· Be passed to the Designated Safeguarding Lead or Head Teacher immediately (certainly within 24 hours);
· Use the child’s words wherever possible;
· Be factual/state exactly what was said;
· Differentiate clearly between fact, opinion, interpretation, observation and/or allegation.

What information do you need to obtain?
· Schools have no investigative role in child protection (Police and the Bridge Partnership will investigate possible abuse very thoroughly and in great detail, they will gather evidence and test hypotheses – leave this to them!);
· Never prompt or probe for information, your job is to listen, record and pass on;
· Ideally, you should be clear about what is being said in terms of who, what, where and when;
· The question which you should be able to answer at the end of the listening process is ‘might this be a child protection matter?’;
· If the answer is yes, or if you’re not sure, record and pass on immediately to the Designated Safeguarding Lead /Head Teacher/line manager or consult directly with the Bridge Partnership.

If you do need to ask questions, what is and isn't OK?
· Never ask closed questions i.e. ones which children can answer yes or no to e.g. Did he touch you? 
· Never make suggestions about who, how or where someone is alleged to have touched, hit etc e.g. top or bottom, front or back?
· If we must, use only ‘minimal prompts’ such as ‘go on … tell me more about that … tell me everything that you remember about that … … ‘
· Timescales are very important: ‘When was the last time this happened?’ is an important question.

What else should we think about in relation to disclosure?
· Is there a place in school which is particularly suitable for listening to children e.g. not too isolated, easily supervised, quiet etc;
· We need to think carefully about our own body language – how we present will dictate how comfortable a child feels in telling us about something which may be extremely frightening, difficult and personal;
· Be prepared to answer the ‘what happens next’ question;
· We should never make face-value judgements or assumptions about individual children. For example, we ‘know  that [child…………] tells lies’;
· Think about how you might react if a child DID approach you in school. We need to be prepared to offer a child in this position exactly what they need in terms of protection, reassurance, calmness and objectivity;
· Think about what support you could access if faced with this kind of situation in school.
 


Appendix 5 	What is abuse and neglect?

All school and college staff should be aware that abuse, neglect and safeguarding issues are rarely standalone events that can be covered by one definition or label. In most cases multiple issues will overlap with one another. Abuse is a form of maltreatment of a child. Somebody may abuse or neglect a child by inflicting harm, or by failing to act to prevent harm. Children may be abused in a family or in an institutional or community setting, by those known to them or, more rarely, by others (e.g. via the internet). They may be abused by an adult or adults, or another child or children. Harm can include ill treatment that is not physical as well as the impact of witnessing ill treatment of others. This can be particularly relevant, for example, in relation to the impact on children of all forms of domestic abuse, including where they see, hear, or experience its effects. Children may be abused in a family or in an institutional or extra-familial contexts by those known to them or, more rarely, by others. Abuse can take place wholly online, or technology may be used to facilitate offline abuse. Children may be abused by an adult or adults, or another child or children.

Definitions of child abuse

There are four main types of child abuse.

· Physical Abuse

· Emotional Abuse

· Sexual Abuse/ Child Sexual Exploitation

· Neglect 


Physical abuse 

Physical abuse may involve hitting, shaking, throwing, poisoning, burning or scalding, drowning, suffocating, or otherwise causing physical harm to a child. Physical harm may also be caused when a parent or carer fabricates the symptoms of, or deliberately induces, illness in a child. 

Emotional Abuse 

Emotional abuse is the persistent emotional maltreatment of a child such as to cause severe and persistent adverse effects on the child’s emotional development. It may involve conveying to children that they are worthless or unloved, inadequate, or valued only insofar as they meet the needs of another person. It may include not giving the child opportunities to express their views, deliberately silencing them or ‘making fun’ of what they say or how they communicate. It may feature age or developmentally inappropriate expectations being imposed on children. These may include interactions that are beyond the child’s developmental capability, as well as overprotection and limitation of exploration and learning, or preventing the child participating in normal social interaction. It may involve seeing or hearing the ill-treatment of another. It may involve serious bullying (including cyberbullying, prejudice-based and discriminatory bullying), causing children frequently to feel frightened or in danger, or the exploitation or corruption of children. Some level of emotional abuse is involved in all types of maltreatment of a child, though it may occur alone. 

Sexual Abuse 

Sexual abuse involves forcing or enticing a child or young person to take part in sexual activities, not necessarily involving a high level of violence, whether or not the child is aware of what is happening. The activities may involve physical contact, including assault by penetration (for example, rape or oral sex) or non-penetrative acts such as masturbation, kissing, rubbing and touching outside of clothing. They may also include non-contact activities, such as involving children in looking at, or in the production of, sexual images, watching sexual activities, 


encouraging children to behave in sexually inappropriate ways or grooming a child in preparation for abuse (including via the internet). Sexual abuse is not solely perpetrated by adult males. Women can also commit acts of sexual abuse, as can other children. 

Neglect 

Neglect is the persistent failure to meet a child’s basic physical and/or psychological needs, likely to result in the serious impairment of the child’s health or development. 
Neglect may occur during pregnancy as a result of maternal substance abuse. Once a child is born, neglect may involve a parent or carer failing to: provide adequate food, clothing and shelter (including exclusion from home or abandonment)

· protect a child from physical and emotional harm or danger
· ensure adequate supervision (including the use of inadequate care-givers)
· ensure access to appropriate medical care or treatment. 
· Provide suitable education


It may also include neglect of, or unresponsiveness to, a child’s basic emotional needs. The Thriving Families Tool is Salford’s recommended tool for assessing neglect. 


Signs of abuse 

Recognising child abuse is not easy. Sometimes the signs are not obvious and sometimes signs that appear to be indicative of abuse can be due to other causes. Therefore it is very important that you use these signs to help you think about the concerns you have and how you will describe these when making a referral or consulting with the Bridge Partnership team.

These definitions and indicators only serve as a guide to assist you. Remember that children may exhibit some of these indicators at some time, and that the presence of one or more is not necessarily proof that abuse is occurring. There may be other reasons for changes in behaviour such as bereavement, significant changes in family relationships, including the birth of a new baby in the family or problems between parents/carers. 

It is not your responsibility to decide whether or not child abuse has taken place or if a child is at significant risk of harm from someone. You do, however, have a responsibility and duty to act in order that the appropriate agencies can investigate and take any necessary action to protect a child. The social worker or police officer will always want to understand your concerns about the child in the context of the child’s development and relationships.

The following information should help you to be more alert to the signs of possible abuse and to provide the necessary information when reporting your concerns. 

Abuse 
Abuse is a form of maltreatment of a child. Somebody may abuse or neglect a child by inflicting harm or by failing to act to prevent harm. Harm can include ill treatment that is not physical as well as the impact of witnessing ill treatment of others. This can be particularly relevant, for example, in relation to the impact on children of all forms of domestic abuse. Children may be abused in a family or in an institutional or community setting by those known to them or, more rarely, by others. Abuse can take place wholly online, or technology may be used to facilitate offline abuse. Children may be abused by an adult or adults or by another child or children.

Physical Abuse 

Most children in daily life will collect cuts and bruises. But each child is different and any perceived injuries should be interpreted in light of:

· the child’s medical and social history
· the child’s developmental stage
· the explanation given for the injury 

Most accidental bruises are seen over bony parts of the body, e.g. elbows, knees, shins, and often on the front of the body. 
Important indicators of physical abuse are bruises or injuries that are either unexplained or inconsistent with the explanation given, or visible on the ‘soft’ parts of the body where accidental injuries are unlikely, e g, cheeks, abdomen, back and buttocks. 

The physical signs of abuse may include: 

· Bruising, marks or injuries on any part of the body that are unexplained or not consistent with the explanation given for them
· Injuries which occur to the body especially in clusters and in places which are not normally exposed to falls or rough games
· Injuries which have not received medical attention or there has been a delay in getting medical attention (although note that burn injuries are often delayed in presentation due to blistering taking place sometime later)
· Cigarette burns
· Human bite marks
· Broken bones
· Scalds
· Multiple burns

Changes in behaviour that can also indicate physical abuse: 

· fear of parents/carers being approached for an explanation
· fear of further enquiries being made
· aggressive behaviour or severe temper outbursts
· flinching when approached or touched
· reluctance to get changed, for example in hot weather, or to participate in games or swimming
· depression
· withdrawn behaviour
· running away from home or school 


Emotional Abuse 

Emotional abuse can be difficult to identify, as there may be no outward physical signs. 

There may be a developmental delay due to a failure to thrive and grow – but this will usually only be evident if the child puts on weight in other circumstances, for example when hospitalised or away from their parent/carers care.

Children who appear well-cared for may nevertheless be emotionally abused by being taunted, put down or belittled. They may receive little or no love, affection or attention from their parents or carers. 

Emotional Abuse can occur when Domestic Abuse happens in the presence of children. Hearing or seeing domestic abuse can have a traumatic effect on children. 

Emotional abuse can also take the form of children not being allowed to mix or play with other children. 

Changes in behaviour or presentation which can indicate emotional abuse include: 

· Depression, aggression, extreme anxiety, changes or regression in mood or behaviour, particularly where a child withdraws or becomes clingy
· Neurotic behaviour e.g. sulking, hair twisting, rocking
· Obsessions or phobias
· Sudden underachievement or lack of concentration
· Seeking adult attention and not mixing well with other children
· Sleep or speech disorders
· Negative statements about self
· Extreme shyness or passivity
· Running away, stealing and lying
· Being unable to play
· Fear of making mistakes
· Sudden speech disorders
· Self-harm
· Fear of parent being approached regarding their behaviour
· Developmental delay in terms of emotional progress
· Reporting parental violence or discord (i.e. exposure to domestic abuse) 

Sexual Abuse 

Sexual abuse is known to take place against children and young people of all ages, including infants and toddlers.

Usually, in cases of sexual abuse it is the child’s behaviour that may cause you to become concerned, although physical signs can also be present. 

Children who tell about sexual abuse do so because they want it to stop. It is important, therefore, that they are listened to and taken seriously. 

Children and Young people are frequently sexually exploited by individuals or groups who ignore the fact that the individual child or young person does not have the legal capacity to consent – either because of age or, with older young people, the cognitive capacity to consent. The young person is groomed into believing a relationship is genuine and then made to believe they have willingly entered into a sexualised relationship. They are then blackmailed and threatened and forced into being sexually exploited against their will.

It is not just adult men who sexually abuse children – there are increasing numbers of allegations of sexual abuse of children against women and sexual abuse can also be perpetrated by other children or young people. 


The physical signs of sexual abuse may include: 

· pain or itching in the genital area
· bruising or bleeding near genital area
· sexually transmitted disease
· vaginal discharge or infection
· repeated urinary infections
· stomach pains
· discomfort when walking or sitting down
· pregnancy 

Changes in behaviour or presentation which can also indicate sexual abuse include: 

· any allegation by the child of sexual abuse
· sudden or unexplained changes in behaviour e.g. becoming dysregulated behaviours or withdrawn
· fear of being left with a specific person or group of people
· having nightmares and severe or persistent sleep disturbance
· running away from home
· sexual knowledge beyond their age or developmental level; preoccupation with sexual matters
· sexual activity through drawings, language or play
· bedwetting
· eating problems such as overeating or anorexia
· self-harm or mutilation, sometimes leading to suicide attempts
· saying they have secrets they cannot tell anyone about
· substance or drug abuse
· suddenly having unexplained sources of money
· not being allowed to have friends (particularly in adolescence)
· acting in a sexually explicit way towards adults 

Neglect 

Neglect can be a difficult form of abuse to recognise but it has some of the most lasting and damaging effects on children. 

The physical signs of neglect may include: 

· constant or frequent  hunger, sometimes stealing food
· constantly dirty or ‘smelly’
· loss of weight, or constantly underweight
· inappropriate clothing for the conditions.
· Frequent diarrhoea
· Untreated illnesses, injuries or physical complaints 

Changes in behaviour or presentation which can also indicate neglect may include: 
· frequent tiredness
· overeating
· not requesting medical assistance and/or failing to attend appointments
· having few friends
· mentioning being left alone or unsupervised. 

Child Sexual Exploitation (CSE) and Child Criminal Exploitation (CCE)

Both CSE and CCE are forms of abuse and both occur where an individual or group takes advantage of an imbalance in power to coerce, manipulate or deceive a child into sexual or 

criminal activity. Whilst age may be the most obvious, this power imbalance can also be due to a range of other factors including gender, sexual identity, cognitive ability, physical strength, status, and access to economic or other resources. In some cases, the abuse will be in exchange for something the victim needs or wants and/or will be to the financial benefit or other advantage (such as increased status) of the perpetrator or facilitator. The abuse can be perpetrated by individuals or groups, males or females, and children or adults. The abuse can be a one-off occurrence or a series of incidents over time, and range from opportunistic to complex organised abuse. It can involve force and/or enticement-based methods of compliance and may, or may not, be accompanied by violence or threats of violence. Victims can be exploited even when activity appears consensual and it should be noted exploitation as well as being physical can be facilitated and/or take place online. More information including definitions and indicators are included in Annex B of Keeping Children Safe in Education.

Indicators of child criminal and sexual exploitation may include:

· Acquisition of money, clothes, mobile phones, etc. without plausible explanation;
· Gang-association and/or isolation from peers/social networks;
· Exclusion or unexplained absences from school, college or work;
· Leaving home/care without explanation and persistently going missing or returning late;
· Excessive receipt of texts/phone calls;
· Returning home under the influence of drugs/alcohol;
· Inappropriate sexualised behaviour for age/sexually transmitted infections;
· Evidence of/suspicions of physical or sexual assault;
· Relationships with controlling or significantly older individuals or groups;
· Multiple callers (unknown adults or peers);
· Frequenting areas known for sex work;
· Concerning use of internet or other social media;
· Increasing secretiveness around behaviours; and
· Self-harm or significant changes in emotional well-being.
· suffering from changes in emotional well-being;
Relating to CSE
· children who suffer from sexually transmitted infections or become pregnant

Potential vulnerabilities include:

Although the following vulnerabilities increase the risk of child sexual exploitation, it must be remembered that not all children with these indicators will be exploited. Child sexual exploitation can occur without any of these issues.
· Having a prior experience of neglect, physical and/or sexual abuse;
· Lack of a safe/stable home environment, now or in the past (domestic abuse or parental substance misuse, mental health issues or criminality, for example);
· Recent bereavement or loss;
· Social isolation or social difficulties;
· Absence of a safe environment to explore sexuality;
· Economic vulnerability;
· Homelessness or insecure accommodation status;
· Connections with other children and young people who are being sexually exploited;

· Family members or other connections involved in adult sex work;
· Having a physical or learning disability;
· Being in care (particularly those in residential care and those with interrupted care histories); and
· Sexual identity.

Serious violence
All staff will be aware of the indicators, which may signal children are at risk 
from, or are involved with serious violent crime including:
· increased absence from school 
· a change in friendships or relationships with older individuals or groups 
· a significant decline in performance 
· signs of self-harm or a significant change in wellbeing
· signs of assault or unexplained injuries

Unexplained gifts or new possessions could also indicate that children have been approached by, or are involved with, individuals associated with criminal networks or gangs and may be at risk of criminal exploitation.

All staff will also be aware of the range of risk factors which increase the likelihood of involvement in serious violence, such as:
· being male
· having been frequently absent or permanently excluded from school
· having experienced child maltreatment
·  having been involved in offending, such as theft or robbery

Domestic Abuse

In April 2021, the Domestic Abuse Act 2021 received Royal Assent and introduced a statutory definition for the first time.

Definition
The Domestic Abuse Act 2021 (Part 1) defines domestic abuse as any of the following behaviours, either as a pattern of behaviour, or as a single incident, between two people over the age of 16, who are 'personally connected' to each other:
(a) 	physical or sexual abuse;
(b) 	violent or threatening behaviour;
(c) 	controlling or coercive behaviour;
(d) 	economic abuse (adverse effect of the victim to acquire, use or maintain money or other property; or obtain goods or services); and
(e) 	psychological, emotional or other abuse.

People are 'personally connected' when they are, or have been, married to each other or civil partners; or have agreed to marry or become civil partners. If the two people have been in an intimate relationship with each other, have shared parental responsibility for the same child, or they are relatives.

Section 3 of the Domestic Abuse Act 2021 (‘the 2021 Act’) recognises children as victims of domestic abuse for the purposes of the Act if the child sees, hears, or experiences the effects of the abuse, and is related to, or falls under “parental responsibility” of, the victim and/or perpetrator of the domestic abuse. A child might therefore be considered a victim of domestic abuse under the 2021 Act where one parent is abusing another parent, or where a parent is abusing, or being abused by, a partner or relative. Domestic abuse has a significant impact on children and young people of all ages (up to 18 years old). 

Types of domestic abuse include intimate partner violence, abuse by family members, teenage relationship abuse and child/adolescent to parent violence and abuse. Anyone can be a victim of domestic abuse, regardless of sexual identity, age, ethnicity, socio-economic status, sexuality or background and domestic abuse can take place inside or outside of the home.

Annex B of ‘Keeping Children Safe in Education 2023’ contains additional information about specific forms of abuse
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	5.11
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Annex 7

Operation Encompass 

Designated Safeguarding Lead
Emma Corrie

Key Adult (if different to the DSL)
Emma Corrie 

Designated Safeguarding Lead


Deputy Key Adult (if different to the Deputy DSL)
Hayley Kearsley 


Operation Encompass operates in the majority of police forces across England. It helps
police and schools work together to provide emotional and practical help to children. The
system ensures that when police are called to an incident in which a child or young person has been involved in or been exposed to an incident of domestic violence or abuse. the police will inform the key adult (usually the designated safeguarding lead) in school prior to 9.00 am before the child or children arrive at school the following day. This ensures that the school has up to date relevant information about the child’s circumstances and can enable silent or overt support to be given to the child according to their needs. 



AIMS 

Operation Encompass does not replace or supersede existing safeguarding processes or protocols, rather it seeks to support these operationally. The Protocol will be followed in conjunction with Salford’s Safeguarding Children Board/Salford Safeguarding Partnership. 

By sharing information under the Encompass model, children and young people who are experiencing domestic abuse will have access to responsive support after a domestic abuse incident. The school will receive information when: 
· Police have been called out to a domestic abuse incident 
· The child is present in the household at the time of the incident 
· The child is of school age 

Sharing this information in a timely manner via Operation Encompass enables the provision of immediate early intervention through silent or overt support, dependent upon the needs and wishes of the child.  


	SILENT SUPPORT EXAMPLES
	OVERT SUPPORT EXAMPLES

	· Flexible application of school rules for example uniform, homework etc.
· Understanding and flexibility in expectations in terms of:- 
- Behaviour 
- School Work 
· Opportunities for one-to-one time  with teacher to provide opportunities to talk for example ‘helping with a job’
· Review lesson plans to ensure appropriateness for the child on the day
· Systems for spare uniform, lunch etc. 
· Child knowing who they can talk to 
· Checking collection arrangements at the end of the school day 
	· Using tools to understand child experiences, for example 3 Houses.  More resources are available here. 
https://www.salford.gov.uk/children-and-families/safeguarding-children/advice-for-professionals/early-help-assessment-and-taf/voice-of-the-child/

· Talking to parents/carers 
· Use the Early Help Assessment process to access additional support
· Develop safety planning with the child
· ‘Healthy Relationships’ class sessions (EG Real Loves Rocks) 
· Consult with the Early Help School Coordinator



Operation Encompass do not advocate the automatic response of telephoning home once an operation encompass notification has been received. This could potentially place either the adult or child victim in danger.  The response should be assessed on a case-by-case basis and needs sensitivity and a real understanding of the risk.  If the school is unsure of the level of risk, the Key Adult will contact The Bridge Partnership and take advice from them. 
 
If the school receives a notification related to a young person who is Electively Home Educated we will contact The Bridge Partnership for a considered case by case approach on making contact with both the adult and child victim.

LEGAL REQUIREMENTS - INFORMATION SHARING AND STORAGE

Section 11(2) of the Children Act, 2004 requires Local Authorities and the Police to safeguard and promote the welfare of the children. This enactment provides conditions under the Data Protection Act 2018 by which personal and sensitive personal data may be lawfully shared. 
Personal data sharing must be proportionate, necessary but not excessive, and must be balanced with the consideration of privacy rights under the Human Rights Act. It must take into account any duty of confidentiality owed. A public interest in disclosure must outweigh an individual`s right to privacy. 

The basis on which sharing of information of this type may be justified by police is section 11(2) Children Act 2004 which requires that policing bodies (together with a number of other specified public bodies) discharge their functions having regard to the need to safeguard and promote the welfare of children.

This duty however, will be considered in line with the provisions of the Data Protection Act 2018 and the right to private and family life under Article 8 of the European Convention on Human Rights.

This protocol has been developed taking into account the duty to safeguard children and the requirements of the most recent Information Sharing – Advice for providing safeguarding services to children, young people, parents and carers 2018  

It is recognised that the handling of such confidential and sensitive information needs to be dealt with in a way that is proportionate and appropriate to the needs of the child or young person. To address this, the school has identified a Key Adult and a deputy to handle the confidential and sensitive information.  

The Encompass information is stored in accordance with the requirements for the storage of safeguarding/child protection files.   Where a child already has such a record, Encompass information will be included within the record.

The Key Adult will be the person available each day to receive the details of the incident and assess the type of support needed for the child.


ROLES AND RESPONSIBILITIES 

1. POLICE 

Police officers will attend a domestic incident, manage the immediate risks, and complete the Domestic Abuse Stalking Harassment (DASH) risk assessment at the scene of the incident. The DASH risk assessment will not be shared with  the school, rather a short summary will be provided by the police with respect to the child or young person and will include: -
· The name, age, date of birth, home address and school attended of the child.
· The time/ date/location of the incident and details of those involved in the incident, their relationship to the child and the child`s involvement in the incident.
· An overview of what happened during the incident and the outcome.

This information will be disseminated via email to the school by the officer attending the incident, prior to retiring from duty. The officer will then place a line on the DAB (Domestic Abuse) record within IOPS (Integrated Operating Police Operating System) acknowledging that the information has been sent.

Incidents occurring on Friday, Saturday, Sunday or Bank Holiday will be reported to the school during these times and will be available on the next working morning for the Key Adult. 

Notifications to the Key Adult will continue to be made during the school holiday periods, however, it is recognised that an immediate response cannot be made.  This information will be used to understand any significant issues for the child on their return to school.  

A disclosure will be made in respect of all children aged between 4 and 17 years who are in full-time education. Police will maintain a record of the log number, and the school to whom it has been disseminated and the date of dissemination. 

1. SCHOOLS’ RESPONSIBILITY 

The School will identify the Key Adult and Deputy responsible for the OE information in the school.  (This role is best placed with the Designated Safeguarding Lead and their deputy as both have received training in child safeguarding).  The Key Adult will undertake the Online Key Adult Training prior to accessing the schools Operation Encompass inbox. Online Key Adult Training: Operation Encompass

The school’s Key Adult or Deputy will check the notifications each morning before children arrive in school. 

The Headteacher and Key Adult will ensure that there is a sufficiently trained deputy to receive the information in the Key Adult’s absence. 

The School’s Encompass mailbox will be checked every morning and reviewed as needed throughout the school day as notifications of incidents can be made at any time, dependent on when a domestic abuse incident occurs.

The School’s Encompass mailbox will be checked every morning and reviewed as needed, as notifications of incidents can be made at any time, dependent on when a domestic abuse incident occurs.

The school will record the information received from the police using the same processes used to store child protection records within the school.  The school will also record the outcomes and impact of any actions taken or put in place.

The schools is aware that in the event of any domestic homicide or serious case review the documents may be required for disclosure purposes.

Child Absence Following an Incident

Where a notification is made and a child is not in school, the school will consider the following: 

· The school will review the information within the police notification in the context of what is already known about the child, giving consideration to any safety or welfare concerns that have been recorded prior to receiving the police information.

· The schools key adult will call home and follow up as per attendance protocols. Consideration should be given to undertake a home visit, with another member of staff. 

· Where the /Key Adult in the school cannot contact the parents or carer, and have not received notification why the child is absent, the next steps will be considered and actions may include: -

· Home Visit – After undertaking a risk assessment, the school may consider, at the discretion of the Head Teacher, carrying out a home visit to see the child.  Subsequently, if concerns or risks to the child’s safety are identified during the home visit, referrals to Children’s Social Care and the Police may need to be made.

· Referral to Children’s Social Care - Dependent upon the circumstances of the incident and the parental response to contact, the Key Adult (following discussion with the Designated Safeguarding Lead where required) will make a referral to the Bridge.
When the child returns back to school, the key adult will revisit the offer of parent/child support.


Supporting Children who are or have experienced Domestic Abuse
 
The school is aware that Harbour offers a range of support to young people in Salford aged 0-18 who have witnessed or are experiencing domestic abuse and young people who are showing signs of harmful behaviours in their own relationships. Their interventions are focused on supporting children and young people to form positive relationships.  The school is aware of the systems used for making a referral.  
Access the domestic abuse toolkit | Salford Safeguarding Children Partnership

[bookmark: _GoBack]Working with Parents/Carers

The school is signed up to the protocol to raise parents’ awareness of Encompass. (See Appendix letter to parents and carers)

Many victims who experience domestic abuse want to tell someone about their experiences and are looking for help.  Being involved with Encompass may mean that more parents who are experiencing domestic abuse are likely to contact the Key Adult as a source of support.  The majority of support to parents will take the form of a listening ear and signposting to local Domestic Abuse services. There may be occasions however, when the information received by the Key Adult requires immediate direct action; either because the risk to the parent and child is immediate and high, or because the parent is asking for help to leave the violence.

Where there is an immediate risk of harm to the parent and/or the child the police will be contacted, and in an emergency, this will always be 999.

Where a parent is seeking help and support to flee abuse or to take other measures to protect themselves, contact can be made with Safe in Salford, Victim Support or Women’s Aid using the following details:

https://www.salfordfoundation.org.uk/sisprofessionals/
Women’s Aid; Home - Women's Aid (womensaid.org.uk)
https://www.victimsupport.org.uk/

If there is uncertainty around a referral to Safe in Salford, Victim Support/Women’s Aid, contact should be made with the Bridge Partnership 0161 603 4500

Multi-agency Risk Assessment Conference (MARAC) and Encompass

MARAC is a victim-focused meeting where information is shared on the highest risk cases of domestic abuse between criminal justice, health, children’s services, education, housing practitioners, IDVAs (Independent Domestic Violence Advocate) as well as other specialists from the statutory and voluntary sectors. The aim of MARAC is to share information, understand the level of risk to the individual and relevant others (including children) and develop a risk management plan. MARAC meets every week in Salford.

There may be occasions where parents of children notified to schools via the Encompass process have been referred to MARAC. Where the school identifies that they may have additional and relevant information to share with MARAC, the school will contact the Bridge Partnership.

Will the Police refer to Bridge Partnership every time they attend a DA callout where a child is present? 

Police agreed referral criteria with Bridge Partnership;
A referral to Children’s Services needs to be actioned by the attending Officer in respect of Domestic Abuse incidents (recorded as a DAB on IOPS - Integrated Operating Police Operating System) when:

A crime has been submitted & a child was present at/normally resides at the address

OR This incident is the 3rd reported incident in last 12 months
OR It is a child caller to Police/Emergency Services 
OR When either the victim or perpetrator is known to be pregnant 
OR When there is a child abuse marker (CA) on the address 
OR The incident involves a perpetrator subject to licence or Community Order 
OR If previous incidents were referred to the Bridge Partnership   - even if the Police Officer did not consider that any of the above criteria were met.  

The remaining DV incidents are DV incidents where no crime is alleged, i.e. verbal argument only and the other listed criteria are not realised. Therefore, once Encompass has become live, Police will only be sending a notification through Encompass and not to the Bridge Partnership social care. 
Operation Encompass will notify schools of all incidents and therefore schools will be able to build up a picture of the context a child is living in. 


Encompass Parents Awareness Letter (template)

Dear Parent/Carer,
Re: Operation Encompass
The school has been given the opportunity to take part in a project that will run jointly between schools and Greater Manchester Police. 
Operation Encompass has been designed to provide early reporting to schools, i.e. prior to 9 .00 a.m. on the next school day, of any domestic abuse incidents that occur outside of school, but which might have an impact on a child attending school the following day. During the school term this information will be shared on school days. When incidents occur on a Friday, Saturday or a Sunday, the police will contact the relevant school the following Monday.
A nominated member of school staff, known as a Key Adult, will be trained to liaise with the police. At insert school name our Key Adult is insert details. They will be able to use information that has been shared with them, in confidence, to ensure that the school is able to support children and their families. Information will be shared where it is identified that a child or young person was present, witnessed or was involved in a domestic abuse incident.
We always endeavour to offer the best support possible to our pupils and believe that Operation Encompass is going to be beneficial and supportive for all concerned; children and families 
Some information about Encompass is included in this letter but if you would like more information about this new initiative, details can be viewed online at insert details or you can contact our Key Adult at school insert details. 
Thank you for your continued support

Chair of Governors	Head Teacher





 
	Police Reference Number (FWIN - Force Wide Incident Number)
	
	Date
	

	Child’s name and age & DOB 
	

	Date and time of incident
Address 

	

	Circumstances of incident:



	Additional school information including other Encompass contacts:





	Actions taken and Impact: 



………


Operation Encompass Police Log Sheet
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5.4.6 Safeguarding Children and Young People Vulnerable to Violent Extremism

RELEVANT INFORMATION

The DfE has launched a helpline for anyone concerned about a child who may be at risk of extremism, or about extremism within
an organisation working with children and young people.

Email: counter.extremism@education.gov.uk
Telephone: 020 7340 7264

However, it is advised that the LA safeguarding lead is also contacted for local advice and support in such circumstances.
Briefing Note For Schools - How Social Media is Used to Encourage Travel to Syria and Iraq

Educate Against Hate website - This website gives parents, teachers and school leaders practical advice on protecting children from
extremism and radicalisation.

Guidance - Prevent Duty Self-assessment Tool: Further Education - a self-assessment tool to assist colleges and providers in the
further education and skills (FE) sector in England to review their Prevent responsibilitiesn.

AMENDMENT

In December 2023, this chapter was refreshed and links in Legislative and Policy Framework and Further Information were added
and updated.
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1. Introduction

From 1 July 2015 all schools and child care providers must have regard to the statutory guidance issued under Section 29 of the Counter
Terrorism and Security Act 2015. Paragraphs 57-76 of the guidance are concerned specifically with schools and childcare providers;
registered early years childcare providers and registered later years childcare providers are subject to a duty under Section 26 of the
counter Terrorism and Security Action 2015, in the exercise of their functions to have 'due regard to the need to prevent people from being





drawn into terrorism'. This duty is known as the Prevent duty. It applies to a wide range of public-facing bodies which are listed in schedule
6 of the Act as specified authorities in England, Wales and Scotland. The specified authorities are those judged to have a role of protection
vulnerable children, young people and adults and/or the national security. The Prevent Strategy, published by the Government in 2011, is
part of an overall counter terrorism strategy called CONTEST. The aim of the Prevent Strategy is to reduce the threat to the UK from
terrorism by stopping people becoming terrorists or supporting terrorism. In addition, the Counter Terrorism and Security Act 2015 Sections
36 to 41 sets out the duty on local authorities and partners to establish and cooperate with a local Channel programme of 'Channel Panels'
to provide support for people vulnerable to being drawn into terrorism. It is essential that Channel Panel members and their partners ensure
that children and young people are protected from harm.

The current threat from terrorism in the United Kingdom can involve the exploitation of vulnerable people, including children, young people
and vulnerable adults to involve them in terrorism or activity in support of terrorism.

The 10 Greater Manchester local authorities and Greater Manchester Police, agree that this exploitation should be viewed as a
safeguarding concern and should be approached in the same way as safeguarding children from other risks.

This guidance is intended to provide a clear framework for all professionals working with children for whom there are concerns that they are
at risk of becoming involved in violent extremist activity.

It includes the link between safeguarding procedures and the Channel programme, and provides a mechanism for supporting those who
may be vulnerable to violent extremism by assessing the nature and the extent of the potential risk and, where necessary, providing an
appropriate support package.

2. Definitions

Radicalisation is defined as the process by which people come to support terrorism and extremism and, in some cases, to then participate
in terrorist groups.

‘Extremism is vocal or active opposition to fundamental British values, including democracy, the rule of law, individual liberty and mutual
respect and tolerance of different faiths and beliefs. We also include in our definition of extremism calls for the death of members of our
armed forces, whether in this country or overseas’ (HM Government Prevent Strategy 2011).

The Terrorism Act 2000 defines terrorism, both in and outside of the UK, as the use or threat of one or more of the actions listed below, and
where they are designed to influence the government, or an international governmental organisation or to intimidate the public. The use or
threat must also be for the purpose of advancing a political, religious, racial or ideological cause.

The specific actions included are:
e Serious violence against a person;
e Serious damage to property;
¢ Endangering a person's life (other than that of the person committing the action);
o Creating a serious risk to the health or safety of the public or a section of the public; and
o Action designed to seriously interfere with or seriously to disrupt an electronic system.

The use or threat of action, as set out above, which involves the use of firearms or explosives is terrorism regardless of whether or not the
action is designed to influence the government or an international governmental organisation or to intimidate the public or a section of the
public.

Action includes action outside the United Kingdom.

It is important to note that in order to be convicted of a terrorism offence a person doesn't actually have to commit what could be considered
a terrorist attack. Planning, assisting and even collecting information on how to commit terrorist acts are all crimes under British terrorism
legislation.

(CPS — Terrorism).

There is not one type of terrorist or terrorism. It originates from a variety of countries and terrorists have multiple ethnic, racial, religious and
or political identities and have different views, aims and purposes.

Examples include international terrorism and extreme right-wing terrorism.





3. Information Sharing and Confidentiality

There is a statutory duty for workers to share information where there are concerns about the safety or well being of a child or vulnerable
adult. Protecting children and young people from radicalisation and extremism requires careful assessment and working collaboratively
across agencies as initially concerns may be inconclusive. Sharing information effectively and keeping the child and young person in focus
should be the main aim of any interventions and services.

e The Data Protection Act 2018, and the UK General Data Protection Regulation;
e The Human Rights Act 1998;

e The Common Law Duty of Confidence;

e The Crime and Disorder Act 1998;

e The Children Act 2004 Sections 10 and 11;

e The Caldicott Principles.

All information sharing must be conducted in accordance with a relevant legal power of duty, and be proportionate and relevant to the
circumstances presented.

For further detailed guidance see Data Protection, Information Sharing and Confidentiality Policy.

4. Identification

There is no such thing as a 'typical extremist' and those involved in extremism come from a range of backgrounds and experiences.

Most individuals, even those who hold radical views, do not become involved in violent extremism. Holding extreme views is not illegal, but
inciting a person to commit an act in the name of any belief is in itself an offence.

Numerous factors can contribute to and influence the range of behaviours that are defined as violent extremism. It is important to consider
these factors in order to develop an understanding of the issue. It is also necessary to understand those factors that build resilience and
protect individuals from engaging in violent extremist activity.

It is important to be cautious in assessing these factors to avoid inappropriately labelling or stigmatising individuals because they possess a
characteristic or fit a specific profile.

Children and young people can be drawn into violence or they can be exposed to the messages of extremist groups by many means.
These can include through the influence of family members or friends and/or direct contact with extremist groups and organisations. Online
content in particular social media may pose a specific risk in normalising radical views and promoting content that is shocking and extreme;
children can be trusting and may not necessarily appreciate bias.

This can put a young person at risk of being drawn into criminal activity and has the potential to lead to the child or young person suffering
significant harm.

This may take the form of a grooming process where the vulnerabilities of a young person are exploited to form an exclusive friendship
which draws the young person away from other influences that might challenge the radical ideology. The risk of radicalisation can develop
over time and may relate to a number of factors in the child's life. Identifying the risks require practitioners to exercise their professional
judgement and to seek further advice as necessary. The risk may be combined with other vulnerabilities or may be the only risk identified.

It is vital that all professionals who have contact with vulnerable individuals are able to recognise those vulnerabilities and help to increase
safe choices and remember that violent behaviour operates on many levels in the absence of protective factors and that individuals largely
act within the context of their environment and experiences.

Research shows that indicators that may make an individual vulnerable to radicalisation can include:

o Identity Crisis - Distance from cultural / religious heritage and uncomfortable with their place in the society around them;

o Personal Crisis - Family tensions; sense of isolation; adolescence; low self-esteem; disassociating from existing friendship group
and becoming involved with a new and different group of friends; searching for answers to questions about identity, faith and
belonging;





e Personal Circumstances - Migration; local community tensions; events affecting country or region of origin; alienation from UK
values; having a sense of grievance that is triggered by personal experience of racism or discrimination or aspects of Government
policy;

¢ Unmet Aspirations - Perceptions of injustice; feeling of failure; rejection of civic life;

« Criminality - Experiences of imprisonment; poor resettlement/reintegration; previous involvement with criminal groups.

However, this list is not exhaustive, nor does it mean that all young people experiencing the above are at risk of exploitation for the
purposes of violent extremism.

More critical risk factors could include:
e Being in contact with known extremists or extremist recruiters;
¢ Articulating support for violent extremist causes or leaders;
e Accessing violent extremist websites, especially those with a social networking element;
o Possessing or accessing violent extremist literature;
e Using inappropriate language, extremist narratives and a global ideology to explain personal disadvantage;
o Justifying the use of violence to solve societal issues;
¢ Joining or seeking to join extremist organisations;
e Seeking to recruit others into extremist ideology;
¢ Significant changes to appearance and/or behaviour;

e Changes in friends and mode of dress.

5. Referral

Each agency will have been asked to identify a Prevent Single Point of Contact (SPOC) who will be the lead within the organisation for
safeguarding in relation to protecting individuals from radicalisation and involvement in terrorism. Appendix 1: Roles and Responsibilities
of the Single Point of Contact (SPOC) sets out the responsibilities of the SPOC.

As with other safeguarding issues, where a professional has any concerns that a person or their family may be at risk of radicalisation or
involvement in terrorism, they should speak with the organisation's safeguarding lead and the SPOC if this is not the same person. The
SPOC should offer advice and guidance about the appropriateness of making a Prevent referral.

If, at any stage, it is felt that the individual poses an immediate danger to themselves or any other person, the police should be called
immediately.

If the Safeguarding Lead / Prevent SPOC consider that the concerns relating to an individual are more significant, a Prevent Referral
should be made using the National Prevent Referral form for the area in which the individual resides (see Appendix 4: National Prevent
Referral Forms).

All prevent referrals should be sent to:
o CTPNW at channel.project@gmp.police.uk;
e The Local Authority designated inbox — see Appendix 4: National Prevent Referral Forms and;
e The Greater Manchester Channel Team at gmchannel@manchester.gov.uk.

Suspected online terrorist material can be reported through www.gov.uk/report-terrorism. Reports can be made anonymously, although
practitioners should not do so as they must follow the procedures for professionals. Content of concern can also be reported directly to
social media platforms — see Social media help (UK Safer Internet Centre).

6. Assessment






Once the Prevent referral form has been completed, it will carry an Official Sensitive protective marking, which means that the information
will need to be handled with risk appropriate security measures. Once a Prevent referral has been received by the three agencies set out
on the top of the referral form, the Local Authority will assess if there are any immediate safeguarding concerns for the individual whilst
Counter Terrorism Policing North West will assess whether there is any concerns of radicalisation. There are three potential outcomes for a
referral they are:

¢ Closed no further action — referrer will be informed and the case will be signposted if necessary;
o Counter Terrorism Policing North West (CTPNW) will manage the concerns raised;

o Referral to Channel — for consideration of multi-agency support. The referrer will be contacted as part of the assessment process by
the Channel Coordinator.

If a case has been assessed as needing further support, CTPNW will refer the case to the Greater Manchester Channel Team who will
gather information from a number of agencies and undertake an initial Vulnerability Assessment to assess the vulnerability to radicalisation.
The Vulnerability Assessment Framework (VAF) guides the decision about whether an individual needs support to safeguard them from the
risk of being targeted by terrorists and radicalisers and to address their vulnerability to radicalisation by assessing the kind of support that
they need. The framework covers 22 factors that may cause someone to engage with a terrorist group, cause or ideology, develop the
intent to cause harm or develop the capability to cause harm.

An initial VAF is completed by the Channel Coordinator within 20 days of the referral to the Greater Manchester Channel Team which will be
shared with the Channel Panel. The VAF assists the Channel Supervisor in conjunction with the Channel Coordinator to make the Section
36 decision to confirm whether it is appropriate to proceed with the referral to the Channel Panel.

Once a case is open to Channel the VAF is reviewed at least every three months and updated to record any changes until it is agreed that
the case will close by the Channel Panel.

See Appendix 2: Channel for information about the Channel Process.

Most children and young people do not become involved in violent extremism. Numerous factors can contribute to and influence the range
of behaviours that are defined as violent extremism. Therefore, in many cases interventions identified through the Channel process may not
appear to be specific to the threat of radicalisation. For example, they might relate to other needs of the individual such as in respect of
mental health support, housing, relationships, offending behaviour or drug and alcohol issues. There may however sometimes be a need
for specialist interventions in relation to de-radicalisation and disengagement. These will be commissioned as required. See Appendix 3:
Additional Assessment Considerations.

Legislative and Policy Framework and Further Information

Legislation, Statutory Guidance and Government Non-Statutory Guidance

Counter-Terrorism and Security Act 2015

The Children Act 198 as revised by the Children Act 2004

Working Together to Safeguard Children

Prevent Strategy

Prevent Duty Guidance: for England and Wales

Channel Duty Guidance: Protection vulnerable people from being drawn into terrorism

Guidance: Protecting Children from Radicalisation: the Prevent Duty for Schools and Childcare Providers
The Prevent Duty: Safeguarding Learners Vulnerable to Radicalisation

Prevent Duty Self-Assessment Tool for Schools

Guidance - Prevent Duty Self-assessment Tool: Further Education - self-assessment tool to assist colleges and providers in the
further education and skills (FE) sector in England to review their Prevent responsibilities

CPS — Terrorism





Good Practice Guidance

ADCS resources Radicalisation and Extremism

Useful Websites

Educate Against Hate

Act Early for Signs of Radicalisation - What to Look For

Helpline - Preventing Extremism in Education Settings

E-mail: counter.extremism@education.gov.uk
Telephone: 020 7340 7264
Contact form

Opening times
Monday to Friday from 11am to 3pm (excluding bank holidays)

You can report concerns about extremism related to education settings in England, including allegations about institutions, staff and
external people or organisations trying to influence settings.

NOTE: It is advised that the LA safeguarding lead is also contacted for local advice and support in such circumstances.

Appendix 1: Roles and Responsibilities of the Single Point of Contact (SPOC)

As the SPOC for your organisation you will be responsible for:

Ensuring that other staff in the organisation are aware that you are the SPOC in relation to protecting individuals from radicalisation
and involvement in terrorism;

Maintaining and applying a good understanding of the relevant guidance in relation to preventing individuals from becoming
involved in terrorism, and protecting them from radicalisation by those who support terrorism or forms of extremism which lead to
terrorism;

Raising awareness about the role and responsibilities of the organisation in relation to protecting individuals from radicalisation and
involvement in terrorism;

Raising awareness within the organisation about the safeguarding processes relating to protecting individuals from radicalisation
and involvement in terrorism;

Acting as the first point of contact within the organisation for case discussions relating to individuals who may be at risk of
radicalisation or involved in terrorism;

Making Prevent referrals for individuals at risk using the National Prevent Referral form for the relevant Local Authority area (see
Appendix 4: National Prevent Referral Forms);

Collating relevant information from your organisation in relation to referrals of vulnerable children and young people or adults into
the Channel process;

Attending Channel meetings as necessary and carrying out any actions as agreed;
Reporting progress on actions to the local authority Channel Co-ordinator; and

Sharing any relevant additional information in a timely manner.

Appendix 2: Channel

'‘Channel' is a voluntary, confidential programme which provides support to people who are vulnerable to being drawn into terrorism. It
operates across the country through Local Authority-chaired multi-agency panels, and is not any form of criminal or civil sanction. The aim
of the programme is to safeguard people from the harm which radicalisation can cause, before they come to harm or become involved in
any criminal behaviour or activity.





It works to support vulnerable people from being drawn into terrorism and provides a bespoke support plan for them. Channel is about early
action to protect vulnerable people from being drawn into committing terrorist-related activity and addresses all types of extremism.

Participation in Channel is voluntary and consent is sought from every person before support is offered. It is up to an individual, or their
parents for children, to decide whether to take up the support it offers. Channel does not lead to a criminal record.

The Channel Panel

Each Channel Panel is chaired by a Local Authority and brings together a range of multi-agency partners to collectively assess the risk and
decide whether a support package is needed. The group may include statutory and non-statutory partners, as well as lead safeguarding
professionals who have signed up to an information sharing protocol and attend a monthly panel meeting.

If the group feels the person would be suitable for Channel, it will look to develop a package of support that is bespoke to the person. The
partnership approach ensures those with specific knowledge and expertise around the vulnerabilities of those at risk are able to work
together to provide the best support which could range from diversionary activities through to providing access to specific statutory
services.

The Greater Manchester Channel Team operates across 10 Greater Manchester Local Authorities and each LA area holds the statutory
duty to run a Channel panel.

The panels are chaired by an appropriately senior member of the LA who have authority to make decisions on behalf of their authority.
Further Channel guidance can be found on the GOV.UK website and Let's Talk about It.

It is known that violent extremists exploit vulnerabilities in individuals to drive a wedge between them, their families and their communities.
Refer to the Considerations below in Appendix 3: Additional Assessment Considerations when deciding whether to refer to Channel.

As a minimum there must be information evidencing a concern that the individual is either moving towards support for terrorism, or an
attraction to terrorism or a vulnerability to radicalisation.

For advice and guidance on making a referral please contact the Counter Terrorism Policing Team North West (CTPNW).
CTPNW is based at GMP Headquarters within the North West Counter-Terrorism Unit.

The telephone contact number for the Channel Team is 0161 856 6362.

The e-mail address for CTPNW is channel.project@gmp.police.uk.

For information relating to cases open to Channel, please contact the Greater Manchester Channel Team.

The Greater Manchester Channel Team are hosted by Manchester City Council.

The telephone contact number is 0161 227 3545.

The e-mail address is gmchannel@manchester.gov.uk.

Appendix 3: Additional Assessment Considerations

(To be considered against unique personal circumstances of referred individual).

The list is not exhaustive and all or none may be present in individual cases of concern. Nor does it mean that
vulnerable people experiencing these factors are automatically at risk of exploitation for the purposes of violent
extremism.

Section 1 - Access to Extremism / Extremist Influences

¢ Is there reason to believe that the subject associates with those known to be involved in extremism - either because they associate
directly with known individuals or because they frequent key locations where these individuals are known to operate? (e.g. the
subject is the partner, spouse, friend or family member of someone believed to be linked with extremist activity);

o Does the subject frequent internet access locations for the purpose of extremist activity? (E.g. Use of closed network groups,
access to or distribution of extremist material, contact associates covertly e.g. Skype/email);





Is there reason to believe that the subject has been or is likely to be involved with extremist/ military training camps/ locations?

Is the subject known to have possessed or is actively seeking to possess and/ or distribute extremist literature / other media material
likely to incite racial/religious hatred or acts of violence?

Does the subject sympathise with or support proscribed groups e.g. propaganda distribution, fundraising and attendance at
meetings?

Does the subject support groups with links to extremist activity but not proscribed e.g. propaganda distribution, fundraising and
attendance at meetings?

Section 2 - Experiences, Behaviours and Influences

Has the subject encountered peer, social, family or faith group rejection?
Is there evidence of ideological, political or religious influence on the subject from within or outside UK?

Have international events in areas of conflict and civil unrest had a personal impact on the subject resulting in a noticeable change
in behaviour? Note it is important to recognise that many people may be emotionally affected by the plight of what is happening in
areas of conflict (i.e. images of children dying) it is important to differentiate them from subjects that sympathise with or support
extremist activity;

Has there been a significant shift in the subject's behaviour or outward appearance that suggests a new social / political or religious
influence?

Has the subject come into conflict with family over religious beliefs/lifestyle choices?
Does the subject vocally support terrorist attacks?

Has the subject withessed or been the perpetrator/victim of racial or religious hate crime or sectarianism?

Section 3 - Travel

Has the subject travelled for extended periods of time to international locations known to be associated with extremism?

Is there a pattern of regular or extended travel within the UK, with other evidence to suggest this is for purposes of extremist training
or activity?

Has the subject employed any methods to disguise their true identity? Has the subject used documents or cover to support this?

Section 4 - Social Factors

Does the subject have experience of poverty, disadvantage, discrimination or social exclusion?

Does the subject suffer a lack of meaningful employment appropriate to their skills?

Does the subject display a lack of affinity or understanding for others, or social isolation from peer groups?
Does the subject demonstrate identity conflict and confusion normally associated with youth development?
Does the subject have any learning difficulties/ mental health support needs?

Does the subject demonstrate a simplistic or erroneous understanding of religion or politics?

Does the subject have a history of crime, including episodes in prison?

Is the subject a foreign national, refugee or awaiting a decision on their immigration/national status?

Does the subject have insecure, conflicted or absent family relationships?

Has the subject experienced any trauma in their lives, particularly any trauma associated with war or sectarian conflict?

Appendix 4: National Prevent Referral Forms

Bolton

Bury





Manchester
Oldham
Rochdale
Salford
Stockport
Tameside
Trafford

Wigan

Appendix 5: Local Prevent Contacts - Advice and Guidance

See Local Contacts, Children and Young People Vulnerable to Violent Extremism — Local Prevent Contacts — Advice and
Guidance.
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[bookmark: top]AMENDMENT

This chapter was updated in June 2023.

Information was updated throughout for Trafford.
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		The AIM Project
PO Box 778
Stockport
SK4 9QQ

Tel: 07788 286 698
E-mail: aimproject@msn.com

AIM Project website
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		Bolton

Bolton website

Bury

Bury MASH Team
Multi-agency Safeguarding Hub
Bury Police Station
Dunsters Road
Bury
BL90RD
Tel: 0161 2535678

Childwellbeing@bury.gov.uk

Manchester

Tel: 0161 234 5001
Fax: 0161 255 8266
Manchester website

Oldham

Multi Agency Safeguarding Hub (MASH) – 0161 770 7777/ child.mash@oldham.gov.uk

Rochdale

The Complex Early Help and Safeguarding Hub

ehash@rochdale.gov.uk
Tel: 0300 303 0440 (8.30 am – 4.45 pm)

Salford

The Bridge Partnership (8.30am-4:30pm)
Tel: 0161 603 4500
Fax: 0161 603 4505
E-mail: worriedaboutachild@salford.gov.uk
Salford Website

Contact can be made via post, e-mail or phone from members of the public.

If you are a practitioner and you want to make a referral to the Bridge Partnership, please use our online referral form. N.B. All practitioners using the online form MUST populate their e-mail address in order to get a copy of the referral.

Stockport

Contact Centre
Tel: 0161 217 6028

Tameside

Monday to Friday during office hours
Tel: 0161 342 4101

[bookmark: csc_trafford]Trafford

Trafford Children’s First Response
Trafford Town hall
Talbot Road
Stretford
M32 OTH

Tel: 0161 912 5125
E-mail: firstresponse@trafford.gov.uk

Please note that all professionals must decide on the child/family’s level of need and use the online referral form to make a referral:

Trafford Children’s First Response

Wigan

Children's Duty Team

Tel: 01942 828 300
Wigan website
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		Bolton

Bolton website

Bury

Tel: 0161 253 6606

Manchester

Tel: 0161 234 5001
Fax: 0161 255 8266

Oldham

Emergency Duty Team (EDT) – 0161 770 6936

Rochdale

Out of hours emergencies
4.45pm - 8-30am

Monday-Friday and anytime weekends and Bank Holidays
Tel: 0300 303 8875

Salford

Tel: 0161 794 8888

Stockport

Tel: 0161 718 2118

Trafford

Tel: 0161 912 2020

Tameside

Monday to Friday outside office hours and weekends and public holidays
Tel: 0161 342 2222

Wigan

Tel: 01942 828 300
After 8pm: 0161 834 2436
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		Rochdale

Notification of out of area LAC being placed in Rochdale (Formal Notification of Placing LAC Out of Area - Letter and Form) needs to be sent to:

Cared for Children Business Support
Fashion Corner
57-59, Drake Street
Rochdale
OL16 1XL

In addition to the local authority notification, there is a requirement for responsible Integrated Care Board to notify receiving ICB of out of area placements.

Stockport

Telephone: 0161 474 5657
Email: scu@stockport.gov.uk
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		Local Authority Designated Officers (LADOs)



Bolton



Paula Williams
Telephone: 01204 337 474.
E-mail: boltonsafeguardingchildren@bolton.gov.uk

Bury



Mark Gay
Telephone: 0161 253 5342.
E-mail: m.gay@bury.gov.uk

Manchester



Majella O’Hagan
Telephone: 0161 234 1214.
E-mail: quality.assurance@manchester.gov.uk

Oldham



Colette Morris
Telephone: 0161 770 8870.
E-mail: colette.morris@oldham.gov.uk

Rochdale



Louise Hurst
Telephone: 0300 3030 350.
E-mail: lado@rochdale.gov.uk

Salford



Steve Westhead / Liz Peppiatt
Telephone: 0161 603 4350.
E-mail: stephen.westhead@salford.gov.uk / elizabeth.peppiatt@salford.gov.uk

Stockport



Gill Moore
Safeguarding Children Unit
1st Floor Sanderling Building
Birdhall Lane
Cheadle Heath
Stockport
SK3 0RF
Telephone: 0161 474 5657.
Mobile: 07866999683.
E-mail: gill.moore@stockport.gov.uk

Tameside



Tania Brown
Telephone: 0161 342 4398.
E-mail: tania.brown@tameside.gov.uk



Trafford

Anita Hopkins
Telephone: 0161 912 5125.
E-mail: firstresponse@trafford.gov.uk

Wigan

Diane Kitcher
Telephone: 01942 486 034.
E-mail: lado@wigan.gov.uk
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Click here to view the table for PACE Contacts for Greater Manchester.
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		Greater Manchester Police Modern Slavery Unit
TraffickingandSlavery@gmp.police.uk
(secure e-mail address).

If a child is in immediate danger, call 999 at once FOR IMMEDIATE ACTION.
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		Greater Manchester Police Safeguarding Vulnerable Persons Unit

Tel: 0161 856 6411 or 0161 856 5017 or 0161 856 7484
E-mail: publicprotection.division@gmp.pnn.police.uk

Bolton

Tel: 01204 337 479
E-mail: CPU@bolton.gov.uk

Bury

Safeguarding Unit
18/20 St Mary’s Place
Bury
BL9 0DZ

Tel: 0161 253 6168

Manchester

Tel: 0161 234 1214

Oldham

Safeguarding & Review Unit
Rock Street Centre
Rock Street
Oldham
OL1 3UJ

Tel: 0161 770 8080
E-mail: thesafeguardingunit@oldham.gov.uk

Rochdale

Safeguarding Children Unit
Floor 4, Number One Riverside
Smith Street
Rochdale
OL16 1XU
Tel: 0300 303 0350

Salford

Safeguarding and Quality Assurance Unit
Sutherland House
303 Chorley Road
Swinton
M27 6AY

Tel: 0161 603 4350

Stockport

LGF Floor, North End
Stopford House
Stockport,
SK1 3XE

Tel: 0161 474 5657

Tameside

Tel: 0161 342 4343
Tameside website

Trafford

First Response
Trafford Town hall
Talbot Road
Stretford
M32 OTH

Tel: 0161 912 5125

Wigan

Tel: 01942 705 942
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		Bolton

Vivienne Morris
E-mail: vivienne.morris@bolton.gov.uk

Bury

Tom Hoghton
Community Safety Manager
Department for Communities & Wellbeing
Room 20, Bury Council, Town Hall, Knowsley Street, Bury, BL9 0SW
Tel: 0161 253 5099
E-mail: T.L.Hoghton@bury.gov.uk
Web: www.bury.gov.uk

Manchester

Samiya Butt
E-mail: S.butt@manchester.gov.uk

Oldham

Bruce Penhale
E-mail: bruce.penhale@oldham.gov.uk

Rochdale

Sajjad Miah
E-mail: Sajjad.Miah@Rochdale.gov.uk

Salford

Jo Rutter
E-mail: josephine.rutter@salford.gov.uk
Tel: 0161 778 0315

Stockport

Rachel Smith
E-mail: rachel.smith@stockport.gov.uk

Tameside

Emma Varnam
E-mail: Emma.Varnam@tameside.gov.uk

Trafford

Susanne Garvey
E-mail: susanne.garvey@trafford.gov.uk

 

Prevent Officer
E-mail: Dave.pilling@trafford.gov.uk

Wigan

Paul Whitemoss and Amanda Crane
E-mail: A.Crane@wigan.gov.uk
Channel Team. GMP CTU
Tel: 0161 856 6362
E-mail: channel.project@gmp.police.uk



		[bookmark: ppiu]Police – Divisional PPIU Contact Details



		Salford

Salford ‘Division F’
E-mail: Parklane.ppiu@gmp.police.uk
Tel: 0161 856 5103 or 0161 856 5444



		[bookmark: police]Police – Case Management Team



		District

		Contact numbers

		Email address



		COM NORTH

		0161 8563097
0161 8563707

		COMNorth.CMT@GMP.police.uk



		COM SOUTH

		0161 8564856
0161 8568966

		COMSouth.CMT@GMP.police.uk



		COM CENTRAL

		0161 8564444
0161 8564414

		COMCentral.CMT@GMP.police.uk



		STOCKPORT

		0161 8563187
0161 8569747

		Stockport.CMT@GMP.police.uk



		SALFORD

		0161 8564479
0161 8561971

		Salford.CMT@GMP.police.uk



		TRAFFORD

		0161 8567574
0161 8567555

		Trafford.CMT@GMP.police.uk



		TAMESIDE

		0161 8569228
0161 8569363

		Tameside.CMT@GMP.police.uk

Gill Cucksey 60086



		OLDHAM

		0161 8569048
0161 8568962

		Oldham.CMT@GMP.police.uk

Jon Ellis 69029



		ROCHDALE

		0161 8568757
0161 8563168

		Rochdale.CMT@GMP.police.uk

Aaron 61989



		WIGAN

		0161 8567955
0161 8564101

		Wigan.CMT@GMP.police.uk



		BOLTON

		0161 8565588
0161 8567948

		Bolton.CMT@GMP.police.uk



		BURY

		0161 8568060
0161 8568063

		Bury.CMT@GMP.police.uk



		[bookmark: multi_age]Multi-Agency Safeguarding Arrangements/Partnership Contact Details



		[bookmark: rochdale_scp]Rochdale Borough Safeguarding Children Partnership

Floor 4,
Number One Riverside,
Smith Street,
Rochdale,
OL16 1XU

Tel: 01706 927700
E-mail: rbsb.admin@rochdale.gov.uk
Website: www.rochdalesafeguarding.com
Follow us: @LSCPB_Rochdale

[bookmark: salford_scp]Salford Safeguarding Children Partnership

The Beacon Centre,
8A London Street,
Salford,
M6 6QT

Tel: 0161-603 4350
E-mail: sscp@salford.gov.uk
Website: safeguardingchildren.salford.gov.uk/ (under review)
Follow us: @salfordscp

[bookmark: stockport_scp]Stockport Safeguarding Children Partnership

LGF Floor, North End
Stopford House
Stockport,
SK1 3XE

Telephone: 0161 474 5657
Email: lsb@stockport.gov.uk
Website: www.safeguardingchildreninstockport.org.uk/
Follow us: @StockportSCP

Trafford Strategic Safeguarding Partnership

Trafford Town Hall
Talbot Road, Stretford
M32 0TH

Website: www.traffordsafeguardingpartnership.org.uk
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INSERT – School name





Individual Healthcare Plan


			


			Child’s name: 


			





			[bookmark: Text8]Group/class/form:


			





			Date of birth:


			


			


			


			





			Child’s address:


			





			Medical diagnosis or condition:


			





			[bookmark: Text23]Date:


			


			


			


			





			[bookmark: Text24]Review date:


			


			


			


			





			


Family contact information


			





			Name:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			Name:


			





			Relationship to child:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			


Clinic/hospital contact


			





			[bookmark: Text15]Name:


			





			Phone number:


			





			


Child’s GP


			





			Name:


			





			Phone number:


			











			Who is responsible for providing support in school? 


			











Describe medical needs and give details of child’s symptoms, triggers, signs, treatments, facilities, equipment or devices, environmental issues, etc.





			











Name of medication, dose, method of administration, when it should be taken, side effects, contra-indications, administered by/self-administered with/without supervision:





			











Daily care requirements:





			











Specific support for the pupil’s educational, social and emotional needs:





			











Arrangements for school visits/trips:





			











Other information:





			











Describe what constitutes an emergency, and the action to take if this occurs:





			











Responsible person in an emergency (state if different for off-site activities):





			














Plan developed with:





			














Staff training needed/undertaken – who, what, when:





			The employee who is providing the medical procedure or intervention has received full training from a registered Medical or Healthcare professional and has been signed off as fully competent in the procedure they are providing. 











			Name


			Signature


			Date





			Parent/Carer


			


			





			Head Teacher


			


			





			Employee providing the medical procedure


			


			





			


			


			





			


			


			





			GP/Supervising consultant


			


			








   * It is a condition of the insurance that the plan is agreed and signed by the above








Form copied to:





			























Review date:





This IHCP should be used as an ongoing ‘live’ risk assessment document which should be distributed to other services as appropriate and link into existing processes such as EHCP, PEP reviews, Community Paediatrics, CAMHS etc. 


	





	


It should include mental health as well as physical health conditions to ensure everyone has a holistic overview of the difficulties a CYP may be facing in their access to education. 
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[bookmark: _GoBack]


Annex C 


SUPPORT FOR PUPILS WITH MEDICAL CONDITIONS 


School Notification Form


 














			Referrer:


			Date:


			Job Title:





			Email:


			Telephone:





			Child Details





			Name:


			


			Stud ID:


			





			NHS No:


			


			P Number:


			





			Address:


			





			Date of birth:


			 


			Gender:


			





			Ethnicity:


			


			Age:


			


			Year :


			





			First Language:


			


			School/Education provision


			





			Religion:


			


			Attendance: overall


I code


			             %


             %





			LAC


			CP


			CIN


			TAF


			EHA


			EHC plan


			SEN support





			Yes/No


			Yes/No


			Yes/No


			Yes/No


			Yes/No


			Yes/No


			Yes/No











			Other service Involvement


			Past


Name and contact details


			Current


Name and contact details





			Royal Manchester Childrens Hospital: 


			


			





			Health:


			


			





			CAMHS: 


			


			





			Disability Team: 


			


			





			Education Psychology:


			


			





			SEND: 


			


			





			Social Care:


			


			





			Early Help:


			


			





			YJS:


			


			





			Missing From Home:


			


			





			CSE/Protect:


			


			





			Outreach:


			


			





			0-25:


			


			





			Primary Intervention Team:


			


			





			Education Welfare:


			


			





			Other:


			


			











Attach pupil registration certificate


   


Provide brief details of pupil’s medical condition:

















Does school have an Individual Healthcare Plan (IHCP) in place for this pupil?    Yes/No    If Yes, please attach.    





If No, Provide details of any special arrangements in place at school 











What is working well?  What are the protective factors?








[bookmark: _Hlk52358267]Lived Experience, Views and wishes of child/young person.








Views and wishes of the parents/carers. 








This form should be returned to Education Welfare Service via   cme@salford.gov.uk
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Salford Local Authority Policy 
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[bookmark: _Toc153895908]Introduction





Salford City Council is committed to providing a good education to all pupils regardless of circumstances or settings.  





Wherever possible the local authority will look at education provision being provided by school to ensure continuity for pupils.  However, it is recognised that in some circumstances that may not be possible and provision for such cases may require additional advice and/or support from the local authority. 





Where a pupil is unable to attend school for medical reasons the local authority will work alongside schools, parents, health and other professionals to provide an alternative education provision to meet a pupil’s individual needs to enable them to thrive and prosper in the education system.





As part of the interface with these children and their healthcare needs all professionals should maintain awareness of potential safeguarding/child protection concerns and refer to the relevant service if appropriate.


[bookmark: _Toc153895909]Definitions of Medical Conditions:





Pupils’ physical and/or mental health medical needs may be broadly summarised as being: 





· Short-term - affecting their participation in school activities because they are on a course of medication or recovering from an illness. E.g. infections, broken limb, post-operative support.


· Long-term - potentially limiting their access to education and requiring extra care and support (deemed special medical needs). E.g. Asthma, cancer treatments, pending transplant, mental health/neuro developmental conditions. 


· When mental health issues are impacting on a child’s attendance.


[bookmark: _Toc153895910]The Statutory Framework





Section 19 of the Education Act 1996 provides that each local education authority shall make arrangements for the provision of suitable education at school or otherwise than at school for those children of compulsory school age who, by reason of illness, exclusion from school or otherwise, may not for any period receive suitable education unless such arrangements are made for them. 





Section 100 of the Children and Families Act 2014 places a duty on governing bodies of maintained schools, proprietors of academies and management committees of PRUs to make arrangements for supporting pupils at their school with medical conditions.





Equality Act 2010 provides a context to Local Authority policies on education for children with medical needs and the need to comply with the equality duties. 








Special educational needs and disability code of practice explains the duties of local authorities, health bodies, schools and colleges to provide for those with special educational needs under part 3 of the Children and Families Act 2014. For pupils who have medical conditions that require EHC plans, compliance with the SEND code of practice will ensure compliance with this guidance with respect to those children. 





Supporting pupils at school with medical conditions – Statutory guidance for governing bodies of maintained schools and proprietors of academies in England





Arranging education for children who cannot attend school because of health needs December 2023. This guidance outlines how local authorities and schools can best support children who cannot attend school because of physical or mental health needs.





Schools also need to be aware of their responsibilities when mental health issues are impacting on a child’s attendance. DfE guidance February 2023 





In this document;


References to schools are taken to include academies and PRUs


References to governing bodies include proprietors in academies and management committees of PRUs. 


References to parents include carers and those who have parental responsibility for the child





The statutory guidance applies to: 


· Schools, academies (including alternative provision academies) and PRUs 


· Local authorities 


· Clinical commissioning groups (CCGs), NHS England 





This guidance is also provided to assist and guide: 


· Anyone who has an interest in promoting the wellbeing and academic attainment of children with medical conditions, including alternative provision and independent schools 


· Parents/carers and pupils 


· Health service providers 





[bookmark: _Toc153895911]Key Points





· Pupils at school with medical conditions should be properly supported so that they have full access to education, including school trips and physical education. 


· Governing bodies must ensure that arrangements are in place in schools to support pupils at school with medical conditions. 


· Governing bodies should ensure that school leaders consult health and social care professionals, pupils and parents to ensure that the needs of children with medical conditions are properly understood and effectively supported. 


· Local authorities must arrange suitable full-time education (or as much education as the child’s health condition allows) for children of compulsory school age who, because of illness, would otherwise not receive suitable education. 


[bookmark: _Toc153895912]School responsibility


· The governing body must ensure that arrangements are in place to support pupils with medical conditions. In doing so it should ensure that such children can access and enjoy the same opportunities at school as any other child 


· Schools must have a policy, reflecting statutory guidance (Supporting Pupils at School with Medical Conditions December 2015), for supporting pupils with medical conditions that is reviewed regularly and is readily accessible to parents and school staff. 


· Governing bodies should ensure that the arrangements they set up include details on how the school’s policy will be implemented effectively, including a named person who has overall responsibility for policy implementation.


· Governing bodies should ensure that the school’s policy covers the role of individual healthcare plans (IHCP), and who is responsible for their development, in supporting pupils at school with medical conditions. 


· Schools should refer to the additional support information  Templates - Supporting pupils with medical conditions and Supporting pupils with medical conditions: links to other useful resources


· Schools are strongly urged to implement an asthma policy to ensure compliance with national guidance as Salford's statistics for childhood hospital admissions due to asthma-related emergencies surpass the England average. Schools should notify the local authority when a pupil is absent for a period of 15 days.  However, the pupil must remain on the school roll.  The named person should liaise with the local authority and continue to review the IHCP.  In the event that there is a significant change in the condition of the pupil, or the attendance declines, school are required to notify The School Attendance Service.


· School remain responsible for all agreed examination entries and ensuring examination fees; arrangements should be made for pupils to sit GCSE examinations including invigilation & assessment of coursework.


· Schools remain responsible for convening annual review meetings, or earlier if evidence is presented that the child’s needs have changed, for those pupils who have an Educational Health Care Plan (EHCP);





[bookmark: _Toc153895913]Local authority responsibility 





Local authorities should: 


· Ensure that appropriate full-time education is provided as soon as it is clear that the child will be away from school for 15 days or more, whether consecutive or cumulative. They should liaise with appropriate medical professionals to ensure minimal delay in arranging appropriate provision for the child. 





· Ensure that the education children receive is of good quality, as defined in the statutory guidance Alternative Provision (2013), allows them to take appropriate qualifications, prevents them from slipping behind their peers in school and allows them to reintegrate successfully back into school as soon as possible. 





· Address the needs of individual children in arranging provision. ‘Hard and fast’ rules are inappropriate: they may limit the offer of education to children with a given condition and prevent their access to the right level of educational support which they are well enough to receive. Strict rules that limit the offer of education a child receives may also breach statutory requirements. 





· LAs are responsible for supporting schools to arrange suitable full-time education for children of compulsory school age who, because of illness, would not receive suitable education without such provision. This applies whether or not the child is on the roll of a school and whatever the type of school they attend. (Need to consider Elective Home Education and independent schools although guidance is not statutory for independent)


· The law does not define full-time education but children with health needs should have provision which is equivalent to the education they would receive in school. If they receive one-to-one tuition, for example, the hours of face-to-face provision could be fewer as the provision is more concentrated. 





· Where full-time education would not be in the best interests of a particular child because of reasons relating to their physical or mental health, LAs should ensure that part-time education is on a basis they consider to be in the child's best interests. Full and part-time education should still aim to achieve good academic attainment particularly in English, Maths and Science. Schools should refer to the Salford guidance for reduced timetables.


· Have a named officer responsible for the education of children with additional health needs.  Salford’s named officer is Cathy Starbuck, Director for Education and Inclusion 


· Have a written, publicly accessible policy statement on their arrangements to comply with their legal duty towards children with additional health needs. The policy should make links with related services in the area - for example, Special Educational Needs and Disability Services (SEND), Child and Adolescent Mental Health Services (CAMHS), School Attendance Service, educational psychologists, and, where relevant, school nurses. 


· Review the provision offered regularly to ensure that it continues to be appropriate for the child and that it is providing suitable education. 


· Have clear policies on the provision of education for children and young people under and over compulsory school age. 


The LA will: 


· Provide a model policy and guidance for schools.


· Provide a contact e-mail for all initial enquiries and notifications - cme@salford.gov.uk


· Implement a referral and tracking process of pupils who are absent from school for a period of 15 days or more, where the absence is caused by a medical condition. 


· Provide support to school staff in monitoring & challenging pupil absence. 


· Implement an escalation process to the Access to Education panel to ensure the pupil is receiving a suitable education as outlined in the Access to Education/Section 19 policy.


· Where they have identified that alternative provision is required, ensure that it is arranged as quickly as possible and that it appropriately meets the needs of the child. Transport to any base other than the pupil’s main base may be considered. 


· Ensure that schools have a re-integration process which focuses on the child’s physical & emotional health and education needs.


· Support EYFS children through;


· My story giving information around SEN needs  


· Medical care plan 


· Early support keyworkers who support children with complex needs until they reach 5 


· Occupational therapy, physiotherapy completing an access visit to check the building is accessible for the children prior to them attending


· Health visitors supporting transition to nursery and/or reception 


· Support Post 16 students through; 


· Ensuring that commissioned services and post 16 providers have appropriate provision in place for students with medical conditions.





[bookmark: _Toc153895914]Health Service responsibility


Local Authorities (LAs);


· Commissioners of school nurses for maintained schools and academies.  Under Section 10 of the Children Act 2004, they have a duty to promote co-operation between relevant partners – such as governing bodies of maintained schools, proprietors of academies, clinical commissioning groups and NHS England – with a view to improving the wellbeing of children with regard to their physical and mental health, and their education, training and recreation. 





· LAs and clinical commissioning groups (CCGs) must make joint commissioning arrangements for education, health and care provision for children and young people with SEN or disabilities (Section 26 of the Children and Families Act 2014). 





· LAs should provide support, advice and guidance, including suitable training for school staff, to ensure that the support specified within individual healthcare plans can be delivered effectively. 





· LAs should work with schools to support pupils with medical conditions to attend full-time. Where pupils would not receive a suitable education in a mainstream school because of their health needs, the local authority has a duty to make other arrangements. Statutory guidance for local authorities health needs sets out that they should be ready to make arrangements under this duty when it is clear that a child will be away from school for 15 days or more because of health needs  (whether consecutive or cumulative across the school year). 





Advice on the role of clinical commissioning groups (CCGs):


 


· CCGs commission other healthcare professionals such as specialist nurses. They should ensure that commissioning is responsive to children’s needs, and that health services are able to co-operate with schools supporting children with medical conditions. They have a reciprocal duty to co-operate under Section 10 of the Children Act 2004 and must make joint commissioning arrangements for education, health and care provision for children and young people with SEN or disabilities (as described above for local authorities). 





· CCGs should be responsive to local authorities and schools seeking to strengthen links between health services and schools, and consider how to encourage health services in providing support and advice (and can help with any potential issues or obstacles in relation to this). The local Health and Wellbeing Board will also provide a forum for local authorities and CCGs to consider with other partners, including locally elected representatives, how to strengthen links between education, health and care settings. 





· Since 2013 Local Authorities have been responsible for commissioning public health services for school-aged children including school nursing. CCGs should be aware that this does not include clinical support for children in schools who have long-term conditions and disabilities, which remains a CCG commissioning responsibility. Children in special schools in particular may need care which falls outside the remit of local authority commissioned school nurses, such as gastrostomy and tracheostomy care, or postural support. CCGs should ensure their commissioning arrangements are adequate to provide the ongoing support essential to the safety of these vulnerable children whilst in school. 





Advice on providers of health services: 





· Providers of health services should co-operate with schools that are supporting children with a medical condition, including appropriate communication, liaison with school nurses and other healthcare professionals such as specialist and children’s community nurses, as well as participating in locally developed outreach and training. Health services can provide valuable support, information, advice and guidance to schools, and their staff, to support children with medical conditions at school. 





· School nursing services are responsible for notifying the school when a child has been identified as having a medical condition which will require support in school. Wherever possible, they should do this before the child starts at the school. They would not usually have an extensive role in ensuring that schools are taking appropriate steps to support children with medical conditions, but may support staff on implementing a child’s individual healthcare plan and provide advice and liaison, for example, on training.


 


· School nurses can liaise with lead clinicians locally on appropriate support for the child and associated staff training needs. Community nursing teams will also be a valuable potential resource for a school seeking advice and support in relation to children with a medical condition. 





· Other healthcare professionals, including GPs, CAMHS practitioners and paediatricians, should notify the school nurse when a child has been identified as having a medical condition that will require support at school. They may provide advice on developing individual healthcare plans. Specialist local health teams may be able to provide support in schools for children with particular conditions (e.g. asthma, diabetes, epilepsy, mental health/neuro developmental conditions).








[bookmark: _Toc153895915]Referral and Tracking Process 





The aim will be to increase education provision so as to provide as much education as a pupil’s health condition allows. Where a pupil requires alternative provision, the overall aim, in all cases, is to reintegrate pupils back into mainstream education as soon as possible, through an individually tailored reintegration plan.








· Where a pupil is, or likely to be, absent for a period of 15 days due to a medical condition, schools are required to notify the local authority here .


· All referrals should be accompanied by an individual health care plan (IHCP) and must be supported by medical confirmation from one of the following health professionals via existing correspondence e.g. appointment letter; 


· Hospital Consultant


· GP


· Paediatrician


· Consultant Child or Adolescent Psychiatrist


· Senior Mental Health Practitioner or Clinical Psychologist 


· 0-19 service 





· Schools should have made reasonable adjustments to allow the pupil to access a suitable full time education (or as much as the child’s health condition can manage) in line with statutory guidance ‘Supporting pupils at school with medical conditions’.  


This may include arrangements for school work being sent home for short periods of absence, a part-time time table or vitual/on-line learning.





· Once notified by schools that a child will be absent for 15 days or more, the local authority will work alongside schools, health and other professionals (where appropriate) to ensure that suitable education is available.  This will be facilitated by the school identifying a member of staff who will act as lead professional to work with an Attendance Officer and other professionals to ensure that the education provision is in place and appropriate through the monitoring of Individual Health Care Plans (IHCP).





· Where the LA Attendance Officer, school staff or any other professional involved in the IHCP require further support by the local authority, the School Attendance Service will refer the case to the Access to Education panel. 





· The panel will consider information provided by school, pupil, parents & medical staff and additional information will be provided on an individual basis as required. 





· The panel will determine whether any alternative provision should be provided on a temporary basis. The intention in all cases will be to reintegrate the pupil back into mainstream provision on a full time basis as soon as possible.





· This alternative provision may consist of on-line learning, one to one tuition or small group teaching in a specialised setting, such as The Arbour Academy, or can be an engagement activity with a specialist provider.  Consideration will be given to providing transport where placement is other than the pupil’s main base. 





· Schools retain responsibility for funding provision utilising pupil’s age weighted pupil unit (AWPU), pupil premium and SEND funding. 


[bookmark: _Toc153895916]Referral Process for Health and Social Care





This policy should be followed where health and social care professionals identify a pupil who has been absent from school, either authorised or unauthorised, due to physical or mental health issues for 15 school days or more. 
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INSERT – School name


Model Policy for schools in relation to - Supporting pupils at school with medical conditions


			This document is intended as a model document for maintained and academy mainstream, special schools and Pupil Referral Units in Salford





			DfE Ref: 


Supporting pupils at school with medical conditions – Statutory guidance for governing bodies of maintained schools and proprietors of academies in England


December 2015)


Templates - Supporting pupils with medical conditions


Supporting pupils with medical conditions: links to other useful resources


Arranging education for children who cannot attend school because of health needs (December 2023)


Schools also need to be aware of their responsibilities when mental health issues are impacting on a child’s attendance. DfE guidance February 2023











Supporting pupils within the school community


Children and young people with temporary or recurring medical or mental health needs are valued as full and participating members of the school community.  In September 2014 a new duty was introduced for governing bodies to make arrangements to support pupils at school with medical conditions, in terms of both physical and mental health, to enable them to play a full and active role in school life, remain healthy and achieve their academic potential.  


The school's co-ordinator for children with medical needs will have overall responsibility for ensuring that this, and other policies and procedures, are regularly reviewed and fully implemented.


At this school, the Coordinator for pupils with medical needs is: [insert name(s)] This may be the SENDCO, if not insert their name here as well]


[bookmark: _Toc377031000]Procedure to be followed when notification is received that a pupil has a medical condition


[This section should cover any transitional arrangements between schools, or when pupil’s needs change and include arrangements for staff training. For children starting at a new school, arrangements should be in place in time for the start of the relevant school term. In other cases, such as a new diagnosis or children moving to a new school mid-term, this should normally take no more than two weeks. School should consider whether the child should be put on the SEN register]


A flow chart setting out the process that may be followed for identifying and agreeing the support a child needs is provided at appendix A


[bookmark: _Toc377031001]Individual healthcare plans


Individual healthcare plans (IHCP) can help to ensure that schools effectively support pupils with medical conditions. They provide clarity about what needs to be done, when and by whom. They are likely to be helpful in the majority of cases, and especially for long-term and complex medical conditions, although not all children will require one.  [A model IHCP is provided at Appendix B]


At this school the individual(s) responsible for drawing up IHCPs will be: [insert name(s)/role title(s)]


1


Plans will be reviewed at least termly or earlier if the child’s needs change. They will be developed in the context of assessing and managing risks to the child’s education, health and social well-being and to minimise disruption. Where the child has a special educational need, the individual healthcare plan will be linked to the child’s EHC plan where they have one. 


When drawing up an IHCP the following will be considered:


· the medical condition, its triggers, signs, symptoms and treatments;


· the pupil’s resulting needs, including  medication (its side-affects and its storage) and other treatments, dose, time, facilities, equipment, testing, dietary requirements and environmental issues e.g. crowded corridors, travel time between lessons;


· specific support for the pupil’s educational, social and emotional needs – for example, how absences will be managed, requirements for extra time to complete exams, use of rest periods or additional support in catching up with lessons, counselling sessions; 


· the level of support needed, (some children will be able to take responsibility for their own health needs), including in emergencies. If a child is self-managing their own medication, this should be clearly stated with appropriate arrangements for monitoring;


· who will provide this support, their training needs, expectations of their role, cover arrangements for when they are unavailable and confirmation of proficiency to provide support for the child’s medical condition from a healthcare professional;


· who in the school needs to be aware of the child’s condition and the support required


· written permission from parents and the head teacher at your school for medication to be administered by a member of staff, or self-administered by individual pupils during school hours;


· separate arrangements or procedures required for school trips or other school activities outside of the normal school timetable that will ensure the child can participate e.g. risk assessments;


· where confidentiality issues are raised by the parent/child, the designated individuals to be entrusted with information about the child’s condition


· what to do in an emergency, including whom to contact, and contingency arrangements. Other pupils in the school should know what to do, such as informing a teacher immediately if they think help is needed.  If a child needs to be taken to hospital, staff should stay with the child until the parent arrives, or accompany a child taken to hospital by ambulance. 


In the event of an emergency, the ambulance (or other emergency service) should be directed to: [insert school address (including post code] and location for pick up]


Collaborative working arrangements


Supporting a child with a medical condition during school hours is not the sole responsibility of one person. Partnership working between school staff, healthcare professionals, and where appropriate, social care professionals, local authorities and parents and pupils is critical.


The Governing body/Management Board will:


· Ensure that arrangements are in place to support pupils with medical conditions. In doing so they should ensure that such children can access and enjoy the same opportunities at school as any other child. No child with a medical condition will be denied admission or prevented from taking up a place in school because arrangements for their medical condition have not been made


· Take into account that many of the medical conditions that require support at school will affect quality of life and may be life-threatening. They will often be long-term, on-going and complex and some will be more obvious than others. The governing body will therefore ensure that the focus is on the needs of each individual child and how their medical condition impacts on their school life


· Ensure that their arrangements give parents confidence in the school’s ability to support their child’s medical needs effectively. The arrangements will show an understanding of how medical conditions impact on a child’s ability to learn, increase their confidence and promote self-care. in line with their safeguarding duties, not place other pupils at risk or accept a child in school where it would be detrimental to the child and others to do so


· Ensure that the arrangements they put in place are sufficient to meet their statutory responsibilities and should ensure that policies, plans, procedures and systems are properly and effectively implemented. Governing bodies should ensure that sufficient staff have received suitable training and are competent before they take on responsibility to support children with medical conditions. They should also ensure that any members of school staff who provide support to pupils with medical conditions are able to access information and other teaching support materials as needed.


· Consider implementing an asthma policy to ensure compliance with national guidance as Salford's statistics for childhood hospital admissions due to asthma-related emergencies surpass the England average.











· Governing bodies should ensure that written records are kept of all medicines administered to children. 





· Headteachers have overall responsibility for the development of individual healthcare plans. 





The Headteacher will:


· Ensure that policies are developed and effectively implemented with partners. This includes ensuring that all staff are aware of the policy for supporting pupils with medical conditions and understand their role in its implementation


· Ensure that all staff who need to know are aware of the child’s condition 


· Ensure that sufficient trained staff are available to implement the policy and deliver against all individual healthcare plans, including in contingency and emergency situations. This may involve recruiting a member of staff for this purpose


· Contact the designated School Health Advisor in the case of any child who has a medical condition that may require support at school but who has not yet been brought to the attention of the school nurse;


· Make sure that the school is appropriately insured and that staff are aware that they are insured to support pupils in this way (see Liability and Indemnity below for further details).





School staff:


· Any member of school staff may be asked to provide support to pupils with medical conditions, including the administering of medicines, although they cannot be required to do so. 


· All staff will have received suitable training, and their competency will be assured, before they take on responsibility to support children with medical conditions.


· Any member of school staff should know what to do and respond accordingly when they become aware that a pupil with a medical condition needs help. 





Pupils will:


· Often be best placed to provide information about how their medical condition affects them. They will be fully involved in discussions about their medical support needs and  contribute as much as possible to the development of, and comply with, their individual healthcare plan.  Children who are competent will be encouraged to take responsibility for managing their own medicines and procedures. Wherever possible, children will be allowed to carry their own medicines and relevant devices or should be able to access their medicines for self-medication, quickly and easily. Children who can take their medicines themselves or manage procedures may require a level of supervision.





Parents will:


· Provide the school with sufficient and up-to-date information about their child’s medical needs. They may in some cases notify the school that their child has a medical condition. They will also be involved in the development and review of their child’s individual healthcare plan. They should carry out any action they have agreed to as part of its implementation, e.g. provide medicines and equipment and ensure they or another nominated adult are contactable at all times.





School Health Advisor or other qualified healthcare professionals will:


· Notify the school when a child has been identified as having a medical condition who will require support in school. Wherever possible, they will do this before the child starts at the school.





The School Health Advisor would not usually have an extensive role in ensuring that schools are taking appropriate steps to support children with medical conditions, but can support staff on implementing a child’s individual healthcare plan (if required) and provide advice and liaison.





· The School Health Advisor is able to provide support and training to school staff to administer the following medications:


· Epipen (for allergies)


· Buccal Midazolam (for epilepsy)


· Inhalers (for asthma) * Refer to the Salford Schools Asthma Guide Policy 








At this school, the allocated school nurse/qualified healthcare professional is: [insert name(s)/role title(s)]


GPs, paediatricians and other healthcare professionals:


· May notify the school health advisor when a child has been identified as having a medical condition that will require support at school. 


· They may provide advice on developing healthcare plans.


· School Health Advisors and Specialist Advisors may be able to provide support in schools for children with particular conditions e.g. asthma (* Refer to the Salford Schools Asthma Guide Policy), diabetes, epilepsy or other health needs as appropriate). 





Local authorities will:


· Promote cooperation between relevant partners such as governing bodies of maintained schools, proprietors of academies, clinical commissioning groups and NHS England, with a view to improving the well-being of children so far as relating to their physical and mental health, and their education, training and recreation; 


· Wherever possible, provide support, advice and guidance, including suitable training for school staff through the School Health Advisors, to ensure that the support specified within individual healthcare plans can be delivered effectively;


· Work with schools to support pupils with medical conditions to attend full time. Where pupils would not receive a suitable education in a mainstream school because of their health needs then the local authority has a duty to support schools in making other arrangements.





Providers of health services will:


· Co-operate with schools that are supporting children with a medical condition, including appropriate communication, liaison with school health advisors, and participation in locally developed outreach and training.





Clinical commissioning groups will:


· Ensure that commissioning is responsive to children’s needs, and that health services are able to co-operate with schools supporting children with medical conditions.


[bookmark: _Toc377031002]Staff training and support


[This section should outline how staff will be supported in carrying out their role to support pupils with medical conditions, and how this will be reviewed. This should specify how training needs are assessed and how and by whom, training will be provided – this should include raising whole staff awareness of relevant issues. Staff should not give prescription medicines or undertake health care procedures without appropriate training (updated to reflect individual healthcare plans at all times) from a healthcare professional]


[bookmark: _Toc377031004]Managing medicines on school premises


· Medicines will only be administered at school when it would be detrimental to a child’s health or school attendance not to do so.





· No child under 16 should be given prescription or non-prescription medicines without their parent’s written consent - except in exceptional circumstances where the medicine has been prescribed to the child without the knowledge of the parents (It is good practice for professionals to follow the criteria commonly known as the Fraser guidelines). In such cases, every effort should be made to encourage the child or young person to involve their parents while respecting their right to confidentiality.





· No child under 16 will be given medicine containing aspirin unless prescribed by a doctor. Medication, e.g. for pain relief, should never be administered without first checking maximum dosages and when the previous dose was taken. Parents should be informed.





· Where clinically possible, medicines should be prescribed in dose frequencies which enable them to be taken outside school hours.





· The school will only accept prescribed medicines that are in-date, labelled (with the child’s name and instructions for administration, dosage and storage) and provided in the original container as dispensed by a pharmacist. The exception to this is insulin which must still be in date, but will generally be available to schools inside an insulin pen or a pump, rather than in its original container.





· All medicines will be stored safely. Children will know where their medicines are at all times and be able to access them immediately. Medicines and devices such as asthma inhalers  (* Refer to the Salford Schools Asthma Guide Policy), blood glucose testing meters and adrenalin pens will be readily available to children and not locked away.





· A child who has been prescribed a controlled drug may legally have it in their possession if they are competent to do so, but passing it to another child for use is an offence.





· The school will keep a record of all medicines administered to individual children, stating what, how and how much was administered, when and by whom. Any side effects of the medication to be administered at school should be noted; and if medication is for any reason not given a record must be kept and the parent informed.





· A record of all allergies of the child must be maintained.





· When no longer required, medicines will be returned to the parent to arrange for safe disposal. Sharps boxes will always be used for the disposal of needles and other sharps.





Liability and indemnity 





Governing bodies of maintained schools and management committees of academies and PRUs should ensure that the appropriate level of insurance is in place and appropriately reflects the level of risk.  In the event of a claim alleging negligence by a member of staff, civil actions are likely to be brought against the employer. 








Maintained schools - Salford City Council’s Risk Manager has been consulted on this policy and the insurers have provided a medical treatment decision tree and an explanation of cover available.








  


Insurance School Treatment endorsement;


It is a condition precedent to the right of the Insured to be defended or indemnified under the Medical Malpractice Policy that the Insured shall ensure and record that throughout the Period of Insurance; 


a) Each child who receives a medical procedure or intervention in school has a specific individual care plan signed off by the child’s parents, the school head teacher and the child’s General Practitioner or supervising consultant. 


b) The care plan must include full details of the emergency procedures in the event of a medical emergency. 


c) The child’s parents have provided written consent for a non-Medical or Healthcare practitioner to provide the medical procedure or intervention to their child. 


d) The employee who is providing the medical procedure or intervention has received full training from a registered Medical or Healthcare professional and has been signed off as fully competent in the procedure they are providing. 


e) The employee who is providing the medical procedure or intervention has provided written confirmation that they have read and understood the individual care plan. 


N.B. Each claim is treated on its own merits and it is up to insurers if they accept a claim although (up to a certain limit) Salford City Council are self-insured. 


Proprietors of academies - should ensure that either the appropriate level of insurance is in place or that the academy is a member of the Department for Education’s Risk Protection Arrangements (RPA), a scheme provided specifically for academies. It is important that the school policy sets out the details of the school’s insurance arrangements which cover staff providing support to pupils with medical conditions. Insurance policies should be accessible to staff providing such support.





Insurance policies should provide liability cover relating to the administration of medication, but individual cover may need to be arranged for any healthcare procedures. The level and ambit of cover required must be ascertained directly from the relevant insurers. Any requirements of the insurance, such as the need for staff to be trained, should be made clear and complied with.


[bookmark: _Toc377031007]Day trips, residential visits and sporting activities


Reasonable adjustments will be made to encourage pupils with medical conditions to participate in school trips and visits, or in sporting activities. Teachers will be aware of how a child’s medical condition will impact on their participation, but there should be enough flexibility for all children to participate according to their own abilities. The schools will make arrangements for the inclusion of pupils in such activities unless evidence from a clinician such as a GP or consultant states that this is not possible.  


[bookmark: _Toc377031008]Home to school transport for pupils requiring special arrangements


 [This section should set out the arrangements to be made in relation to pupils with medical conditions travelling to and from school. This should include what should be done in emergency situations.]


Governing bodies may want the school’s policy to refer to home-to-school transport – this is the responsibility of local authorities and is operated by the Passenger Transport Unit team in line with the requirements of the Education Act 1996, section 508 (a, b & c)


· All students accessing Home to School SEND transport support have an assessment of need carried out before being placed on any transport service vehicle.


· Each vehicle carries a route card listing address and contact details of students carried, seat type or wheelchair requirement, and a brief set of “in transit” care notes that may have a bearing on the journey to and from home together with emergency instructions specific to individual students.


· It should be noted that the detail level within the care note varies with the students level of need and is aimed at the journey requirements only, all information is supplied by parents and carers at point of the students “needs assessment” prior to service starting so that there is a clear understanding of how a student’s needs may be accommodated during their journey.


· Parents/carers are advised that it their responsibility to update this care information where changes may occur for the student.


· Passenger Assistants and/or Drivers are not employed, trained or authorised to carry out intimate care or medical intervention of any kind during a journey to or from home or school. The default and only course of action for vehicle crews in case of medical concerns will be to contact the emergency services.


· Where students may require specialised medical assistance en route, it remains the duty of the parents/carers to inform the transport department of this and make their own arrangements at their own cost for the provision of such specialised assistance whilst the student travels on the allocated vehicle.


· All parents/carers of students accessing the transport support supplied by the local authority are issued with a copy of “student conditions of carriage” which outlines the procedures, guidelines and requirements under which the service is operated.


· Transport support and assistance should be viewed as a means of accessing provisions and services and not as part of the medical care package for any student. 


[bookmark: _Toc377031009]Unacceptable practice


Although school staff should use their discretion and judge each case on its merits with reference to the child’s individual healthcare plan, it is not generally acceptable practice to:


· Prevent children from easily accessing their inhalers and medication and administering their medication when and where necessary


· Assume that every child with the same condition requires the same treatment


· Ignore the views of the child or their parents


· Send children with medical conditions home frequently or prevent them from staying for normal school activities including lunch


· If the child becomes ill, send them to the school office or medical room unaccompanied 


· Penalise children for their attendance record if their absences are related to their medical condition e.g. hospital appointments


· Prevent pupils from drinking, eating or taking toilet or other breaks whenever they need to in order to manage their medical condition effectively


· Require parents, or otherwise make them feel obliged to attend school to administer medication or provide medical support to their child, including with toileting issues. No parent should have to give up working because the school is failing to support their child’s medical needs


· Prevent or create unnecessary barriers to children participating in any aspect of school life, including school trips, e.g. requiring parents to accompany the child.


[bookmark: _Toc377031011]Complaints


Should parents be dissatisfied with the support provided to their child they should discuss their concerns directly with the school. If for whatever reason this doesn’t resolve the issue, they may make a formal complaint via the school’s complaints procedure. [Insert link to the school’s complaints procedure – or details of where it can be viewed.] 


Supporting pupils through periods of absence from school


For some pupils, their health condition will require them to have an extended period of time out of school. The school will do all that it can to ensure that such children are supported through their period of absence from school and sensitively re-integrated once they are well enough to attend.


The school's co-ordinator for children with medical needs will take an active and continuing role in their educational, social and emotional progress.  The school will at all times aim to work in partnership with parents to ensure the best possible outcomes and a return to school as soon as possible.


Some children with medical conditions may have a disability. Where this is the case the governing body will comply with their duties under the Equality Act 2010. Some may also have special educational needs (SEN) and a statement, or Education, Health and Care (EHC) plan which brings together health and social care needs, as well as their special educational provision.


The school will continue to maintain a contact with a pupil who is unwell and not attending and will contribute to their academic and reintegration plans in order that they may enjoy a continuous level of education and support from the school during their period of absence.  This may include providing other agencies with relevant information about the child, helping to maintain contact with parents, assisting with and guiding the work of the child, supporting the process of achieving public examinations or taking part in National Curriculum tests and providing emotional support at the level of teacher and peer involvement.  


The school will do all that it can to maintain links with appropriate agencies and the Local Authority. Reintegration back into school will be properly supported so that children with medical conditions fully engage with learning and do not fall behind when they are unable to attend.


Local Authority Support


The aim of the Local Authority will be to support the school in its work to reintegrate pupils into full time education at the earliest possible opportunity.  In the greatest number of cases this means a return to mainstream education. 


The Local Authority Policy outlines the responsibilities for schools, local authority and health service. This should be read in conjunction with the school’s policy.


Where a child’s health condition requires an extended period of absence or repeated absences for the same condition, the school is required to notify the Local Authority. 


These pupils may be:


(a) Children who have been deemed by a medical practitioner as being too ill to attend the school for more than 15 days or who have conditions which lead to recurrent absences from school which becomes significant in the longer term.


(b) Pupils with mental health problems who are unable to attend school.





The policy explains the Referral and Tracking Process in place with supporting information in the Annexes;


Annex A - Pathway for supporting pupils at school with medical conditions 


Annex B – Model Individual Health care plan. 





The school will do all that it can to fully implement Salford’s policy on the education of children and young people with medical needs. 


This policy will be reviewed regularly and will be accessible to parents/carers via [indicate access points]


Date ratified by the governing body:


[bookmark: _Toc377031016]Date of next review: 









                    Appendix A: Individual Healthcare Plan Implementation Procedure














INSERT – School name


Appendix B: Individual Healthcare Plan 


 


			Child’s name: 


			





			[bookmark: Text8]Group/class/form:


			





			Date of birth:


			


			


			


			





			Child’s address:


			





			Medical diagnosis or condition:


			





			[bookmark: Text23]Date:


			


			


			


			





			[bookmark: Text24]Review date:


			


			


			


			





			


Family contact information


			





			Name:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			Name:


			





			Relationship to child:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			


Clinic/hospital contact


			





			[bookmark: Text15]Name:


			





			Phone number:


			





			


Child’s GP


			





			Name:


			





			Phone number:


			





			


			Child’s name: 


			





			Group/class/form:


			





			Date of birth:


			


			


			


			





			Child’s address:


			





			Medical diagnosis or condition:


			





			Date:


			


			


			


			





			Review date:


			


			


			


			





			





Family contact information


			





			Name:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			Name:


			





			Relationship to child:


			





			Phone number (work):


			





			(home):


			





			(mobile):


			





			


Clinic/hospital contact


			





			Name:


			





			Phone number:


			





			


Child’s GP


			





			Name:


			





			Phone number:


			











			Who is responsible for providing support in school? 


			











Describe medical needs and give details of child’s symptoms, triggers, signs, treatments, facilities, equipment or devices, environmental issues, etc.





			



































Name of medication, dose, method of administration, when it should be taken, side effects, contra-indications, administered by/self-administered with/without supervision:





			



































Daily care requirements:





			











Specific support for the pupil’s educational, social and emotional needs:





			











Arrangements for school visits/trips:





			











Other information:





			











Describe what constitutes an emergency, and the action to take if this occurs:





			











Responsible person in an emergency (state if different for off-site activities):





			











Plan developed with:





			














Staff training needed/undertaken – who, what, when:





			The employee who is providing the medical procedure or intervention has received full training from a registered Medical or Healthcare professional and has been signed off as fully competent in the procedure they are providing. 











			Name


			Signature


			Date





			Parent/Carer


			


			





			Head Teacher


			


			





			Employee providing the medical procedure


			


			





			


			


			





			


			


			





			GP/Supervising consultant


			


			








   * It is a condition of the insurance that the plan is agreed and signed by the above








Form copied to:





			























Review date:





This IHCP should be used as an ongoing ‘live’ risk assessment document which should be distributed to other services as appropriate and link into existing processes such as EHCP, PEP reviews, Community Paediatrics, CAMHS etc. 


	


	


It should include mental health as well as physical health conditions to ensure everyone has a holistic overview of the difficulties a CYP may be facing in their access to education


15











1








A parent or healthcare professional informs the school that the child has a medical condition or is due to return from long-term absence, or that needs have changed.








2








The headteacher coordinates a meeting to discuss the child's medical needs and identifies a member of school staff who will provide support to the pupil.








3








A meeting is held to discuss and agree on the need for an individual healthcare (IHC) plan.








4








An IHC plan is developed in partnership with healthcare professionals, and agreement is reached on who leads.








5








School staff training needs are identified.








6








Training is delivered to staff and review dates are agreed.








7








The IHC plan is implemented and circulated to relevant staff.








8








The IHC plan is reviewed annually or when the condition changes (revert back to step 3).
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1. [bookmark: _Toc135919848]Introduction







Asthma is the most common long-term medical condition in children. It is an inflammatory condition that affects the airways. It cannot be cured, but with appropriate management, quality of life can be improved. 



Having asthma has implications for a child’s schooling and learning. It impacts on care given within schools and early years settings. Appropriate asthma care is necessary for the child’s immediate safety, long-term well-being, and optimal academic performance. Whilst some older children may be fully independent with their condition, younger children, children with learning difficulties or those newly diagnosed are likely to need support and assistance from school staff during the school day, to help them to manage their asthma in the absence of their parents. 



The 2010 Children, Schools and Families Act and the Children and Families Act 2014 introduce a legal duty on schools to look after children with medical conditions. This is inclusive of children with asthma, and it is therefore essential that all school staff and those who support younger children have an awareness of this medical condition and the needs of pupils with this condition. 	Comment by Hamer, Karen: It may be worth adding some data/narrative about the Salford context 



Purpose and summary of this document 



The purpose of this document is to enable schools to manage children and young people with asthma effectively in a school setting. The following is a summary of the recommendations contained within this document and are based on national guidelines and from contributions from key stakeholders from across Salford: 



· Every child with asthma should have an individual health care plan (IHCP). 



· Each school has an up to date medical /asthma conditions policy



· Children and young people should have appropriate supervision depending on their individual needs. 



· Children and young people should have immediate access to their inhalers ideally in the classroom. It is the school’s responsibility to make sure staff know where the inhalers are kept. 



· In an asthma attack the inhaler should always be taken to the child. 



· Schools should consider keeping at least one emergency asthma inhaler kit on the school premises 



· Early years settings and primary schools: Children may require support to manage their asthma in school in line with the Children and Families Act 2014. 



· Secondary school: The student will be largely independent but may require intermittent support. 



· The school will maintain a register of children and young people with asthma. 



· Staff will have access to appropriate training and annual updates. 



This policy reflects the requirements of key legislation (Appendix 9.1) and two key documents: 



1. Supporting pupils at school with medical conditions (2014)[footnoteRef:1]  [1:  Department of Health (2014) Supporting Pupils t school with medical conditions - Supporting pupils at school with medical conditions (publishing.service.gov.uk)] 




2. Guidance on the use of emergency salbutamol inhalers in schools (2015[footnoteRef:2])  [2:  Department of Health (2015) Guidance on the use of emergency salbutamol inhalers at school - Guidance on the use of emergency salbutamol inhalers in schools (publishing.service.gov.uk)] 




This policy sets out how a school can support students with asthma and how a school can work closely with students, parents, and health colleagues to ensure it has robust procedures in place for the administration, management, and storage of asthma inhalers at school. Parents/guardians are kept informed if their child has had medication during the school day. 



Parents are required to ensure the school is aware of their child’s needs (Appendix 9.4.3). Parents should assist in the completion of their child’s school asthma plan and provide the school with one named inhaler and spacer in the original packaging detailing the prescription. For primary school children the inhaler and spacer should be kept in the classroom whilst secondary school students should carry the inhaler (and associated spacer) themselves. The school management and governors should ensure that an Asthma Lead (see Appendix 9.3 for definition of roles) will check the expiry dates of medications every half term and advise parents if new medication is required. It is the responsibility of parents/ guardians to ensure all medication is in date as advised by the school Asthma Lead and that the school is kept informed of any changes to children’s medication/ care needs throughout their time at school.



School staff are not obliged to administer medication however some will be happy to do so. School staff are insured to administer medication under the school’s or local education authority’s public liability insurance policy. Students with asthma should be fully integrated into school life and able to participate fully in all activities including physical education (PE). Students always require open and immediate access to their reliever medication (inhaler) for all school activities; schools should have clear procedures in place that facilitate this.



2. [bookmark: _Toc135919849]Record Keeping 







It is the responsibility of parents/guardians to inform school on admission of their child’s medical condition and needs (Appendix 9.4.3). It is also important that the school is informed by parents of any changes. The school will keep an accurate record of each occasion a student is given or supervised taking their inhaler. If recording takes place in more than one location i.e., classroom and office the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record which details the supervising staff member, student, dose, date, and time (see Appendix 9.5.1 for an example). Parents will be informed if a student uses their inhaler at any time unless taken pre-sport as agreed (Appendix 9.4.1). If a pupil refuses to use their inhaler, this is also recorded, and parents are informed as soon as possible.







Schools keep an asthma register (Appendix 9.5.3) so that they can identify and safeguard students with asthma; this is held centrally in the school office and is the responsibility of the Asthma lead to maintain. Students with asthma will have a school asthma plan (example Appendix 9.5.5) This is written jointly between health, education, and parent/student. An alternative to an individual school asthma plan is for a school-wide emergency asthma plan. Any child or young person with complex asthma should have an individual asthma plan. 	Comment by Pearson, Stephanie: Do we want this, or shall we recommend individual plans? 







In the event a student’s inhaler and spare inhaler are unavailable the school emergency inhaler should be used (if the parent/guardian has consented) and inform the parent as soon as possible (Appendix 9.4.2). Consent to use emergency inhalers should be recorded on the asthma register and the pupil’s Individual Health Care Plan (IHCP). In circumstances where an emergency inhaler is not available the school should…	Comment by Pearson, Stephanie: Claire Beswick or Una please can you advise what should happen in this situation. Should it be a call to parents? 



3. [bookmark: _Toc135919850]Asthma Management Responsibilities 



3.1 [bookmark: _Toc135919851]Parents responsibilities 



· Informing the school if their child has asthma. 



· Ensure their child has an up-to-date written self-management plan from their doctor or specialist healthcare professional and that they share this with the school. If the school’s policy is a school-wide emergency asthma plan an individual plan may not be required. There will be some children and young people who will need their own individualised plan, relating to specific medication.	Comment by Pearson, Stephanie: As per above comment re school-wide emergency action plan



· Inform the school about the medicines their child requires during school hours.



· Inform the school of any medicines the child requires while taking part in visits, outings, field trips and other out-of-school activities such as school sports events.



· Inform the school of any changes to their child’s condition.



· Ensure their medicines and medical devices are labelled with their full name and date of birth, in the original pharmacy packaging. 



· Ensure that their child’s medicines are within their expiry dates once advised by the school Asthma Lead. 



· Ensure that their secondary school student takes their inhaler to school and are confident about telling others if they are feeling unwell and needs to use their inhaler.



· If their child is off school, they catch up on any schoolwork they have missed.



· Ensure their child has regular reviews (at least annually and after each exacerbation) with their doctor or specialist healthcare professional. 



· Ensure in date medicines come into school on the first day of the new academic year. Spacers need to be replaced annually if used regularly.



3.2 [bookmark: _Toc135919852] 	School Management & Teachers’ Responsibilities 



· School management team should ensure that the school’s asthma policy is read and understood by all members of staff including teachers, teaching assistants, support staff and catering staff. 



· The school asthma policy will be shared and available to parents on the school website



· Be aware of the potential triggers, signs and symptoms of asthma and know what to do in an emergency. 



· Know which students have asthma and be familiar with the content of their individual health plan. 



· Allow all students to have immediate access to their emergency medicines. 



· Inform parents if a child uses their inhaler after an exacerbation or in the playground. 



· Encourage parents to seek a clinical review if a child regularly uses their inhaler at school. 



· Maintain effective communication with parents including informing them if their child has been unwell at school. 



· Ensure students who carry their medicines with them, have them when they go on a school trip or out of the classroom. 



· Be aware that asthma can affect a student’s learning and provide extra help when needed.



· Be aware of children with asthma who may need extra social support. 



· Liaise with parents, the student’s healthcare professionals, special educational needs co-coordinator and welfare officers if a child is falling behind with their work because of their condition. 



· Use opportunities such as Personal Social Health & Economic (PSHE) education to raise pupil awareness about asthma 



· Understand asthma and the impact it can have on students (students should not be forced to take part in an activity if they feel unwell). If school identify a pattern or are concerned about an individual student, they will inform their parent/guardian and seek medical advice. 



· Ensure students with asthma are not excluded from activities in which they wish to take part. 



· Ensure secondary school students have the appropriate medication with them during activity or exercise and are allowed to use them when needed. 



· School management review the asthma policy annually and conduct an annual review of the safe management of asthma in the school.



3.3 [bookmark: _Toc135919853]School Asthma Leads Responsibilities 



The school Asthma Lead and Asthma Leads are delegated responsibility by the head teacher and school governors to ensure:



· Schools have an adequate supply of emergency kits and know how to obtain these from their local pharmacy. 



· Procedures are followed. 



· Register is up-to date and accessible to all staff. 



· All children on the register have consent status recorded, an inhaler, a spacer, and a care plan. 



· That medication use in school is monitored. For any salbutamol inhaler use during the school day apart from pre-agreed sport use, parents should be informed (Appendix 9.4.1). If a pattern of regular use is emerging at school for example, if a child was using their rescue inhaler three times a week – the school nurse (or asthma nurse specialist if family already has links) should be informed. The school nurse should then liaise with the child’s GP/practice nurse or specialist. 



· Expiry dates are checked at least every half term and impending expiry dates are communicated to parent/guardian.



· Replacement inhalers are obtained before the expiry date. 



· Empty/out of date inhalers are disposed of appropriately (see section 4). 



· Their own training is up to date. 



· The school’s policy in practice is audited annually. The Asthma Leads enable the school nurse to undertake the annual audit (Appendices 9.5.4) 



· Ensure Inhalers and spacers are washed and checked regularly according to instructions; care should be taken not to muddle the components as this could pose a risk to the allergic child. If the inhaler and spacer have not been used and have been stored correctly in their own sealed packaging, there is no need for them to be washed. 



· Emergency kits are checked regularly, and contents replenished immediately after use. 



· Asthma Leads are trained and confident to support in an emergency. NHS partners in Salford recommend all staff working with young people who has asthma undertake the e-learning for health supporting children and young people’s health :improving asthma care together tier 1 training course - Asthma (Children and young people) - elearning for healthcare (e-lfh.org.uk). 



3.4 [bookmark: _Toc135919854]All Staff Responsibilities



· Attend asthma training yearly. 



· Know what the procedures are, and which students have asthma, be familiar with their care plans. 



· Communicate parental concerns and updates to the Asthma Lead.



· Inform the Asthma Lead in if a school emergency inhaler has been used. 



· Record inhaler usage as per their school system for recording. If recording takes place in more than one location i.e., classroom and office the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record. 



· Record the usage in the main asthma register located in the school office if the school’s emergency inhaler has been used. 



· Ensure all students with asthma have easy access to their reliever inhaler and spacer



· Encourage all students to carry and administer their own inhaler when their parents and health care provider determine they can start taking responsibility for their condition. This is likely to be only secondary school students. 



· Ensure students who do not carry and administer their own emergency medication know where their inhalers are stored. This should preferably be in the classroom in an easily accessible location (i.e., not a locked cupboard) and not in the main school office. This is likely to be for primary school students. 



· Ensure all staff attending off site visits are aware of any students on the visit with asthma and have brought their medication. They should be trained what to do in an emergency. 



· Ensure that, if a student misuses medication, either their own or another student’s, their parents are informed as soon as possible, and they are subject to the school’s usual disciplinary procedures.



4 [bookmark: _Medication][bookmark: _Toc135919855]Medication 



3.2 [bookmark: _Toc135919856]Safe Storage – General 



All inhalers are supplied and stored, wherever possible, in their original containers. All medication needs to be labelled with the student’s name and date of birth, the name of the medicine, expiry date and the prescriber’s instructions for administration, including dose and frequency. Medicines are stored in accordance with instructions at room temperature. All inhalers and spacers are sent home with students at the end of the school year. Medications are not stored in school over the summer holidays.	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): What needs to happen to emergency inhalers?



3.3 [bookmark: _Toc135919857]Safe Storage - Emergency Medication 



Emergency medications are readily available to students who always require them during the school day whether they are on or off site. Secondary school students who are self-managing are reminded to always carry their inhalers and spacers with them.



3.4 [bookmark: _Toc135919858]Safe Disposal 



Parents are responsible for collecting out of date medication from school.  A named member of staff is responsible for checking the dates of medication and arranging for the disposal of those that have expired. Manufacturers’ guidelines usually recommend that spent inhalers are returned to the pharmacy to be recycled. Schools should be aware that to do this legally, they should register as a lower-tier waste carrier, as a spent inhaler counts as waste for disposal. Registration only takes a few minutes online, is free, and does not usually need to be renewed in future years: https://www.gov.uk/register-renew-waste-carrier-broker-dealer-england.



5. [bookmark: _Toc135919859]Physical Education/Activities 







The school management and governors need to ensure that the whole school environment, which includes physical, social, sporting, and educational activities, is inclusive and favourable to students with asthma. 



Physical Education (PE) teachers will be sensitive to students who are struggling with PE and be aware that this may be due to uncontrolled asthma. Parents should be made aware so medical help may be sought. This includes out of school visits, which schools ensure are accessible to all students. 



Children and young people with asthma will have equal access to extended school activities, school productions, after school clubs and residential visits. 



Staff will have training and be aware of the potential social problems that students with asthma may experience. This enables schools to prevent and deal with problems in accordance with the school’s anti bullying and behaviour policies. 



Staff use opportunities such as Personal, Social Health & Economic (PSHE) education lessons to raise awareness of asthma amongst students and to help create a positive social environment and eliminate stigma. School staff understand that pupils with asthma should not be forced to take part in an activity if they feel unwell.



Staff are trained to recognise potential triggers for asthma when exercising and are aware of ways to minimise exposure to these triggers. 



PE teachers should make sure students have their inhalers with them during PE and take them when needed as stated in their plan; before, during or after PE. For primary school children this will be the school held inhaler and for secondary school students, their own. 



Risk assessments will be carried out for any out of school visits. Factors considered include how routine and emergency medicines will be stored and administered and where help could be obtained in an emergency. Schools should recognise there may be additional medication, equipment, or factors to consider when planning residential visits. These may be in addition to any medicines, facilities and healthcare plans that are normally available in school. 



In an emergency all members of school staff are required under common law duty of care, to act like any reasonable parent. This may include administering medication. The school management should ensure that there are asthma emergency procedure posters on display in prominent places e.g., the staff rooms, the school office, reception, and gymnasiums.



6. [bookmark: _Toc135919860]School Environment 







The school environment, as far as possible, is kept free of the most common allergens that may trigger an asthma attack. They should not keep warm blooded pets (for example dogs, rabbits, or guinea pigs) inside the school premises. Smoking is explicitly prohibited on the school site. There are other asthma triggers, for example house dust mites, viruses, damp, mould, and air pollution. Idling in cars, which means keeping the engine running while stationary when waiting to drop off or pick-up children from school, increases the number of toxic pollutants in the air which can trigger asthma symptoms. Exposure to these triggers should be limited wherever possible.



7. [bookmark: _Toc135919861]Students Who Miss School Due to Asthma 







The school management should be monitoring students’ absence. For example, if a student is having a lot of time off school due to their asthma, or the student is identified as being constantly tired in school, staff will contact the parent to work out how they can be supported. The school may need to speak with the school nurse or other health professional to ensure the student’s asthma control is optimal.



There is no reason for a child to miss out on education due to asthma. For more information on training, contact your local school nursing team. Poor asthma control should not be accepted as a reason for missing school or being late, and as such local policy around missing school and referral to the school attendance team should not be delayed for this reason, however, it must also trigger referral to the school nursing team and the safeguarding lead at the school.	Comment by Hamer, Karen: School Attendance Team



8. [bookmark: _Toc135919862]Asthma Attacks 







Staff should be trained to recognise an asthma attack and know how to respond. For more information on training please contact your school nursing team. It is good practice to clearly display the procedure to be followed on posters in the staff room and office as a reminder. Please see Appendix 9.81 and 9.8.2 for sample posters and Appendix 9.6 for example emergency kit. If a child has an asthma attack in school a member of staff will remain with them throughout and administer their inhaler in accordance with the emergency.



No student should ever be sent to get their inhaler in this situation; the inhaler must be brought to the student. Emergency services and parents will be informed. Post attack the school nurse will be informed who will ensure that others in primary and community care are informed so that a post attack review can be triggered. A member of staff will accompany the student to hospital until their parent/guardian arrives.



9. [bookmark: _Toc135919863]Appendices 



9.1 [bookmark: _Legislation][bookmark: _Toc135919864]Legislation 



The Children and Families Act 2014 



Section 100 of the Children and Families Act 2014 introduced a legal duty on schools to look after children with medical conditions. This is inclusive of children with asthma. Schools must make arrangements to support pupils at school with medical conditions and have regard to the statutory guidance: See Supporting pupils at school with medical conditions. 



The Education Act 2002 



Sections 21 and 175 detail how governing bodies of maintained schools must promote the wellbeing of pupils and ensure the safeguarding of children at the school. 



Section 3 of the Children Act 1989 



This places a duty on a person with the care of a child to do all that is reasonable in the circumstances for the purposes of safeguarding and promoting the child’s wellbeing. With relation to a child with asthma, this will mean knowing what to do in the event of an emergency and doing it. 



Legal duties on local authorities 



Local authorities have legal responsibilities to help make sure schools can meet the duties relating to children with asthma. These duties refer to all children in the local authority and they do not depend on the kind of school the child attends. 



Section 10 of the Children Act 2004 



This is a particularly important piece of legislation if schools are struggling to get the support and training, they need to allow them to look after a child with asthma properly. Section 10 essentially means the local authority must decide to promote cooperation between the authority and relevant partners. Relevant partners include the governing body of a maintained school, the proprietor of an academy, integrated care systems and NHS England and Improvement. They must make arrangements with a view to improving the wellbeing of children, including their physical and mental health, protection from harm and neglect, and education. 



Section 17 of the Children Act 



This gives local authorities a general duty to safeguard and promote the welfare of children in need in their area. If a school is looking after a child with asthma so poorly that the child is put in danger, the local authority must step in



9.2 [bookmark: _Toc135919865]Legal duties on the NHS 



Section 3 of the NHS Act 2006 



This gives Integrated Care Systems (ICSs) a duty to arrange for the provision of health services to the extent they consider it necessary to meet the reasonable needs of the people for whom it is responsible. This means ICSs should provide the healthcare the people in its area need if these needs are reasonable. This section also provides for ICSs to arrange such services as it considers appropriate to secure improvements in physical and mental health, and in the prevention, diagnosis, and treatment of illness, in people for whom it is responsible in relation to children with asthma, this means that an ICS should, within reason, make sure support and health care is in place to improve their health or at least keep them healthy. Poor management of asthma at school will obviously affect the health of a child. If a school is unable to get the support, it needs to help manage a child’s asthma successfully then both the local authority and the local ICS have a responsibility to the child’s health and welfare. 



Equality Act (2010) 



This states that types of discrimination are illegal, defining discrimination as when a person with a disability is treated less favourably, because of his or her disability, than a person who does not have a disability. The Equality Act 2010 defines a disability as a ‘physical or mental impairment’ that has ‘a substantial and long-term adverse effect’ on an individual’s ability to carry out ‘normal day-to-day activities. A substantial adverse effect is a negative effect that is more than trivial, and the effect is long-term if it has lasted or is expected to last for more than twelve months. Whilst only a court or tribunal can decide whether a person with asthma is covered by the definition, in many cases asthma is covered by the definition of the Act. Education and early years providers have a duty to make reasonable adjustment for people with disabilities and failure to make reasonable adjustments is a form of discrimination. The Act covers all schools and providers of early years settings that are covered by the early year’s framework in England, including maintained (non-fee paying) and fee-paying schools



9.3 [bookmark: _Definition_of_roles][bookmark: _Toc135919866]Definition of roles 



Asthma Lead – A school Asthma Lead is a non-clinical member of staff who takes an active role supporting the school with the practical implementation of their asthma policy. They should link with others outside the school for support e.g., asthma clinical nurse specialist (CNS), a local GP and local community asthma team. An Asthma Lead is usually a member of staff at the school - the welfare officer is ideally placed or a staff member with an interest in children’s asthma and they may be part of a local asthma network. The Asthma Lead should liaise with the school safeguarding lead and identified school nurse if there are concerns around a child’s asthma control. 



Asthma CNS (clinical nurse specialist) – Asthma CNSs are healthcare professionals trained in paediatric respiratory medicine who specialise in helping children who have breathing conditions or problems with their lungs. These nurses specialise in supporting children with a range of conditions, including asthma. Their skills, knowledge and expertise are particularly geared towards helping children and their families from childhood through to young adulthood when they move into adult services. A close working relationship between the school nursing team and asthma CNS should be developed. 	Comment by Pearson, Stephanie: Clarify if this is Una’s role and do we use the same role name?  	Comment by Pearson, Stephanie: Emma Molden/ Una – please check for accuracy. 



Asthma Lead – A school Asthma Lead is a member of school staff who takes a lead role within the school to ensure the asthma policy is implemented. They should be part of the Senior Leadership Team within the school and support the Asthma Lead’s role within the school. 



School nurse – A school nurse is a registered nurse who has experience and training in public and child health. A school won’t normally have a full-time nurse but may share a nurse with a number of other local schools. School nurses provide health promotion services in schools and weekly drop-in sessions or one-to-one appointments for students or parents to discuss any concerns they may have. The school nurse has a pivotal role to play in asthma care with children and young people at school. This should include liaising and signposting to the appropriate asthma services in their locality. A close working relationship between the school nursing team and asthma CNS should be developed. 	Comment by Pearson, Stephanie: Claire Beswick – please review this section for accuracy. 



School support staff – There are many types of support staff that help children learn: teaching and classroom assistants; learning support assistants; learning mentors; librarians; science technicians; ICT technicians; food technicians; and design and technology technicians. They help the school run smoothly and include school business managers; cover supervisors; examination officers; school attendance officers; admin assistants; finance officers; and secretaries.



9.4 [bookmark: _Asthma_Letter_Templates][bookmark: _Toc135919867]Asthma Letter Templates 







9.4.1 Specimen parent letter - salbutamol inhaler use except for pre-agreed sport use















9.4.2 Specimen parent letter - to inform parents of emergency salbutamol inhaler use















9.4.3 Specimen parent asthma letter for secondary schools















9.5 [bookmark: _Other_Asthma_Templates][bookmark: _Toc135919868]Other Asthma Templates 







9.5.1 Record of inhaler administered to children in primary school















9.5.2 Record of emergency inhaler administered to pupils







[bookmark: _MON_1746528904] 







9.5.3 School asthma register template















9.5.4 Suggested audit checklist template















9.5.5 Sample school asthma plan











9.6 [bookmark: _Toc135919869]Emergency Kit Checklist











9.7 [bookmark: _Toc135919870]Spacer Device User Guides 



Information on spacer use in children and young people can be accessed through Asthma UK’s videos on inhalers and spacers and from Rightbreathe. 



The International Primary Care Respiratory Group (IPCRG) has developed a gallery to offer free downloadable images that can be used by healthcare professionals, journalists and others who influence public and professional knowledge about respiratory (breathing) diseases, including the correct use of medicines and devices such as inhalers and spacers.



9.8 [bookmark: _Posters][bookmark: _Toc135919871]Posters







9.8.1 How to recognise an asthma attack – beat asthma 















9.8.2 How to manage and asthma attack – beat asthma 	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): This link doesn’t work











9.9 [bookmark: _Toc135919872]Useful resources: Where to find more information online	Comment by Pearson, Stephanie: Please let me know if you have any additional resource links that would be useful 



Website	Comment by Pearson, Stephanie: Are their any Salford links we can include? 







· Gov.uk, Emergency asthma inhalers in schools PDF: https://bit.ly/3kiw3da  



· Gov.uk, Supporting pupils at school with medical conditions and how to complete an IHCP: https://bit.ly/3pQ0yZa 



· Asthma UK schools’ advice: https://bit.ly/2MkeCwj 



· Asthma action plan and resources: Child Asthma Action Plan – Asthma + Lung UK (asthmaandlung.org.uk)



· Medical conditions at school – Schools Health Alliance: http://medicalconditionsatschool.org.uk/



· Monkey Wellbeing resources and story books: https://www.monkeywellbeing.com/ 



· Education for Health, Educational resources for staff: Asthma (Children and young people) - elearning for healthcare (e-lfh.org.uk)



· Beat asthma – supporting schools with pupils with asthma: Schools - Beat Asthma







Useful videos 







· What is Asthma? – Pathophysiology of Asthma: https://bit.ly/3klIJjO 



· Dr Ranj and Peppa Pig, the unsung hero of paediatric medicine: https://bit.ly/2ZZzY5D 



· Operation Ouch and asthma: https://bit.ly/2ZN0M8Y 



· Importance of using a spacer: https://bit.ly/2ZKpPtp   



· Asthma4children: https://bit.ly/37JBTPR 



· Steroids for asthma and their side effects - Asthma UK: https://bit.ly/37Kh86x 



· Parents talk to Asthma UK: https://bit.ly/3bEg9Wy 
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Appendix 9.6 - Specimen parent letter of salbutamol inhaler use except for pre-agreed sport use














					School’s name: 









					









					Child’s name:




					














					Date: 




					
























Dear XXX









This letter is to formally notify you that………………………………….has had problems with their breathing today and required their reliever (rescue) inhaler. ……. number of puffs were given at ……………….. . 




If your child has been using their rescue inhaler at home as well, we encourage you to contact your doctor’s surgery for a clinical review. 









Yours sincerely
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Specimen parent letter – to inform parents of emergency salbutamol inhaler use




					School’s name:









					



















Child’s name: 




Class: 




Date: 














Dear 









This letter is to formally notify you that …………………………………. has had problems with their breathing today. This happened when ……………………………………………………………………………………………. 









They did not have their own asthma inhaler with them, so a member of staff helped them to use the school emergency asthma inhaler containing salbutamol. They were given ………………..… puffs. 




Although they soon felt better, we would strongly advise that your child is seen by their own doctor or asthma nurse as soon as possible. Please can you ensure your child brings in a working in-date inhaler and spacer for their use in school: both should be clearly labelled with your child’s name and date of birth. 









Yours sincerely
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Specimen parent asthma letter for Secondary Schools









Dear Parent/Guardian 









We are currently reviewing our asthma policy. Please would you update the information regarding your child so we can ensure our school records are accurate. 




Our updated asthma policy means we will have an emergency salbutamol reliever inhaler on site. This is a precautionary measure. You still need to provide your child with their own inhaler and spacer as prescribed. If you do not wish for us to use the schools’ inhaler in an emergency, please fill in the details below and return to school as soon as possible. 




Please note that everyone with asthma should use a spacer with their inhaler in order to deliver maximum benefit to the lungs (unless your child has a breath actuated inhaler). If your child does not have a spacer or has not had an asthma review in the past 12 months, please book an appointment with your GP as soon as possible. For more information on reasons for and how to use a spacer see Asthma UK: www.asthma.org.uk 




Please complete the information below and return to school 




Yours sincerely 














					




					Tick as appropriate:









					1. I confirm that my child has been diagnosed with asthma 









					









					2. I confirm my child has been prescribed an inhaler 









					









					3. My child has a working, in-date inhaler and spacer clearly labelled with their name, which they will have with them at school every day 









					









					4. Please tick if you DO NOT wish the school to use the schools’ inhaler in an emergency 









					



















					Child’s name









					









					Class









					









					Signed:









					









					Print name: 









					









					Relationship to child:









					









					Date:
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Record of inhaler administered to children in primary school




					Name of school / setting: 









					



















					Date




					Child’s name




					Time




					Name of medicine




					Dose given




					Spacer cleaned




					Signature of staff




					Print name









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					









					









					




					




					




					




					




					




					



















Parents should be notified on every occasion if a student is using their inhaler except for agreed pre-sport use. 




Please be aware of those students who carry their own inhaler and self-medicate - A record of such use should be kept. Under the Data Protection Act 1998 (DPA), schools are responsible for ensuring that the collation, retention, storage and security of all personal information they produce, and hold meets the provisions of the DPA[footnoteRef:1]  [1:  https://dera.ioe.ac.uk/22630/8/Keeping%20and%20maintaining%20records%20-%20GOV] 
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Record of emergency inhaler administered to pupils




					Name of school / setting: 









					



















					Date




					Child’s name




					Time




					Name of medicine




					Dose given




					Spacer given to child as single use only




					New spacer obtained 




					Signature of staff




					Print name









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					









					









					




					




					




					




					




					




					




					



















Parents should be notified on every occasion if a student is using their inhaler except for agreed pre-sport use. 




Please be aware of those students who carry their own inhaler and self-medicate - A record of such use should be kept. Under the Data Protection Act 1998 (DPA), schools are responsible for ensuring that the collation, retention, storage and security of all personal information they produce, and hold meets the provisions of the DPA[footnoteRef:1]  [1:  https://dera.ioe.ac.uk/22630/8/Keeping%20and%20maintaining%20records%20-%20GOV] 
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Appendix 9.5.3 - School asthma register template.xlsx



school




					Asthma Register with expiry flag (or could be used for other condition)









					insert name of school




					Name 					Class					DOB					Consent to use emergency Inhaler					Expiry date of inhaler




										9K					7/29/01					Yes					2/1/16




										10E					9/16/99					Yes					2/20/16




										7W					9/18/00					Yes					12/31/16


















































































































Sheet2














Sheet3
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Record of emergency inhaler administered to pupils




					Standard




					Details









					Standard 1 









School’s policy should be available to view, all staff should be aware of where it is kept.




					· Amended the template policy to reflect internal procedures. 




· All staff and parents are aware of the policy (please note evidence source). 




· Date for review recorded




· Named contact that has responsibility for review of policy.














					Standard 2 




Asthma Register




					· Register should clearly state name and DOB of student. 




· Consent to administer emergency medication should also be recorded. 




· If prevalence was low (less than 10%) at initial audit a sweep of whole school should have been undertaken and register updated with newly identified students. 




· Must be displayed in school office and staffroom/ common room with emergency poster.









					Standard 3 




Emergency Kits/Procedures




					· Emergency kits (minimum of 2 in any school) conveniently located at key points throughout the school. 




· Staff aware of where these are and have easy access to them. 




· Emergency kit for off-site activities/evacuation of building. Contains checklist and clear procedures on monitoring use and contents. 




· Parents are informed promptly if emergency kit is required and advised to bring child for review. 




· Asthma Champion/ Leads are easily identified by staff members









					Standard 4 




Individual Health Care Plan (IHCP)




					Students have a care plan and know where it is kept – usually in the school office. For more information about how to develop an IHCP and what it should include see annex A DfE guidance. 




An alternative to an IHCP is for a school-wide emergency asthma plan (example Appendix 9). Any child or young person with complex asthma should have an individual asthma plan









					Standard 5 




Recording use of students’ medications and students who self-manage. Including storage of inhalers/spacers




					Records kept of medication usage and parents informed promptly of any incidents/usage outside of the IHCP.




Check that if recording takes place in more than one location i.e. classroom and office – the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record. Students should be encouraged to self-manage their condition where appropriate (secondary school students). Asthma medication and spacer is clearly labelled and stored in a cool location Expiry dates are checked regularly by staff and replaced when required. Inhaler is administered via a spacer. Spacers are single person use









					Standard 6




Whole school training




					Asthma training should be taken up by the whole school – a minimum of 85% is required to achieve AFS status.
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School Asthma PlanAffix child’s passport size photo here









					Name:









					









					Class:









					









					My reliver inhaler:




					Name and colour: 









					I take           puffs of my reliever inhaler using a spacer. 














					My preventer inhaler: 




					Name and colour:









					I only use my preventer inhaler when I am at home. 	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Do any young people have a MART regime( usually adults but can be used from 12)?




 



















					When my inhalers are running low my parent / guardian, or I will replace it / them.









					☐




					I have had an annual asthma review in the last 12 months by a health care professional.




					☐




					My parent / guardian gives consent for the use of an emergency inhaler









					☐














If I need to use my reliever inhaler more than tow two times a week, please advise my parent / guardian so they can organize organise a review with my asthma nurse / GP. 




					When I have an asthma attack: 




					I may need to take my reliever: 









					I start to cough




					☐					Before exercise 




					☐




					I start wheezing




					☐					After exercise




					☐




					I find it hard to breath 




					☐					When there is high pollen




					☐




					My chest becomes tight




					☐					During cold weather




					☐




					Other (describe below) 




					☐					Other (describe below) 




					☐




					



















					



















					Parent / guardian name:




					









					Contact number:









					









					Relationship to child:









					









					Parent / guardian signature: 




					




					Date:




					









					Health professional’s signature: 




					




					Date:




					









					Child’s signature:




					









					Date:




					
























Important: This is a generic asthma plan for school-aged children. If your child has a more detailed asthma plan, it is essential that the school is informed so they can keep your child safe. 
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Checklist: Emergency Kit 




					An emergency asthma inhaler kit should include









					Yes




					No




					Checked by/ date









					Two salbutamol metered dose inhalers



















					




					




					









					At least two single-use plastic or disposable spacers compatible with the inhaler. 




*Once used the plastic spacer should be sent home with the child who has used it. It cannot be used for another child. 




					




					




					









					Instructions on using the inhaler and spacer/plastic chamber














					




					




					









					Advice that the salbutamol inhaler and spacer are single patient use only because of the risk to COVID. Instructions on storing the unused inhaler and used spacer. Instructions for disposing of the used inhaler. 	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Does this need to say in school	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Not sure this makes sense




					




					




					









					Manufacturer’s information



















					




					




					









					A checklist of inhalers, identified by their batch number and expiry date, with half termly monthly checks recorded	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Is this checks every half term or every month









					




					




					









					A note of the arrangements for replacing the inhaler and spacers














					




					




					









					A list of children permitted to use the emergency inhaler as detailed in their individual healthcare plans (asthma register with consent recorded)









					




					




					









					A record of administration (i.e. when the inhaler has been used).














					




					




					









					Pen



















					




					




					









					Asthma Champions’ details




1. 




2.
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beat

asthma

HOW TO RECOGNISE AN ASTHMA ATTACK

It is important that you recognise the signs and symptoms of an asthma attack in your
pupil. Be aware that the onset of an asthma attack can gradually appear over days. Early
recognition will help prevent your pupil from getting worse and needing to go into
hospital.

Your pupil may have one or more of these symptoms during an asthma attack:

BREATHING HARD AND FAST

You may notice your pupil breathes faster or is having chest
‘recessions’ which is the pulling in of muscles in between the ribs or
underneath the ribs.

WHEEZING

This is typically a high-pitched whistling noise heard on breathing in
and out, a sound produced by inflamed and narrowed airways that
occur in asthma.

COUGHING

Your pupil may have a worsening cough, particularly at night
preventing your child from having restful sleep and making them
seem more tired in class.

BREATHLESSNESS

Your pupil may appear to be less active, with refusal to eat, or they
may seem restless. This may be a sign that they are too breathless to
run around and do PE or even eat

TUMMY OR CHEST ACHE

Be aware that younger children often complain of tummy ache when
itis actually their chest that is causing them discomfort.

INCREASED USE OF THE RELIEVER INHALER

If your pupil is old enough, he/she may ask for the reliever inhaler
more frequently during an attack. It is important that you follow your
pupil’s asthma action plan and know when to seek help when the
reliever inhaler fails to improve their symptoms.

www.beatasthma.co.uk
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beat

asthma

How Do | Manage a Pupil Having an Asthma Attack?

What are you seeing?

/

.

/ Actions
/ \ e Askacolleague to DIAL 999

¢ Becalmandreassuring (ambulance) and then contact
e Encourage pupil to sit down and parent/guardian

loosen clothing if needed

¢ Take 2 puffs of the blue inhaler
through a spacer, 1 puff at a time.
Make sure you shake the inhaler
between each puff.

o Keep doing this every 10 minutes
if there are still symptomsup toa for each puff

total of 6 puffs. . e Follow the actions above until the
¢ Encourage a normal breathing ambulance arrives
rate if the pupil is able.
@ Klf losing consciousness (rare) follow
= emergency first aid procedures.
Is the pupil responding?

Yes

/ Actions \

e Allow to sit for 15-20 mins observed
by a member of staff

e Allow toreturntoclass

¢ Inform parent/carer

¢ If symptoms return after 4 hours,

repeat and ask parent/carer to collect

J

Newaasﬂce% www.beatasthma.co.uk

Citv Council

¢ Be calm, confident, reassuring

e Administer 1 puff of reliever (blue)
inhaler every 30 secs through a
spacer

¢ Shake before each puff, give 1 puff
at atime, and count 4-5 breaths
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Salford

Integrated Care Partnership
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Combined Liability Insurance (UK)
Policy - Medical treatmenttable

Procedure/Activity/Useof

Acupuncture

Administration of medicines

Apneamonitoring

Bathing
Bloodsamples
Buccalmidazolam
Bladderwash out

Catheters

Colostomy/Stoma care

Chestdrainage exercise

Dressings

Defibrillators/Firstaid only
Denturecleansing
Earsyringe
Ear/Nosedrops
Epipen/Medipens

Enema suppositories
Eyecare

Firstaid

Gastrostomy tube
— peg feeding

Hearing aids

Cover available

No

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

No

Yes

Yes

Yes

Yes

Butmay be considered on receipt of written details of procedures.

Subject to being pre-prescribed by a medical practitioner and
written guidelines. Via nasogastric tube, gastronomy tube or orally.

Where this involves children, wherever possible parents/guardians
should provide the medication prior to the child leaving home.
Awritten consentform will be required from parent/guardian and this
shouldbeinaccordancewithLEAprocedureonmedicinesinschoolsetc.

Similarconsiderationshouldbegivenwhenaskedtoadminister
‘over the counter’ medicines.

Inrespectof monitoring viaa machine following written guidelines.
There is no cover available in respect of visual monitoring.

Following training and in accordance with written guidelines.
Butonly by glucometer following written guidelines.

Following written guidelines.

Following written guidelines for the changing of bags and the
cleaning oftubes. Thereis no coveravailable forthe insertion oftubes.

Followingwritten guidelinesinrespectofboth cleaningand
changing of bags.

Following written health care plan provided underthe direction of
amedical practitioner.

Following written health care plan for both application and
replacement ofdressings.

Following written instructions and appropriate documented training.

Following appropriate training.

Following written guidelines.

Following written guidelines with a preassembled epipen.

Following written guidelines for persons unable to close eyes.

Should be qualified first aiders and applies during the course of
the business for the benefit of employees and others.

Coveravailableinrespect offeedingand cleaningfollowing
written guidelines butno coveravailable fortube insertion.

Forassistanceinfitting/replacementofhearingaidsfollowing
written guidelines.

© Risk Management Partners. All rights reserved

www.rmpartners.co.uk









Procedure/Activity/Useof Coveravailable

Inhalers, cartridges Yes Bothmechanicalandheldfollowingwrittenguidelines.
and nebulisers

Injections Yes Butonly for the administering of pre-packaged does on aregular basis
pre-prescribed by a medical practitioner and written guidelines.
See below for insulin injections

Insulininjections Yes Where possible, these should be self administered but can be undertaken
by trained staffin accordance with written care plan. Coverwill operate
inrespectofthe administration of doses thatneed to be determined
duetoindividualneeds ofthe personaslongasthisis setoutintheir
care plan and, for school children, has parental approval.

Intranasalmidazolam Yes Following written guidelines.

Manual evacuation Yes

Mouth toilet Yes

Nasogastric tube feeding Yes Following written guidelines but coveris only available for feeding

andcleaningofthetube. Thereisnocoveravailablefortubeinsertion
orreinsertion which should be carried out by a medical practitioner.

Occupational therapy No
Oxygen — Yes Following written guidelines and suitable training in use of the
administration of equipmentincludingoxygen saturationmonitoringwhererequired.
and assistance with Excludes filling of oxygen cylinders from main tank.
Pessaries No
Reiki Yes
Physiotherapy Yes Whenundertaken by suitably trained staff but excluding treatment
by qualified physiotherapists.
Pressurebandages Yes Following written guidelines.
Rectal midazalam Yes Followingwritten guidelines and two members of staff must be present.

in prepackaged dose

Rectal diazepam Yes Followingwritten guidelines and two members of staff mustbe present.
in prepackaged dose

Rectal paraldehyde No
Splints Yes Asdirected by a medical practitioner.
Suctionmachine No
Syringe drivers— No

programming of

Suppositories No Other thanrectal diazepam and midazalam.

Swabs —external Yes Following writtenguidelines.

Swabs—internal No  Otherthan oralfollowing written guidelines.

Toe nail cutting Yes Following written guidelines.

Tracheostomy No  Coverisonlyavailableforcleaningaroundthe edgesofthetubeonly

following written guidelines.

Ventilators No  Otherthanforapersonwithapredictable medical conditionand
stable ventilation requirements following written guidelines.

© Risk Management Partners. All rights reserved
www.rmpartners.co.uk
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Combined Liability Insurance (UK)

Policy —

Medical treatment decisiontree

Is the treatment one which would normally
be carried out by a healthcare facility and/or
healthcare professional?

Healthcare facility/healthcare professional
is defined as:

the provision of services by:

A hospital, clinic or emergency room facility,
a physician, medical doctor, osteopath,
chiropractor, resident, extern or intern; a
psychiatrist; pharmacist; dentist, orthodontist,
or peridontist and included the prescribing
ofanydrugsormedicinesandthe use of
equipmentfordiagnostic purposes.

m Are the duties/tasks of the insured’s employee

beyond the following:
Cover excluded

— emergency and/or first aid medical services

— the administering of drugs or medicines
or procedures pre-prescribed by a medical

practitioner.

-

Cover excluded

© Risk Management Partners. All rights reserved
www.rmpartners.co.uk

Coverisprovidedinrespectoftheadministering
of drugs or medicines pre-prescribed by

a medical practitioner and in respect of the
procedures indicated in the attached table
subjecttowrittenguidelinesandsuitabletraining
having beenprovidedtothe personcarryingout
the procedure. If required, written guidelines
canbeprovidedtoRisk ManagementPartners/
insurers for theiragreement orcomment.

Where cover is required beyond the limitations
set out in the table or there are any unusual
medical circumstances, full written details

must be provided to Risk Management Partners/
insurers for their agreement.
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1. [bookmark: _Toc141268890]Introduction





Asthma is the most common long-term medical condition in children. It is an inflammatory condition that affects the airways. It cannot be cured, but with appropriate management, quality of life can be improved. 


Having asthma has implications for a child’s schooling and learning. It impacts on care given within schools and early years settings. Appropriate asthma care is necessary for the child’s immediate safety, long-term well-being, and optimal academic performance. Whilst some older children may be fully independent with their condition, younger children, children with learning difficulties or those newly diagnosed are likely to need support and assistance from school staff during the school day, to help them to manage their asthma in the absence of their parents. If having an asthma attack all children and young people, regardless of age, will need support from a supervising adult. 


The 2010 Children, Schools and Families Act and the Children and Families Act 2014 introduce a legal duty on schools to look after children with medical conditions. This is inclusive of children with asthma, and it is therefore essential that all school staff and those who support younger children have an awareness of this medical condition and the needs of pupils with this condition. 


In Salford, there are approximately 1,800 children and young people between the ages of 5 – 18 years diagnosed with asthma. Data from the NHS highlights that childhood hospital admissions due to asthma related emergencies remain a challenge for Salford, with figures showing Salford’s admission numbers being above the England average. This highlights the need for improved preventative measures, education, and management to effectively address the impact of asthma on the young population in Salford. This can only be achieved through better multi-agency community support for children to ensure that every opportunity is taken to support the young person to manage their condition.  


Purpose and summary of this document 


The purpose of this document is to enable schools to manage children and young people with asthma effectively in a school setting. The following is a summary of the recommendations contained within this document and are based on national guidelines and contributions from key health professionals in Salford: 


· The school will maintain a register of children and young people with asthma.  


· Every child with asthma should have an individual health care plan (IHCP). 


· Each school has an up to date medical /asthma conditions policy.


· Children and young people should have appropriate supervision depending on their individual needs. 


· Children and young people should have immediate access to their inhalers ideally in the classroom. It is the school’s responsibility to make sure staff know where the inhalers are kept. 


· Schools should log the use of inhalers for children on their respective log and inform parents. Where a blue inhaler has been used more than 3 times per week, school nurses should be informed. 


· In an asthma attack the respective named inhaler should always be taken to the child. In no circumstance, should inhalers belonging to other children be used. 


· Schools should consider keeping at least one emergency asthma inhaler kit on the school premises. 


· Early years and primary schools age children may require support to manage their asthma in school in line with the Children and Families Act 2014. 


· Secondary school age students will be largely independent but may require intermittent support. 


· Staff will have access to appropriate training and annual updates – this will be provided by school nurses who deliver long term condition training to schools. In addition, specific asthma related training can be accessed free of charge on the e-learning for health webpage - Asthma (Children and young people) - elearning for healthcare (e-lfh.org.uk).


This policy reflects the requirements of key legislation (Appendix 9.1) and two key documents: 


1. Supporting pupils at school with medical conditions (2015)[footnoteRef:1]  [1:  Department of Health (2014) Supporting Pupils t school with medical conditions - Supporting pupils at school with medical conditions (publishing.service.gov.uk)] 



2. Guidance on the use of emergency salbutamol inhalers in schools (2015[footnoteRef:2])  [2:  Department of Health (2015) Guidance on the use of emergency salbutamol inhalers at school - Guidance on the use of emergency salbutamol inhalers in schools (publishing.service.gov.uk)] 



This policy sets out how a school can support students with asthma and how a school can work closely with students, parents, and health colleagues to ensure it has robust procedures in place for the administration, management, and storage of asthma inhalers at school. Parents/guardians are kept informed if their child has had medication during the school day. 


Parents are required to ensure the school is aware of their child’s needs (Appendix 9.4.3). Parents should assist in the completion of their child’s school asthma plan and provide the school with one named inhaler and spacer in the original packaging detailing the prescription at the beginning of each school year. For primary school children the inhaler and spacer should be kept in the classroom whilst secondary school students should carry the inhaler (and associated spacer) themselves. The school management and governors should ensure that an Asthma Champion (see Appendix 9.3 for definition of roles) will check the expiry dates of medications every half term and advise parents if new medication is required. It is the responsibility of parents/ guardians to ensure all medication is in date as advised by the school Asthma Champion and that the school is kept informed of any changes to children’s medication/ care needs throughout their time at school.


School staff are not obliged to administer medication however some will be happy to do so. School staff are insured to administer medication under the school’s or local education authority’s public liability insurance policy. Students with asthma should be fully integrated into school life and able to participate fully in all activities including Physical Education (PE). Students always require open and immediate access to their reliever medication (inhaler) for all school activities; schools should have clear procedures in place that facilitate this.


2. [bookmark: _Toc141268891]Record Keeping 





It is the responsibility of parents/guardians to inform school, on admission, of their child’s medical condition and needs (Appendix 9.4.3). It is also important that the school is informed by parents of any changes. The school will keep an accurate record of each occasion a student is given or supervised taking their inhaler. If recording takes place in more than one location i.e., classroom and office the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record which details the supervising staff member, student, dose, date, and time (see Appendix 9.5.1 for an example). Parents will be informed if a student uses their inhaler at any time unless taken pre-sport as agreed (Appendix 9.4.1). If a pupil refuses to use their inhaler, this is also recorded, and parents are informed as soon as possible.





Schools keep an asthma register (Appendix 9.5.3) so that they can identify and safeguard students with asthma; this is held centrally in the school office and is the responsibility of the Asthma Champion to maintain. Students with asthma will have a personalised asthma plan (example Appendix 9.5.5) This is written jointly between health, education, and parent/student. 





[bookmark: _Hlk140839243]In the event a student’s inhaler and spare inhaler are unavailable the school emergency inhaler should be used (if the parent/guardian has consented) and inform the parent as soon as possible (Appendix 9.4.2). Consent to use emergency inhalers should be recorded on the asthma register and the pupil’s Individual Health Care Plan (IHCP). In circumstances where an emergency inhaler is not available the school should contact emergency services for guidance and inform the parents as soon as possible. 


3. [bookmark: _Toc141268892]Asthma Management Responsibilities 


3.1 [bookmark: _Toc141268893]Parents responsibilities 


· Informing the school if their child has asthma. 


· Ensure their child has an up-to-date written Personalised Asthma Action Plan (PAAP) from their doctor or specialist healthcare professional and that they share this with the school. There will be some children and young people who will need their own individualised plan, relating to specific medication.


· Inform the school about the medicines their child requires during school hours.


· Inform the school of any medicines the child requires while taking part in visits, outings, field trips and other out-of-school activities such as school sports events.


· Inform the school of any changes to their child’s condition.


· Ensure their medicines and medical devices are labelled with the child’s full name and date of birth and in the original pharmacy packaging. 


· Ensure that their child’s medicines are within their expiry dates once advised by the school Asthma Champion. 


· Ensure that their secondary school student takes their inhaler to school and are confident about telling others if they are feeling unwell and needs to use their inhaler.


· If their child is off school, they catch up on any schoolwork they have missed.


· Ensure their child has regular reviews (at least annually and after each exacerbation) with their doctor or specialist healthcare professional. 


· Ensure in date medicines come into school on the first day of the new academic year. Spacers need to be replaced annually if used regularly.


3.2 [bookmark: _Toc141268894] 	School Management & Teachers’ Responsibilities 


· School management team should ensure that the school’s asthma policy is read and understood by all members of staff including teachers, teaching assistants, support staff and catering staff. 


· The school asthma policy will be shared and available to parents on the school website


· Be aware of the potential triggers, signs and symptoms of asthma and know what to do in an emergency. 


· Know which students have asthma and be familiar with the content of their individual health plan. 


· Allow all students to have immediate access to their emergency medicines. 


· Inform parents if a child uses their inhaler after an exacerbation.


· Encourage parents to seek a clinical review if a child regularly uses their inhaler at school. 


· Maintain effective communication with parents including informing them if their child has been unwell at school. 


· Ensure students who carry their medicines with them, have them when they go on a school trip or out of the classroom. 


· Be aware that asthma can affect a student’s learning and provide extra help when needed.


· Be aware of children with asthma who may need extra social support. 


· Liaise with parents, the student’s healthcare professionals, special educational needs co-coordinator and welfare officers if a child is falling behind with their work because of their condition. 


· Use opportunities such as Personal Social Health & Economic (PSHE) education to raise pupil awareness about asthma. 


· Understand asthma and the impact it can have on students (students should not be forced to take part in an activity if they feel unwell). If school identify a pattern or are concerned about an individual student, they will inform their parent/guardian and make the school nurses aware. 


· Ensure students with asthma are not excluded from activities in which they wish to take part. 


· Ensure secondary school students have the appropriate medication with them during activity or exercise and are allowed to use them when needed. 


· School management review the asthma policy annually and conduct an annual review of the safe management of asthma in the school.


· Ensure that students with asthma don’t use materials or, where possible, do not come into contact with any materials that may trigger asthma symptoms such as perfumes, dust, moulds, smoke, air fresheners etc


3.3 [bookmark: _Toc141268895]School Asthma Leads and Champions Responsibilities 


The Asthma Lead is a member of school staff who takes a lead role within the school to ensure the asthma policy is implemented. They should be part of the Senior Leadership Team within the school and support the Asthma Champion roles within the school.





The school Asthma Champions have delegated responsibility by the head teacher and school governors to ensure:


· Where applicable, schools have an adequate supply of emergency kits and know how to obtain these from their local pharmacy. 


· Procedures are followed. 


· The asthma register is up-to date and accessible to all staff. 


· All children on the register have consent status recorded, an inhaler, a spacer, and a care plan. 


· That medication use in school is monitored. For any salbutamol inhaler use during the school day apart from pre-agreed sport use, parents should be informed (Appendix 9.4.1). If a pattern of regular use is emerging at school for example, if a child was using their rescue inhaler three times a week – the school nurse (or asthma nurse specialist if family already has links) should be informed. The school nurse should then liaise with the child’s GP/practice nurse or specialist. 


· Expiry dates are checked at least every half term and impending expiry dates are communicated to parent/guardian.


· Replacement inhalers are obtained before the expiry date. 


· Empty/out of date inhalers are disposed of appropriately (see section 4). 


· Their own training is up to date. 


· The school’s policy in practice is audited annually. The Asthma Leads enable the school nurse to undertake the annual audit (Appendices 9.5.4) 


· Ensure Inhalers and spacers are washed and checked regularly according to instructions; care should be taken not to muddle the components as this could pose a risk to the allergic child. If the inhaler and spacer have not been used and have been stored correctly in their own sealed packaging, there is no need for them to be washed. 


· Emergency kits are checked regularly, and contents replenished immediately after use. 





Asthma Leads and Asthma Champions should be trained and confident to support in an emergency. NHS partners in Salford recommend all staff working with young people who has asthma undertake the e-learning for health supporting children and young people’s health :improving asthma care together tier 1 training course - Asthma (Children and young people) - elearning for healthcare (e-lfh.org.uk) which takes approximately 1 hour to complete. 


3.4 [bookmark: _Toc141268896]All Staff Responsibilities


· Attend asthma training yearly. 


· Know what the procedures are, and which students have asthma, be familiar with their care plans. 


· Communicate parental concerns and updates to the Asthma Champion.


· Inform the Asthma Champion if a school emergency inhaler has been used. 


· Record inhaler usage as per their school system for recording. If recording takes place in more than one location i.e., classroom and office the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record. 


· Record the usage in the main asthma register located in the school office if the school’s emergency inhaler has been used. 


· Ensure all students with asthma have easy access to their reliever inhaler and spacer


· Encourage all students to carry and administer their own inhaler when their parents and health care provider determine they can start taking responsibility for their condition. This is likely to be only secondary school students. 


· Ensure students who do not carry and administer their own emergency medication know where their inhalers are stored. This should preferably be in the classroom in an easily accessible location (i.e., not a locked cupboard) and not in the main school office. This is likely to be for primary school students. 


· Ensure all staff attending off site visits are aware of any students on the visit with asthma and have brought their medication. They should be trained what to do in an emergency. 


· Ensure that, if a student misuses medication, either their own or another student’s, their parents are informed as soon as possible, and they are subject to the school’s usual disciplinary procedures.


4 [bookmark: _Medication][bookmark: _Toc141268897]Medication 


4.1 [bookmark: _Toc141268898]Safe Storage – General 


All inhalers are supplied and stored, wherever possible, in their original containers. All medication needs to be labelled with the student’s name and date of birth, the name of the medicine, expiry date and the prescriber’s instructions for administration, including dose and frequency. Medicines are stored in accordance with instructions at room temperature. All inhalers and spacers are sent home with students at the end of the school year. Medications are not stored in school over the summer holidays.



Reliever inhalers and spacer devices must be stored in a location that allows students unrestricted access during school hours. The medication must be kept within close reach of the student while they are in the classroom and, where possible, should accompany them when they leave the classroom for activities such as physical education or breaktime.


4.2 [bookmark: _Toc141268899]Safe Storage - Emergency Medication 


Emergency medications are readily available to students who require them during the school day whether they are on or off site. Secondary school students who are self-managing are reminded to always carry their inhalers and spacers with them.


4.3 [bookmark: _Toc141268900]Safe Disposal 


Parents are responsible for collecting out of date medication from school.  A named member of staff is responsible for checking the dates of medication and arranging for the disposal of those that have expired. Manufacturers’ guidelines recommend that spent inhalers are returned to the pharmacy to be recycled. Schools should be aware that to do this legally, they should register as a lower-tier waste carrier, as a spent inhaler counts as waste for disposal. Registration only takes a few minutes online, is free, and does not usually need to be renewed in future years: https://www.gov.uk/register-renew-waste-carrier-broker-dealer-england.


The disposal of emergency inhalers should be in line with national guidance on the use of emergency salbutamol inhalers which recommends that spent inhalers are returned to the pharmacy to be recycled, and never thrown away in general waste bins. Schools should be aware that to do this legally, they should register as a lower-tier waste carrier, as a spent inhaler counts as waste for disposal. 


5. [bookmark: _Toc141268901]Physical Education/Activities 





The school management and governors need to ensure that the whole school environment, which includes physical, social, sporting, and educational activities, is inclusive and favourable to students with asthma. 


Physical Education (PE) teachers will be sensitive to students who are struggling with PE and be aware that this may be due to uncontrolled asthma. Parents should be made aware so medical help may be sought. This includes out of school visits, which schools ensure are accessible to all students. 


Children and young people with asthma will have equal access to extended school activities, school productions, after school clubs and residential visits. 


Staff will have training and be aware of the potential social problems that students with asthma may experience. This enables schools to prevent and deal with problems in accordance with the school’s anti bullying and behaviour policies. 


Staff use opportunities such as Personal, Social Health & Economic (PSHE) education lessons to raise awareness of asthma amongst students and to help create a positive social environment and eliminate stigma. School staff understand that pupils with asthma should not be forced to take part in an activity if they feel unwell.


Staff are trained to recognise potential triggers for asthma when exercising and are aware of ways to minimise exposure to these triggers. 


PE teachers should make sure students have their inhalers with them during PE and take them when needed as stated in their plan; before, during or after PE. For primary school children this will be the school held inhaler and for secondary school students, their own. 


Risk assessments will be carried out for any out of school visits. Factors considered include how routine and emergency medicines will be stored and administered and where help could be obtained in an emergency. Schools should recognise there may be additional medication, equipment, or factors to consider when planning residential visits. These may be in addition to any medicines, facilities and healthcare plans that are normally available in school. 


In an emergency all members of school staff are required under common law duty of care, to act like any reasonable parent. This may include administering medication. The school management should ensure that there are asthma emergency procedure posters on display in prominent places e.g., the staff rooms, the school office, reception, and gymnasiums.


6. [bookmark: _Toc141268902]School Environment 





The school environment, as far as possible, is kept free of the most common allergens that may trigger an asthma attack. They should not keep warm blooded pets (for example dogs, rabbits, or guinea pigs) inside the school premises. Smoking is explicitly prohibited on the school site. There are other asthma triggers, for example house dust mites, viruses, damp, mould, and air pollution. Idling in cars, which means keeping the engine running while stationary when waiting to drop off or pick-up children from school, increases the number of toxic pollutants in the air which can trigger asthma symptoms. Exposure to these triggers should be limited wherever possible.


7. [bookmark: _Toc141268903]Students Who Miss School Due to Asthma 





The school management should be monitoring students’ absence. For example, if a student is having a lot of time off school due to their asthma, or the student is identified as being constantly tired in school, staff will contact the parent to work out how they can be supported. The school may need to speak with the school nurse or other health professional to ensure the student’s asthma control is optimal.


There is no reason for a child to miss out on education due to asthma. For more information on training, contact your local school nursing team. Poor asthma control should not be accepted as a reason for missing school or being late, and as such local policy around missing school and referral to educational welfare teams should not be delayed for this reason, however, it must also trigger referral to the school nursing team and the safeguarding lead at the school.


8. [bookmark: _Toc141268904]Asthma Attacks 





Staff should be trained to recognise an asthma attack and know how to respond. For more information on training, contact your school nursing team. It is good practice to clearly display the procedure to be followed on posters in the staff room and office as a reminder. See Appendix 9.81 and 9.8.2 for sample posters and Appendix 9.6 for example emergency kit. If a child has an asthma attack in school a member of staff will remain with them throughout and administer their inhaler in accordance with the emergency (other students should not be left to supervise a child / young person having an asthma attack). 


No student should ever be sent to get their inhaler in this situation; the inhaler must be brought to the student. Emergency services and parents will be informed. Post attack the school nurse will be informed who will ensure that others in primary and community care are informed so that a post attack review can be triggered. A member of staff will accompany the student to hospital until their parent/guardian arrives.


9. [bookmark: _Toc141268905]Appendices 


9.1 [bookmark: _Legislation][bookmark: _Toc141268906]Legislation 


The Children and Families Act 2014 


Section 100 of the Children and Families Act 2014 introduced a legal duty on schools to look after children with medical conditions. This is inclusive of children with asthma. Schools must make arrangements to support pupils at school with medical conditions and have regard to the statutory guidance: See Supporting pupils at school with medical conditions. 


The Education Act 2002 


Sections 21 and 175 detail how governing bodies of maintained schools must promote the wellbeing of pupils and ensure the safeguarding of children at the school. 


Section 3 of the Children Act 1989 


This places a duty on a person with the care of a child to do all that is reasonable in the circumstances for the purposes of safeguarding and promoting the child’s wellbeing. With relation to a child with asthma, this will mean knowing what to do in the event of an emergency and doing it. 


Legal duties on local authorities 


Local authorities have legal responsibilities to help make sure schools can meet the duties relating to children with asthma. These duties refer to all children in the local authority and they do not depend on the kind of school the child attends. 


Section 10 of the Children Act 2004 


This is a particularly important piece of legislation if schools are struggling to get the support and training, they need to allow them to look after a child with asthma properly. Section 10 essentially means the local authority must decide to promote cooperation between the authority and relevant partners. Relevant partners include the governing body of a maintained school, the proprietor of an academy, integrated care systems and NHS England and Improvement. They must make arrangements with a view to improving the wellbeing of children, including their physical and mental health, protection from harm and neglect, and education. 


Section 17 of the Children Act 


This gives local authorities a general duty to safeguard and promote the welfare of children in need in their area. If a school is looking after a child with asthma so poorly that the child is put in danger, the local authority must step in


9.2 [bookmark: _Toc141268907]Legal duties on the NHS 


Section 3 of the NHS Act 2006 


This gives Integrated Care Systems (ICSs) a duty to arrange for the provision of health services to the extent they consider it necessary to meet the reasonable needs of the people for whom it is responsible. This means ICSs should provide the healthcare the people in its area need if these needs are reasonable. This section also provides for ICSs to arrange such services as it considers appropriate to secure improvements in physical and mental health, and in the prevention, diagnosis, and treatment of illness, in people for whom it is responsible in relation to children with asthma, this means that an ICS should, within reason, make sure support and health care is in place to improve their health or at least keep them healthy. Poor management of asthma at school will obviously affect the health of a child. If a school is unable to get the support, it needs to help manage a child’s asthma successfully then both the local authority and the local ICS have a responsibility to the child’s health and welfare. 


Equality Act (2010) 


This states that types of discrimination are illegal, defining discrimination as when a person with a disability is treated less favourably, because of his or her disability, than a person who does not have a disability. The Equality Act 2010 defines a disability as a ‘physical or mental impairment’ that has ‘a substantial and long-term adverse effect’ on an individual’s ability to carry out ‘normal day-to-day activities. A substantial adverse effect is a negative effect that is more than trivial, and the effect is long-term if it has lasted or is expected to last for more than twelve months. Whilst only a court or tribunal can decide whether a person with asthma is covered by the definition, in many cases asthma is covered by the definition of the Act. Education and early years providers have a duty to make reasonable adjustment for people with disabilities and failure to make reasonable adjustments is a form of discrimination. The Act covers all schools and providers of early years settings that are covered by the early year’s framework in England, including maintained (non-fee paying) and fee-paying schools


9.3 [bookmark: _Definition_of_roles][bookmark: _Toc141268908]Definition of roles 


Asthma Lead – A school Asthma Lead is a member of school staff who takes a lead role within the school to ensure the asthma policy is implemented. They should be part of the Senior Leadership Team within the school and support the Asthma Champion roles within the school. 


Asthma Champion A school Asthma Champion is a non-clinical member of staff who takes an active role supporting the school with the practical implementation of their asthma policy. They should link with others outside the school for support e.g., asthma clinical nurse specialist (CNS), a local GP and local community asthma team. An Asthma Lead is usually a member of staff at the school - the welfare officer is ideally placed or a staff member with an interest in children’s asthma and they may be part of a local asthma network. The Asthma Lead should liaise with the school safeguarding lead and identified school nurse if there are concerns around a child’s asthma control. 


Asthma CNS (clinical nurse specialist) – Asthma CNSs are registered nurses that have had extra training in paediatric asthma care. These nurses specialise in supporting children with asthma who may need extra support, for example, frequent admissions to hospital, high usage of reliever inhalers. Their skills, knowledge and expertise are particularly geared towards helping children, their families, and other involved parties, i.e., schools, from childhood through to young adulthood when they move into adult services. A close working relationship should be maintained between the 0-19 team and the asthma CNS.


[bookmark: _Hlk140840411]School nurse – A school nurse is a registered nurse who has experience and training in public and child health. Each school has a named school nurse who work in and across several schools both primary and high schools. School nurses provide health promotion services in schools and weekly drop-in sessions or one-to-one appointments for students or parents to discuss any concerns they may have. The school nurse has a pivotal role to play in asthma care with children and young people at school. This should include liaising and signposting to the appropriate asthma services in their locality. A close working relationship between the school nursing team and asthma CNS should be developed. 


School support staff – There are many types of support staff that help children learn: teaching and classroom assistants; learning support assistants; learning mentors; librarians; science technicians; ICT technicians; food technicians; and design and technology technicians. They help the school run smoothly and include school business managers; cover supervisors; examination officers; school attendance officers; admin assistants; finance officers; and secretaries.


9.4 [bookmark: _Asthma_Letter_Templates][bookmark: _Toc141268909]Asthma Letter Templates 





9.4.1 Specimen parent letter - salbutamol inhaler use except for pre-agreed sport use











9.4.2 Specimen parent letter - to inform parents of emergency salbutamol inhaler use











9.4.3 Specimen parent asthma letter for secondary schools











9.5 [bookmark: _Other_Asthma_Templates][bookmark: _Toc141268910]Other Asthma Templates 





9.5.1 Record of inhaler administered to children in primary school











9.5.2 Record of emergency inhaler administered to pupils





[bookmark: _MON_1746528904] 





9.5.3 School asthma register template











9.5.4 Suggested audit checklist template











9.5.5 Sample school asthma plan








9.6 [bookmark: _Toc141268911]Emergency Kit Checklist








9.7 [bookmark: _Toc141268912]Spacer Device User Guides 


Information on spacer use in children and young people can be accessed through Asthma UK’s videos on inhalers and spacers and from Rightbreathe. 


The International Primary Care Respiratory Group (IPCRG) has developed a gallery to offer free downloadable images that can be used by healthcare professionals, journalists and others who influence public and professional knowledge about respiratory (breathing) diseases, including the correct use of medicines and devices such as inhalers and spacers.


9.8 [bookmark: _Posters][bookmark: _Toc141268913]Posters





9.8.1 How to recognise an asthma attack – beat asthma 


 https://www.beatasthma.co.uk/wp-content/uploads/2017/10/1-HOW-TO-RECOGNISE-AN-ASTHMA-ATTACK-pdf.pdf 





9.8.2 How to manage and asthma attack – beat asthma 


https://www.beatasthma.co.uk/wp-content/uploads/2022/07/How-to-manage-an-asthma-attack-2022.pdf 


9.9 [bookmark: _Toc141268914]Useful resources: Where to find more information online


Website





· Gov.uk, Emergency asthma inhalers in schools PDF: https://bit.ly/3kiw3da  


· Gov.uk, Supporting pupils at school with medical conditions and how to complete an IHCP: https://bit.ly/3pQ0yZa 


· Asthma UK schools’ advice: https://bit.ly/2MkeCwj 


· Asthma action plan and resources: Child Asthma Action Plan – Asthma + Lung UK (asthmaandlung.org.uk)


· Medical conditions at school – Schools Health Alliance: http://medicalconditionsatschool.org.uk/


· Monkey Wellbeing resources and story books: https://www.monkeywellbeing.com/ 


· Education for Health, Educational resources for staff: Asthma (Children and young people) - elearning for healthcare (e-lfh.org.uk)


· Beat asthma – supporting schools with pupils with asthma: Schools - Beat Asthma


· Moving on asthma - Helping young people with asthma to live independently:  Home - Moving on Asthma 





Useful videos 





· What is Asthma? – Pathophysiology of Asthma: https://bit.ly/3klIJjO 


· Dr Ranj and Peppa Pig, the unsung hero of paediatric medicine: https://bit.ly/2ZZzY5D 


· Operation Ouch and asthma: https://bit.ly/2ZN0M8Y 


· Importance of using a spacer: https://bit.ly/2ZKpPtp   


· Asthma4children: https://bit.ly/37JBTPR 


· Steroids for asthma and their side effects - Asthma UK: https://bit.ly/37Kh86x 


· Parents talk to Asthma UK: https://bit.ly/3bEg9Wy 








This document is a modified version of the London Asthma friendly school policy that has been adapted for Salford. 
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Appendix 9.4.1 - Specimen parent letter of salbutamol inhaler use except for pre-agreed sport use.docx


Appendix 9.6 - Specimen parent letter of salbutamol inhaler use except for pre-agreed sport use











				School’s name: 







				







				Child’s name:



				











				Date: 



				



















Dear XXX







This letter is to formally notify you that………………………………….has had problems with their breathing today and required their reliever (rescue) inhaler. ……. number of puffs were given at ……………….. . 



If your child has been using their rescue inhaler at home as well, we encourage you to contact your doctor’s surgery for a clinical review. 







Yours sincerely
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Specimen parent letter – to inform parents of emergency salbutamol inhaler use



				School’s name:







				















Child’s name: 



Class: 



Date: 











Dear 







This letter is to formally notify you that …………………………………. has had problems with their breathing today. This happened when ……………………………………………………………………………………………. 







They did not have their own asthma inhaler with them, so a member of staff helped them to use the school emergency asthma inhaler containing salbutamol. They were given ………………..… puffs. 



Although they soon felt better, we would strongly advise that your child is seen by their own doctor or asthma nurse as soon as possible. Please can you ensure your child brings in a working in-date inhaler and spacer for their use in school: both should be clearly labelled with your child’s name and date of birth. 







Yours sincerely
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Specimen parent asthma letter for Secondary Schools







Dear Parent/Guardian 







We are currently reviewing our asthma policy. Please would you update the information regarding your child so we can ensure our school records are accurate. 



Our updated asthma policy means we will have an emergency salbutamol reliever inhaler on site. This is a precautionary measure. You still need to provide your child with their own inhaler and spacer as prescribed. If you do not wish for us to use the schools’ inhaler in an emergency, please fill in the details below and return to school as soon as possible. 



Please note that everyone with asthma should use a spacer with their inhaler in order to deliver maximum benefit to the lungs (unless your child has a breath actuated inhaler). If your child does not have a spacer or has not had an asthma review in the past 12 months, please book an appointment with your GP as soon as possible. For more information on reasons for and how to use a spacer see Asthma UK: www.asthma.org.uk 



Please complete the information below and return to school 



Yours sincerely 











				



				Tick as appropriate:







				1. I confirm that my child has been diagnosed with asthma 







				







				2. I confirm my child has been prescribed an inhaler 







				







				3. My child has a working, in-date inhaler and spacer clearly labelled with their name, which they will have with them at school every day 







				







				4. Please tick if you DO NOT wish the school to use the schools’ inhaler in an emergency 







				















				Child’s name







				







				Class







				







				Signed:







				







				Print name: 







				







				Relationship to child:







				







				Date:
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Record of inhaler administered to children in primary school



				Name of school / setting: 







				















				Date



				Child’s name



				Time



				Name of medicine



				Dose given



				Spacer cleaned



				Signature of staff



				Print name







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				







				







				



				



				



				



				



				



				















Parents should be notified on every occasion if a student is using their inhaler except for agreed pre-sport use. 



Please be aware of those students who carry their own inhaler and self-medicate - A record of such use should be kept. Under the Data Protection Act 1998 (DPA), schools are responsible for ensuring that the collation, retention, storage and security of all personal information they produce, and hold meets the provisions of the DPA[footnoteRef:1]  [1:  https://dera.ioe.ac.uk/22630/8/Keeping%20and%20maintaining%20records%20-%20GOV] 
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Record of emergency inhaler administered to pupils



				Name of school / setting: 







				















				Date



				Child’s name



				Time



				Name of medicine



				Dose given



				Spacer given to child as single use only



				New spacer obtained 



				Signature of staff



				Print name







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				







				







				



				



				



				



				



				



				



				















Parents should be notified on every occasion if a student is using their inhaler except for agreed pre-sport use. 



Please be aware of those students who carry their own inhaler and self-medicate - A record of such use should be kept. Under the Data Protection Act 1998 (DPA), schools are responsible for ensuring that the collation, retention, storage and security of all personal information they produce, and hold meets the provisions of the DPA[footnoteRef:1]  [1:  https://dera.ioe.ac.uk/22630/8/Keeping%20and%20maintaining%20records%20-%20GOV] 
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Appendix 9.5.3 - School asthma register template.xlsx


school



				Asthma Register with expiry flag (or could be used for other condition)







				insert name of school



				Name 				Class				DOB				Consent to use emergency Inhaler				Expiry date of inhaler



								9K				7/29/01				Yes				2/1/16



								10E				9/16/99				Yes				2/20/16



								7W				9/18/00				Yes				12/31/16



























































































Sheet2











Sheet3
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Record of emergency inhaler administered to pupils



				Standard



				Details







				Standard 1 







School’s policy should be available to view, all staff should be aware of where it is kept.



				· Amended the template policy to reflect internal procedures. 



· All staff and parents are aware of the policy (please note evidence source). 



· Date for review recorded



· Named contact that has responsibility for review of policy.











				Standard 2 



Asthma Register



				· Register should clearly state name and DOB of student. 



· Consent to administer emergency medication should also be recorded. 



· If prevalence was low (less than 10%) at initial audit a sweep of whole school should have been undertaken and register updated with newly identified students. 



· Must be displayed in school office and staffroom/ common room with emergency poster.







				Standard 3 



Emergency Kits/Procedures



				· Emergency kits (minimum of 2 in any school) conveniently located at key points throughout the school. 



· Staff aware of where these are and have easy access to them. 



· Emergency kit for off-site activities/evacuation of building. Contains checklist and clear procedures on monitoring use and contents. 



· Parents are informed promptly if emergency kit is required and advised to bring child for review. 



· Asthma Champion/ Leads are easily identified by staff members







				Standard 4 



Individual Health Care Plan (IHCP)



				Students have a care plan and know where it is kept – usually in the school office. For more information about how to develop an IHCP and what it should include see annex A DfE guidance. 



An alternative to an IHCP is for a school-wide emergency asthma plan (example Appendix 9). Any child or young person with complex asthma should have an individual asthma plan







				Standard 5 



Recording use of students’ medications and students who self-manage. Including storage of inhalers/spacers



				Records kept of medication usage and parents informed promptly of any incidents/usage outside of the IHCP.



Check that if recording takes place in more than one location i.e. classroom and office – the record is amalgamated to clearly reflect frequency of use. Ideally there should be one record. Students should be encouraged to self-manage their condition where appropriate (secondary school students). Asthma medication and spacer is clearly labelled and stored in a cool location Expiry dates are checked regularly by staff and replaced when required. Inhaler is administered via a spacer. Spacers are single person use







				Standard 6



Whole school training



				Asthma training should be taken up by the whole school – a minimum of 85% is required to achieve AFS status.


















image8.emf


Appendix 9.5.5 -  School Asthma Plan Template.docx






Appendix 9.5.5 - School Asthma Plan Template.docx


School Asthma PlanAffix child’s passport size photo here







				Name:







				







				Class:







				







				My reliver inhaler:



				Name and colour: 







				I take           puffs of my reliever inhaler using a spacer. 











				My preventer inhaler: 



				Name and colour:







				I only use my preventer inhaler when I am at home. 	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Do any young people have a MART regime( usually adults but can be used from 12)?



 















				When my inhalers are running low my parent / guardian, or I will replace it / them.







				☐



				I have had an annual asthma review in the last 12 months by a health care professional.



				☐



				My parent / guardian gives consent for the use of an emergency inhaler







				☐











If I need to use my reliever inhaler more than tow two times a week, please advise my parent / guardian so they can organize organise a review with my asthma nurse / GP. 



				When I have an asthma attack: 



				I may need to take my reliever: 







				I start to cough



				☐				Before exercise 



				☐



				I start wheezing



				☐				After exercise



				☐



				I find it hard to breath 



				☐				When there is high pollen



				☐



				My chest becomes tight



				☐				During cold weather



				☐



				Other (describe below) 



				☐				Other (describe below) 



				☐



				















				















				Parent / guardian name:



				







				Contact number:







				







				Relationship to child:







				







				Parent / guardian signature: 



				



				Date:



				







				Health professional’s signature: 



				



				Date:



				







				Child’s signature:



				







				Date:



				



















Important: This is a generic asthma plan for school-aged children. If your child has a more detailed asthma plan, it is essential that the school is informed so they can keep your child safe. 










image9.emf


Appendix 9.6 -  Checklist Emergency Kit.docx






Appendix 9.6 - Checklist Emergency Kit.docx


Checklist: Emergency Kit 



				An emergency asthma inhaler kit should include







				Yes



				No



				Checked by/ date







				Two salbutamol metered dose inhalers















				



				



				







				At least two single-use plastic or disposable spacers compatible with the inhaler. 



*Once used the plastic spacer should be sent home with the child who has used it. It cannot be used for another child. 



				



				



				







				Instructions on using the inhaler and spacer/plastic chamber











				



				



				







				Advice that the salbutamol inhaler and spacer are single patient use only because of the risk to COVID. Instructions on storing the unused inhaler and used spacer. Instructions for disposing of the used inhaler. 	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Does this need to say in school	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Not sure this makes sense



				



				



				







				Manufacturer’s information















				



				



				







				A checklist of inhalers, identified by their batch number and expiry date, with half termly monthly checks recorded	Comment by HODGSON, Wendy (NHS GREATER MANCHESTER ICB - 01G): Is this checks every half term or every month







				



				



				







				A note of the arrangements for replacing the inhaler and spacers











				



				



				







				A list of children permitted to use the emergency inhaler as detailed in their individual healthcare plans (asthma register with consent recorded)







				



				



				







				A record of administration (i.e. when the inhaler has been used).











				



				



				







				Pen















				



				



				







				Asthma Champions’ details



1. 



2.
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5.4.3 Child Criminal Exploitation

This chapter was added to the procedures manual in December 2023.
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1. Definition

The Home Office defines Child Criminal Exploitation (CCE) as:

Child Criminal Exploitation occurs where an individual or group takes advantage of an imbalance of power to coerce, control,
manipulate or deceive a child or young person under the age of 18. The victim may have been criminally exploited even if
the activity appears consensual.

Child Criminal Exploitation does not always involve physical contact; it can also occur through the use of technology.
Criminal exploitation often happens alongside sexual or other forms of exploitation.

Child Criminal exploitation is broader than just county lines and includes for instance children forced to work on cannabis
farms, to commit theft, shoplift or pickpocket, or to threaten other young people.

Currently there is no statutory definition for Child Criminal Exploitation. However, it is covered within the Modern Slavery Act 2015 which
sets out the offences of slavery, servitude and forced and compulsory labour in section 1, and human trafficking in section 2. Potential
victims can be exploited in a number of ways, including sexual exploitation, forced labour, domestic servitude and criminal exploitation.
Children may be forced to work in cannabis factories, move drugs, money or weapons across county lines or within their locality, launder
money through their bank accounts or carry out crimes of theft or violence, particularly against other young people.

See: Children who are Victims of Modern Slavery, Trafficking and Exploitation Procedure for details of the National Referral
Mechanism, which is the framework for identifying and supporting victims of human trafficking and modern slavery.

2. County Lines

County lines is a form of Child Criminal Exploitation. It is a term used to describe the activities of gangs and organised criminal networks
who are involved in exporting illegal drugs into one or more importing areas (within the UK), using dedicated mobile phone lines or other
forms of "deal line". These gangs are likely to exploit children and vulnerable adults to move (and store) the drugs and money, and they will
often use coercion, intimidation, violence (including sexual violence) and weapons (County lines: criminal exploitation of children and
vulnerable adults, Home Office 2018).

The adults running these networks remain at a distance from the frontline activity of drug dealing, reducing the risk of being caught and
instead - they exploit vulnerable children who are at high risk of significant harm transporting and selling drugs, often many miles from
home. Some children are forced to carry the drugs in harmful ways that are abusive and could result in their death. For example, 'plugging’
is commonly used, which is when children can be forced to insert and carry drugs in their rectum or vagina.





Children may be sent to another area of the country to live with a vulnerable adult whose home has been taken over by the gang in
exchange for a continued supply of drugs. This is known as 'cuckooing'. These environments are extremely dangerous for children who
face the risk of violence from their exploiters and / or the drug users who have been cuckooed, as well as from an unsafe physical
environment featuring toxic substances and used needles. Other dealers in the area may also target these children to prevent them taking
over their 'patch’ - exposing them to the risk of more violence.

County lines activity is dynamic, and perpetrators will change their methods of exploitation quickly. As professionals become more
responsive to identifying children at risk, criminals adapt their tactics. This may be by targeting new groups of children to exploit to avoid
detection or recruiting children within the local area and hence avoid the risk of them being identified when travelling. As a result a child who
is exploited can leave their home or care placement in the morning, sell drugs and return the same day and so avoid being reported
missing.

There are high levels of violence and intimidation linked to county lines activity. Children can be very quickly groomed into criminal activity,
often before parents or professionals realise what is happening.

Initially they may be trusted with small activities or 'minor' tasks that may seem inconsequential to the child but which lead to a rapid
escalation in demand and risk. Although the risk to the child is already present, at this point they are often unaware and may begin to
believe that they have the trust and respect of their 'elders'.

One of the tactics that may be used by perpetrators involves staging a fake robbery where the drugs and money concealed on the child are
stolen by their own gang. In these cases, the child believes they have lost money, drugs or phone contacts that are valuable to those
running the county lines, and that they must work for free to repay the debt. Perpetrators might also threaten the safety of their family or
parents, or their homes.

It is important to remember the unequal power dynamic within which this exchange occurs, and to remember that the receipt of something
(e.g. money, drugs, 'status') by a child or vulnerable adult does not make them any less of a victim. It is also important to note that the
prevention of something negative can also fulfil the requirement for exchange, for example a child who engages in county lines activity to
prevent someone carrying out a threat to harm their family.

All criminally exploited children are at risk of neglect, emotional harm, sexual exploitation and abuse, as well as substance misuse and
extreme forms of violence. Sexual violence can be used as a form of punishment.

Younger siblings may be recruited through fear, violence and intimidation against the family of older children who have already been
exploited.

The trauma caused by intimidation, violence, witnessing drug use or overdoses and continued threats to themselves or to family members
can lead to significant mental and physical ill-health of exploited children.

3. Who is at Risk?

Any child or young person may be at risk of criminal exploitation, regardless of their family background or other circumstances. For some,
their homes will be a place of safety and security; for others this will not be the case. Whatever the child's home circumstances, the risks
from exploitation spread beyond risks to the child. Their families or siblings may also be threatened or be highly vulnerable to violence from
the perpetrators of criminal exploitation.

Like other forms of abuse and exploitation, county lines exploitation:
¢ Can affect any child or young person (male or female) under the age of 18 years;
e Can affect any vulnerable adult over the age of 18 years;
¢ Can still be exploitation even if the activity appears consensual;
¢ Can involve force and/or enticement-based methods of compliance and is often accompanied by violence or threats of violence;
e Can be perpetrated by individuals or groups, males or females, and young people or adults; and

e |s typified by some form of power imbalance in favour of those perpetrating the exploitation. Whilst age may be the most obvious,
this power imbalance can also be due to a range of other factors including gender, cognitive ability, physical strength, status, and
access to economic or other resources.

Perpetrators are known to target vulnerable children and adults; some of the factors that heighten a person's vulnerability includes:





e Having prior experience of neglect, physical and/or sexual abuse;

o Lack of a safe/stable home environment, now or in the past (domestic violence or parental substance misuse, mental health issues
or criminality, for example);

e Social isolation or social difficulties;

e Economic vulnerability;

» Homelessness or insecure accommodation status;

e Connections with other people involved in gangs;

e Having a physical disability or learning disability;

e Having mental health or substance misuse issues;

¢ Being in care (particularly those in residential care and those with interrupted care histories);

e Being excluded from mainstream education, in particular attending a Pupil Referral Unit. It is important when schools are
considering exclusions they also consider the safeguarding risks to the child.

It is thought that 14-17 years is the most common age for children to be exploited but there are reports of children below the age of 11 years
being targeted.

Male children are most commonly identified as being criminally exploited, but female children are also used and exploited. It may be that
female children are identified by agencies for other reasons other than criminal exploitation but are also being criminally exploited.

4. Signs and Indicators

Some potential indicators of county lines involvement and exploitation are listed below, with those at the top of particular concern:
¢ Persistently going missing from school or home and / or being found out-of-area;
e Unexplained acquisition of money, clothes, or mobile phones;

o Excessive receipt of texts / phone calls and/or having multiple handsets;
¢ Relationships with controlling / older individuals or groups;

e Leaving home / care without explanation;

e Suspicion of physical assault / unexplained injuries;

o Parental concerns;

o Carrying weapons;

¢ Significant decline in school results / performance;

e Gang association or isolation from peers or social networks;

¢ Self-harm or significant changes in emotional well-being.

5. Agency Responses

If a practitioner identifies that a child is involved in, or at risk of involvement in CCE they should respond following their individual agency's
Safeguarding and Child Protection Procedures, alongside any specific local guidance for identifying and responding to CCE.

Sharing intelligence and information is crucial when developing multi- agency approaches to preventing criminal exploitation. It is only by
sharing data that agencies can develop an understanding of the prevalence, nature and scale of criminal exploitation and county lines
activity. This work should be carried out alongside similar profiles for sexual exploitation and children who go missing, and seek to identify,
children who are vulnerable, locations of interest and potential perpetrators. An early, coordinated response to any child who has been
criminally or sexually exploited is really important for the child, and other children linked to them.

Effective early information sharing and intelligence gathering can:





e Help build a profile of children that may be most at risk identify and support a child's needs at the earliest opportunity;
e Reduce the duration of harm and prevent escalation to more serious abuse;

o Help identify and understand links between different forms of exploitation and hidden, or related, crimes;

¢ lIdentify locations being used for the purposes of exploitation;

o Identify networks or individuals who pose a risk to children;

¢ Provide evidence in applications to the court for civil and criminal orders;

o Enable quicker risk assessment of a potential victim of trafficking and development of an effective safety plan.

The Home Office has published guidance for safeguarding agencies in the Child exploitation disruption toolkit. The toolkit is primarily
aimed at frontline staff, including law enforcement, social care, education, housing and the voluntary sector, working to safeguard children
and children under the age of 18 from sexual and criminal exploitation. Additionally, it is intended to help all safeguarding partners to
understand and access existing legislative opportunities at their disposal and to target specific risks and threats.

6. Working with Children

Children's needs and safety must come first. This means that professionals need to work flexibly and continue to 'stay with the child', even
when they are unwilling to engage. Relationships between children and professionals that are based on consistency, stability and respectful
communication will help in supporting effective interventions with exploited children.

When a child presents with offending, or other concerning behaviour, professionals need to be curious and compassionate and ask: what is
happening in this child's life that is causing them to behave this way?

The behaviours that children present with, such as offending or violence, may result from exploitation outside the home and/or from abuse
at home. Any interventions need to take into account all risks and needs. Children who have been criminally exploited are the victims of
crime (although they may not initially see themselves as such).

Agencies should consider the context of the child's behaviour as well as the impact (for example, trauma, post-traumatic stress disorder
(PTSD), mental health issues or substance misuse), to help determine an effective response. This is particularly relevant for children
exploited through county lines activity.

Further Information

Protecting children from criminal exploitation, human trafficking and modern slavery (GOV.UK) - thematic report from Joint
Inspections on the risk of child criminal exploitation.

Children and Young People Trafficked for the Purpose of Criminal Exploitation in Relation to County Lines a Toolkit For
Professionals - (The Children's Society in partnership with Victim Support and the National Police Chiefs' Council) - a number of
resources that may be useful for professionals when working with children and young people, their families and communities at risk of
abuse and exploitation.

Criminal exploitation of children and vulnerable adults: county lines (GOV.UK) - Guidance for frontline professionals on dealing with
county lines, part of the government's approach to ending gang violence and exploitation.

Child exploitation disruption toolkit (The Home Office) - Disruption tactics for those working to safeguard children and young people
under the age of 18 from sexual and criminal exploitation.

County lines exploitation: guidance for practitioners (Ministry of Justice) - Practice guidance for Youth Offending Teams and frontline
practitioners.

County lines exploitation: practice guidance poster (Ministry of Justice) - Note: not all processes included may be applicable to your
local area, so please refer to your local CCE Pathway as well.

Running the Risk (Catch 22, 2015) - Report on children and young people being recruited to travel to areas away from home to sell drugs.
County Lines after COVID - a new threat? (2020) - Crest Advisory Report examining the changing picture of county lines activity.

Tackling Child Exploitation: Resources Pack (Local Government Association)





Serious Violence Duty - Preventing and Reducing Serious Violence: Statutory Guidance for Responsible Authorities

End
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		5.4.2 Safeguarding Children and Young People Who May be Affected by Gang Activity
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AMENDMENT

In December 2023, information in relation to Serious Violence Reduction Orders was added into Section 4, Protection and Action to be Taken.
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1. Definition

Defining a gang is difficult. They tend to fall into three categories: Peer Groups, Street Gangs and Organised Crime Groups. It can be common for groups of children and young people to gather together in public places to socialise. Although some Peer group gatherings can lead to increased antisocial behaviour and youth offending, these activities should not be confused with the serious violence of a street gang.

A street gang can be described as a relatively durable, predominantly street-based group of children who see themselves (and are seen by others) as a discernible group for whom crime and violence is integral to the group's identity.

A street gang will engage in criminal activity and violence and may lay claim over territory (not necessarily geographical but it can include an illegal economy territory). They have some form of identifying structure featuring a hierarchy usually based on age, physical strength, propensity to violence or older sibling rank. There may be certain rites involving antisocial or criminal behaviour or sex acts in order to become part of the gang. They are in conflict with other similar gangs.

An Organised criminal group is a group of individuals normally led by adults for whom involvement in crime is for personal gain (financial or otherwise). This involves serious and organised criminality by a hard core of violent gang members who exploit vulnerable young people and adult. This may also involve the movement and selling of drugs and money across the country, known as ‘county lines’ because it extends across county boundaries.

In Greater Manchester, the Police, local authorities, Greater Manchester Combined Authority, young people and Ann Coffey, MP for Stockport and Chair of the All Party Group for Runaway and Missing Children, have launched the ‘Trapped’ campaign to raise awareness of criminals who are grooming and exploiting children and young adults to commit crime on their behalf.

Offenders use intimidation to exploit and control children and vulnerable adults to carry out criminal activity on their behalf.

Offenders take victims from urban areas to the countryside or coastal areas to sell drugs while other victims may be trafficked closer to home and are moved around Greater Manchester.

As well as drug dealing, victims are sometimes asked to carry out other forms of criminal activity such as arson, violent offences, storing firearms, holding money, criminal damage or assault with offenders using coercive behaviour to threaten and exploit victims and their families.

Child criminal exploitation is often hidden and involved children won’t always recognise themselves as a victim. Every professional contact is an opportunity for prevention including during ‘critical moments’ e.g., at the point of arrest, during a missing episode, or during a threat to life episodes. Professional curiosity and effective partnership information sharing is the key to unravelling involvement, we may never get another chance.

Professional bias can affect how we deal with victims of CCE; the concept of adultification is when notions of innocence and vulnerability are not afforded to certain children. This is determined by people and institutions who hold power over them. When adultification occurs outside of the home it is always founded within discrimination and bias. There are various definitions of adultification, all relate to a child’s personal characteristics, socio-economic influences and/or lived experiences. Regardless of the context in which adultification take place, the impact results in children’s rights being either diminished or not upheld. We must actively seek to understand children’s involvement within criminality with an open mind.

Anyone with concerns either about themselves or somebody else can contact Greater Manchester Police on 101 in a non-emergency situation or report anonymously through Crimestoppers on 0800 555 111. Always dial 999 when there is an immediate threat to life or a crime in progress.

There is a distinction between organised crime groups and street gangs based on the level of criminality, organisation, planning and control, however, there are significant links between different levels of gangs. Activity can include street gang involvement in drug dealing on behalf of organised criminal groups and the sexual abuse of girls by organised criminal groups.

Children may be involved in more than one 'gang', with some cross-border movement, and may not stay in a 'gang' for significant periods of time. Children rarely use the term 'gang', instead they used terms such as 'family', 'breddrin', 'crews', 'cuz' (cousins), 'my boys' or simply 'the people I grew up with'.

Safeguarding should focus on young people who are /vulnerable to making the transition to gang involvement as well as those already involved in gangs. Practitioners should be aware of particular risks to young people involved in gangs from violence and weapons; drugs and sexual exploitation.

[bookmark: risks]
2. Risks

The risk or potential risk of harm to the child may be as a victim, a perpetrator or both - in relation to their peers or to a gang-involved adult in their household. Teenagers can be particularly vulnerable to recruitment into gangs and involvement in gang violence. This vulnerability may be exacerbated by risk factors in an individual’s background, including violence in the family, involvement of siblings in gangs, poor educational attainment, or mental health problems.

A child who is affected by gang activity or serious youth violence can be at risk of significant harm through physical, sexual and emotional abuse. Girls may be particularly at risk of sexual exploitation.

Violence is a way for gang members to gain recognition and respect by asserting their power and authority in the street, with a large proportion of street crime perpetrated against members of other gangs or the relatives of gang members.

The specific risks for males and females may be quite different. There is a higher risk of sexual abuse for females and they are more likely to have been coerced into involvement with a gang through peer pressure than their male counterparts.

Although we should not overlook the risk to boys, there is evidence of a high incidence of rape of girls who are involved with gangs. Some senior gang members pass their girlfriends around to lower ranking members and sometimes to the whole group at the same time. Very few rapes by gang members are reported.

Gang members often groom girls at school using drugs and alcohol, which act as disinhibitors and also create dependency, and encourage / coerce them to recruit other girls through school / social networks. See also Safeguarding Children and Young People Abused Through Sexual Exploitation Procedure.

Gang rivalry can lead to a ‘threat to life’ incident. Where this arises and a child is identified as being at risk either directly as the intended target or indirectly by virtue of living with the recipient of the threat, being related to the recipient or having regular access to a location where the recipient lives or works, GMP will notify children’s social care so the level of risk can be jointly assessed and any steps required to alleviate that risk can be considered. This may include removing the child to a place of safety using Police Protection Powers.

[bookmark: indicators]
3. Indicators

· Child withdrawn from family;

· Sudden loss of interest in school. Decline in attendance or academic achievement (although it should be noted that some gang members will maintain a good attendance record to avoid coming to notice);

· Being emotionally ‘switched off’, but also containing frustration / rage;

· Starting to use new or unknown slang words;

· Holding unexplained money or possessions;

· Staying out unusually late without reason, or breaking parental rules consistently;

· Sudden change in appearance – dressing in a particular style or ‘uniform’ similar to that of other young people they hang around with, including a particular colour;

· Dropping out of positive activities;

· New nickname;

· Unexplained physical injuries, and/or refusal to seek / receive medical treatment for injuries;

· Graffiti style ‘tags’ on possessions, school books, walls;

· Constantly talking about another young person who seems to have a lot of influence over them;

· Breaking off with old friends and hanging around with one group of people;

· Associating with known or suspected gang members, closeness to siblings or adults in the family who are gang members;

· Starting to adopt certain codes of group behaviour e.g. ways of talking and hand signs;

· Expressing aggressive or intimidating views towards other groups of young people, some of whom may have been friends in the past;

· Being scared when entering certain areas; and

· Concerned by the presence of unknown youths in their neighbourhoods.

An important feature of gang involvement is that, the more heavily a child is involved with a gang, the less likely they are to talk about it.

There are links between gang-involvement and young people going missing from home or care. Some of the factors which can draw gang-involved young people away from home or care into going missing can come through the drugs markets and ‘drugs lines’ activity. There may be gang-associated child sexual exploitation and relationships which can be strong pull factors for girls. Exploitation is at the heart of this activity, with overt coercion taking place alongside the pull factors of money, status, affection and belonging.

In suspected cases of radicalisation, social workers and local authorities are under a duty to refer the case to the local Channel panel, which will then decide the correct, if any, intervention and support to be offered to that individual.

[bookmark: protect]
4. Protection and Action to be Taken

Any agency or practitioner who has concerns that a child may be at risk of harm as a consequence of gang activity should contact Children’s Social Care and/or the police for the area in which the child is currently located. The Making Referrals to Children’s Social Care Procedure should be followed. The Early Help Assessment (EHA) may be crucial in the early identification of children and young people who need additional support due to risk of involvement in gang activity.

Support and interventions should be proportionate, rational and based on the child’s needs identified during the assessment.

A Child in Need Assessment should be led by a qualified social worker and evidence and information sharing across all relevant agencies will be key. It may be appropriate for the social worker to be embedded in, or work closely with, a team which has access to ‘real time’ gang intelligence in order to undertake a reliable assessment. 

Practitioners should be aware that children who are Looked After by the Local Authority can be particularly vulnerable to becoming involved in gangs. There may be a need to review their Care Plan in light of the assessment and to provide additional support.

Children may be in fear of ending their contact with the gang because it might leave them vulnerable to reprisals from former gang members and rival gang members who may see the young person as without protection.

Information and local knowledge about the specific gang should be shared, including the use, or suspected use, of weapons or drug dealing. There should also be consideration of possible risk to members of the child’s family and other children in the community.

Unless there are indications that parental involvement would risk further harm to the child, parents should be involved as early as possible where there are concerns about gang activity.

Gang Injunctions

“Gang injunctions offer local partners a way to intervene and to engage a young person aged 14-17 with positive activities, with the aim of preventing further involvement in gangs, violence and/or gang-related drug dealing activity”. (Home Office, June 2015)

The Serious Crime Act 2015 has amended the Crime and Security Act 2010 to extend this provision from 18 years and to include children and young people (14 -17 year olds). It also now covers ‘drug dealing activity’ as well as ‘violence’ including the threat of violence. Applications should focus on gang related behaviour that may lead to violence, and not other problematic antisocial behaviour.

In order to make a gang injunction, the court must be satisfied that the respondent has engaged in, encouraged or assisted gang-related violence or drug dealing activity. In addition, the court must then be satisfied that:

· The gang injunction is necessary to prevent the respondent from engaging in, encouraging or assisting gang-related violence or drug dealing activity; and/or

· The gang injunction is necessary to protect the respondent from gang related violence or drug taking activity.

Osman Warning/Threat to Life

An Osman Warning (a warning given following intelligence received about a threat to life) is so named after the Osman v United Kingdom (23452/94) ECHR 101 (28 October 1998) which placed a positive obligation on the authorities to take preventative measures to protect an individual whose life was at risk from the criminal acts of another individual. In the context of gangs, this may occur as a result of gang rivalry or because of an incident occurring within a young person’s own gang (for example, threatening to leave or refusing to commit an act of violence). Any Osman Warning should result in an automatic referral to Children’s Social Care, the initiation of a Strategy Discussion and consideration of the need for immediate safeguarding action, unless to do so would place the child at greater risk. In these cases, the decision not to refer should be actively reviewed to allow a referral to Children’s Social Care to be made at an appropriate stage.

Knife Crime Prevention Orders

Knife Crime Prevention Orders (KCPOs) are preventative civil orders designed to be an additional tool that the police can use to work with young people and others to help steer them away from knife crime and serious violence by using positive requirements to address factors in their lives that may increase the chances of offending, alongside measures to prohibit certain activities to help prevent future offending.

KCPOs require a multi-agency approach. The police will need to work with relevant organisations and community groups to support those who are issued with a KCPO by the courts, to steer them away from crime.

The intention is that the orders will focus specifically on those most at risk of being drawn into knife crime and serious violence, to provide them with the support they need to turn away from violence. The focus is therefore on providing preventative interventions, rather than on punitive measures. The availability and range of positive requirements will vary between local areas. Examples include:

· Educational courses;

· Life skills programmes;

· Sporting participation – such as membership of sporting clubs or participation in group sports;

· Awareness raising courses;

· Targeted intervention programmes;

· Relationship counselling;

· Drug rehabilitation programmes;

· Anger management classes;

· Mentoring.

KCPOs can be sought for any individual aged 12 upwards. The aim is to prevent the most at- risk or vulnerable individuals from becoming involved in knife possession and knife crime. It is the intention that KCPOs issued to under 18s should be subject to more scrutiny than those issued to adults (for example, through more regular reviews) and will be subject to consultation with youth offending teams.

Serious Violence Reduction Orders

Serious Violence Reduction Orders (SVROs) are a civil order made in respect of an offender convicted of an offence involving a bladed article or offensive weapon.

The Order allows the police to detain a person subject to an SVRO, provided they are in a public place, and search them for bladed articles or offensive weapons.

Serious Violence Reduction Orders: Statutory Guidance sets out the background on SVROs, police processes, evidential considerations, court procedure and information on using SVROs alongside other orders and interventions.

For further information, please see: Agency Roles and Responsibilities Procedure, Serious Violence Duty.

[bookmark: issues]
5. Issues

Children involved in gangs are very likely to be previously known to other services for offending behaviour or school exclusion.

Common issues faced by girls and young women affected by sexual violence by gangs include domestic violence, drug and alcohol misuse, school exclusion and going missing from home.

Children may often be at the periphery of involvement for some time before they become active gang members. Children may also follow older siblings into gang involvement. There are often opportunities for preventative work to be undertaken with children.

[bookmark: further_info]
Further National Information

Safeguarding Children and Young People who May be Affected by Gang Activity

Reducing Knife, Gun and Gang Crime

Girls and Gangs, The Centre for Social Justice, 2014 (research paper)

Ending Gang and Youth Violence Community Engagement 2014

Statutory Guidance Injunctions to Prevent Gang-Related Violence and Gang-Related Drug Dealing, May 2016 (Home Office)

Injunctions to Prevent Gang-Related Violence and Gang-Related Drug Dealing: A Practitioners' Guide (May 2016)

Preventing Gang and Youth Violence: Spotting Signals of Risk and Supporting Children and Young People

County Lines - Gang Violence Exploitation and Drug Supply (NCA 2016)

Criminal Exploitation of Children and Vulnerable Adults: County Lines

Knife Crime Prevention Orders Practitioners' Guidance and Framework Guidance

CPS Guidance on Victims of Modern Slavery, Human Trafficking and Smuggling

[bookmark: local_info]Serious Violence Duty - Preventing and Reducing Serious Violence: Statutory Guidance for Responsible Authorities


Further Local Information

Click here to view Local Pathways for Manchester and Trafford.

In Manchester, see also the Manchester Multi-Agency Exploitation Screening Tool.

Salford – contact Project Gulf:
Tel: 0161 856 9890
Email: gulf@gmp.police.uk
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This procedure is concerned with children who have been trafficked internally within the UK, and with those arriving into the UK:

· Alone;

· In the care of adults who, whilst they may be their carers, have no Parental Responsibility for them;

· In the care of adults who have no documents to demonstrate a relationship with the child;

· In the care of agents; this could include children accompanied by traffickers.

This is a broad cohort of children, and it may include (but is not limited to) children who have been subject to trafficking and/or modern slavery, and/or may have been exposed to the additional risks of commercial, sexual or domestic exploitation. 

In Manchester, see: Manchester’s Modern Slavery and Human Trafficking Strategy 2018- 2020.

AMENDMENT

This chapter was updated in December 2023. Information in relation to the National Age Assessment Board was added into Section 1.2.1, Age Assessments.
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1. Part 1 - All Children from Abroad Presenting Alone or with Adults who are Not Their Parents

[bookmark: introduction]1.1 Introduction

Evidence shows that unaccompanied migrant children or those accompanied by someone who is not their parent are particularly vulnerable. Immigration legislation impacts significantly on work to safeguard and promote the welfare of children and young people from abroad.

It is important to note that regulations and legislation in this area of work are complex and subject to constant change through legal challenge. This guidance, therefore, intends to provide an overview of the additional issues faced by families and/or children set within the framework of immigration law. All practitioners need to be aware of this context in their contact with such families and/or children. Legal advice about individual cases may be required.

Additional issues are likely to arise in relation to this cohort of children, whether or not they are found to be, or suspected of being, victims of trafficking or modern slavery. Additional considerations in all cases are likely to include issues such as immigration status, the need for interpreters and specialist legal advice. Some of these children may have been persecuted and have witnessed or been subject to horrific acts of violence. Assessing the needs of these children is only possible if their legal status, background experiences and culture are understood, including the impact of arrival in a new country.

Unaccompanied, internally displaced children may come to the UK seeking asylum or may be here to attend school or join their family. An unaccompanied child may be the subject of a Private Fostering arrangement, and subsequently exploited or abandoned when the arrangement fails (see Children Living Away from Home Procedure).

Some children who have been trafficked may say they are unaccompanied when claiming asylum - a trafficker may have told the child that in doing so they will be granted permission to stay in the UK and be entitled to claim welfare benefits.

A significant number of children who are referred to local authority care as trafficked children or unaccompanied asylum seeking children (UASC), often then go missing and many go missing within one week. It is thought that they are then trafficked internally, within the UK.

Whenever an unaccompanied child presents in a local authority area, all agencies dealing with the child should be alert to the possibility that the child may have been a victim of modern slavery, including the possibility that the child has been trafficked, and ensure that all relevant information about the child's circumstances is communicated to Children's Social Care. Information should be shared with consent where appropriate and where possible, but information can be shared without consent if the professional judgement is that there is good reason to do so, such as where their safety may be at risk.

If there are concerns that a child is a victim of trafficking, the practitioners have a legal duty the National Referral Mechanism, which is a framework for identifying victims of human trafficking or modern slavery and ensuring that they receive the appropriate support. The child's details should be provided using the forms available on National Referral Mechanism Digital Referral System: Report Modern Slavery.

In England and Wales, if someone is found not to be a victim of trafficking, the Competent Authority must go on to consider whether they are the victim of another form of modern slavery, which includes slavery, servitude and forced or compulsory labour. A child does not need to consent to the submission of an NRM referral and First Responders have a duty to submit a referral if they have concerns about a child.

First Responders:

· Police;

· Health;

· Local Authorities.

If an NRM is submitted for a child a referral should also be made to the Independent Child Trafficking Guardianship whose role sits within S48 of the Modern Slavery Act. See: Independent Child Trafficking Guardianship Service (ICTGs) Referral Form.

This chapter should be read in conjunction with the following government guidance:

Suggestion to add in here 'A child does not need to consent to the submission of an NRM referral and First Responders have a duty to submit a referral if they have concerns about a child' I would include a link here to a list of First Responders if possible 

Care of Unaccompanied Migrant Children and Child Victims of Modern Slavery: Statutory Guidance for Local Authorities, November 2017 - This guidance sets out the steps local authorities should take to plan for the provision of support for looked after children who are unaccompanied asylum seeking children, unaccompanied migrant children or child victims of modern slavery including trafficking. Elements of this guidance will also be relevant for the care of looked after UK nationals who may also be child victims of modern slavery.

Safeguarding Children who May Have Been Trafficked (Home Office, 2011) - non-statutory government good practice guidance provides the detailed guidance on steps that local authorities should take, in partnership with other agencies, to identify and protect child victims of modern slavery, including trafficking, before they become looked after.

See also: Guidance for Independent Child Trafficking Guardians.

[bookmark: issues]1.2 Issues and Challenges

The first contact with the child and carers is crucial to the engagement with the family and the promotion of trust which underpins the future support, advice and services.

Such children should be assessed as a matter of urgency as they may be very geographically mobile and their vulnerabilities may be greater. All agencies should enable the child to be quickly linked into universal services, which can begin to address educational and health needs.

The assessment has to address not only the barriers which arise from cultural, linguistic and religious differences, but also the particular sensitivities which come from the experiences of many such children and families.

Particular sensitivities which may be present include:

· Concerns around immigration status;

· Fears of repatriation;

· Anxiety raised by yet another professional asking similar question to ones previously asked;

· Lack of understanding of the separate role of Children's Social Care, and that it is not an extension of the police;

· Lack of understanding of why an assessment needs to be carried out;

· Previous experience of being asked questions under threat or torture, or seeing that happen to someone else;

· Past trauma - past regime/experiences can impact upon the child's mental and physical health. This experience can make concerns from the Authorities about minor injury or poor living conditions seem trivial and this mismatch may add to the fear and uncertainty;

· The journey itself as well as the previous living situation may have been the source of trauma;

· The shock of arrival - the alien culture, system and language can cause shock and uncertainty, and can affect mood, behaviour and presentation;

· The child may have also been subject to frequent changes of address or location within the UK and may be living with the fear of sudden further unexplained moves;

· The child may have been told by the trafficker to give specific information to professionals and therefore may appear to tell a 'coached story', they may have been told that they should not trust professionals and that by sharing information they put themselves at risk.

Agencies should ensure that the interpreter shares a common language and dialect (where relevant) with the child, is professionally trained and has been screened through a DBS check. It is vital that the services of an interpreter are employed in the child's first language and that care is taken to ensure that the interpreter knows the correct dialect.

1.2.1 Age Assessments

The assessment of age is a complex task, which often relies on professional judgement and discretion. Many societies do not place a high level of importance upon age and it may also be calculated in different ways. Some young people may genuinely not know their age and this can be misread as lack of co-operation. Levels of competence in some areas or tasks may exceed or fall short of our expectations of a child of the same age in this country.

Age assessments should only be carried out where there is significant reason to doubt that the claimant is a child. Age assessments should not be a routine part of a local authority's assessment of unaccompanied or trafficked children. Care of Unaccompanied Migrant Children and Child Victims of Modern Slavery - Statutory Guidance for Local Authorities (November 2017) provides that where the age of a person is uncertain and there are reasonable grounds to believe that they are under 18, they will be treated as a child in order to receive immediate access to assistance, support and protection in accordance with Section 51 of the Modern Slavery Act 2015. An age assessment should only be carried out if it is appropriate to do so, and should not cause a delay in referring into the NRM. Where age assessments are conducted, they must be compliant with case law of Merton and subsequent judgments.

ADCS Age Assessment Guidance provides good practice guidance to help frontline social workers conduct age assessments of unaccompanied children seeking asylum in the UK. It contains practical advice on preparing for, and conducting, age assessments, as well as addressing related issues such as trafficking, trauma and memory, and legislation and case law.

It forms part of a suite of publications including:

· ADCS and Home Office Age Assessment Joint Working Guidance;

· Information Sharing Proforma;

· Age Assessment Information Sharing for Unaccompanied Asylum Seeking Children: Explanation and Guidance.

The ADCS and Home Office Age Assessment Joint Working Guidance was updated in March 2023 to reflect the launch of the National Age Assessment Board, which began a phased rollout on 31 March 2023. The Board brings together a hub of specialist social workers, who will support local authorities and the Home Office to resolve age disputes by conducting age assessments. The Board will carry out full Merton-compliant age assessments upon referral from local authorities or on behalf of the Home Office, and will also use scientific methods to assess age once these are brought in.

The Board will set the national standard for age assessments, acting as a centralised team for local authorities and providing expert advice and training to improve the consistency and quality of how age assessments are carried out.

See also Age Assessment Process and Joint Working: Caseworker Guidance - immigration staff guidance on how the Home Office and local authorities in England assess age disputes from applicants claiming to be a child.

Please note: Salford have developed an integrated adults and children’s social care pathway for referrals and response to Age dispute related referrals to either service, see Salford Safeguarding Children Partnership website, Pathway Guidance.

1.2.2 Immigration Issues

The immigration status of a child and their family has implications for the statutory responsibilities towards the family. It governs what help, if any, can be provided to the family and how help can be offered to the child.

All children, irrespective of their immigration status, are entitled to protection under the law. Local authorities need to ensure that child victims receive legal advice and support.

Where families are subject to immigration legislation and there is no recourse to public funding or where this not applied for, children may suffer due to financial hardship - e.g. live in overcrowded and unsuitable conditions, or lack of basic care. They may also be vulnerable to exploitation due to the hardship they are experiencing. Children may not be supported to access education and health services in the community.

Children who disappear, where there are concerns about the child's welfare, should be considered to be missing and Greater Manchester Runaway and Missing from Home and Care Protocol (RMFHC) Procedure should be followed.

It may be appropriate for unaccompanied children to be informed of the availability of the Assisted Voluntary Return Scheme (ensuring that the child has access to appropriate legal advice).

Asylum Process - Possible Outcomes

There are four main possible outcomes of the asylum process for an unaccompanied child, which will determine what the long term solution might be. These are outlined below including the impact they may have on care and pathway planning:

· Granted refugee status (i.e. granted asylum), with limited leave to remain for five years, after which time they can normally apply for settlement (i.e. indefinite leave to remain).

· Refused asylum but granted humanitarian protection, with limited leave to remain for five years, after which time they can normally apply for settlement (i.e. indefinite leave to remain). This is most commonly granted where the person is at risk of a form of 'ill treatment' in their country of origin but which does not meet the criteria of the Refugee Convention.

As it is very likely that those granted refugee status or humanitarian protection will qualify for indefinite leave to remain, their care and pathway planning should primarily focus on their long-term future in the UK, in the same way as for any other care leaver.

· Refused asylum but granted Unaccompanied Asylum Seeking Child (UASC) Leave. This is normally for 30 months or until the age of 17½, whichever is the shorter period. This form of leave is granted to unaccompanied children where they do not qualify for refugee status or humanitarian protection, but where the Home Office cannot return them to their home country because it is not satisfied that safe and adequate reception arrangements are in place in that country. There must be no reasonable grounds for regarding the applicant as a danger to the community or security of the United Kingdom; they must not have been convicted by a final judgment of a particularly serious crime; and they must not, at the date of their application, be the subject of a deportation order or a decision to make a deportation order.

It is a form of temporary leave to remain and is not a route to settlement. This decision is a refusal of the child's asylum claim and will attract a right of appeal. The child should be assisted to obtain legal advice on appealing against such a refusal. Before the child's UASC Leave expires, they can submit an application for further leave to remain and/or a fresh claim for asylum, which will be considered. It is essential that they are assisted to access legal advice and make any such further application or claim before their UASC Leave expires.

In such cases, care and pathway planning should therefore consider the possibility that the child may have to return to their home country once their UASC Leave expires or that they may become legally resident in the UK long-term (if a subsequent application or appeal is successful). Planning should also cover the possibility that they reach the age of 18 with an outstanding application or appeal and are entitled to remain in the UK until its outcome is known.

· Refused asylum and granted no leave to remain. In this case the unaccompanied child is expected to return to their home country and their care plan should address the relevant actions and the support required. The Home Office will not return an unaccompanied child to their home country unless it is satisfied that safe and adequate reception arrangements are in place in that country. Any appeal or further application should be submitted where appropriate by the child's legal adviser.

Although these are the four main types of outcomes for an unaccompanied child, there may be others. For example, a child may be granted discretionary leave depending on whether they meet other criteria such as needing to stay in the UK to help police with their enquires after being conclusively identified as a victim of trafficking. Other examples include: leave as a stateless person; limited or discretionary leave for compassionate reasons; and limited leave on the basis of family or private life.

Independent Family Returns Panel

The Secretary of State must consult the Independent Family Returns Panel in each family returns case, on how best to safeguard and promote the welfare of the children of the family, and in each case where the Secretary of State proposes to detain a family in pre-departure accommodation, on the suitability of so doing, having particular regard to the need to safeguard and promote the welfare of the children of the family.

A family returns case is a case where a child who is living in the United Kingdom is to be removed from or required to leave the United Kingdom, together with their parent/carer. 

Pre-departure accommodation is a secure facility designed to be used as a last resort where families fail to co-operate with other options to leave the UK, such as the offer of assisted voluntary return.

The Panel may request information in order that any return plan for a particular family has taken into account any information held by other agencies that relates to safeguarding, welfare or child protection. In particular a social worker or manager from Children's Social Care may be invited to contribute to the Panel.

[bookmark: protection]1.34 Protection and Action to be Taken

Whenever any professional comes across a child who they believe has recently moved into this country they should first respond to any safeguarding concerns immediately. The following basic information should then be sought:

· Confirmation of the child's identity and immigration status;

· Confirmation of the carer's relationship with the child and immigration status;

· Confirmation of the child's health and education arrangements in this country;

· Confirmation of the child's health and education arrangements in the country of origin and any other country that the child has travelled through.

This should be done in a way which is as unthreatening to the child and carer as possible.

When an unaccompanied child or child accompanied by someone who does not have Parental Responsibility comes to the attention of any practitioner, a referral should be made to Children's Social Care in accordance with the Making Referrals to Children’s Social Care Procedure. An Assessment will be undertaken in order to determine whether they are a Child in Need of services, including the need for protection.

Whether they are unaccompanied or accompanied by someone who is not their parent they should be assumed to be a Child in Need unless assessment indicates that this is not the case. The assessment of need should include a separate discussion with the child in a setting where, as far as possible, they feel able to talk freely. This, in itself, may be a complex process where the assessor may not be able to speak the same language as the child.

Many unaccompanied and/or trafficked children are at risk of going missing from care, often within the first 72 hours, whilst others may be at risk of repeated missing episodes due to ongoing exploitation.

Assessment

The Assessment will be conducted in accordance with the Single Assessment Procedure. The following additional issues will also need to be taken into consideration.

Assessing the needs of these children is only possible if their legal status, background experiences and culture are understood, including the impact of arrival in a new country.

This is a highly complex area of work and professionals will need to have available to them a solid understanding of the asylum process or colleagues or other professionals with such expertise.

Seeking information from abroad (where safe to do so) should be a routine part of assessing the situation of an unaccompanied child. Practitioners from all key agencies - Health, Education, Children's Social Care and the Police - should all be prepared to request information from their equivalent agencies in the country or countries in which a child has lived, in order to gain as full as possible a picture of the child's preceding circumstances.

The child should be offered an Independent Visitor and, if they decline, their reasons should be recorded. Any Independent Visitor appointed should have appropriate training and demonstrate an understanding of the needs faced by unaccompanied or trafficked children.

The Assessment should take account of any particular psychological or emotional impact of experiences as an unaccompanied or trafficked child, and any consequent need for psychological or mental health support to help the child deal with them.

Unaccompanied migrant children and child victims of modern slavery will need access to specialist legal advice and support. This will be in relation to immigration and asylum applications and decisions and any associated legal proceedings. If they have been a victim of modern slavery, it may also be in relation to criminal proceedings or compensation claims. The assessment should note that specialist legal support is required and how it will be provided.

Planning for the child should include planning for a variety of possible outcomes regarding the child's immigration status - see Asylum Process - Possible Outcomes.
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2. Part 2 - Child Victims of Trafficking and/or Modern Slavery (from Abroad and Within the UK)

[bookmark: definitions]2.1 Definitions

'Modern slavery' is a form of organised crime in which individuals including children and young people are treated as commodities and exploited for criminal and financial gain. It encompasses human trafficking, slavery, servitude and forced labour.

The Modern Slavery Act 2015 provided better protection for victims and increased the sentences for committing these offences.

Grooming methods are often used to gain the trust of a child and their parents, e.g. the promise of a better life or education, which results in a life of abuse, servitude and inhumane treatment.

'Trafficking of persons' means the recruitment, transportation, transfer, harbouring or receipt of persons, by means of the threat or use of force or other forms of coercion, of abduction, of fraud, of deception, of the abuse of power or of a position of vulnerability or of the giving or receiving of payments or benefits to achieve the consent of a person having control over another person, for the purpose of exploitation.

'Exploitation' for modern slavery purposes is defined, as a minimum, to include: sexual exploitation, forced labour, domestic servitude and organ trafficking.

Trafficked victims are coerced or deceived by the person arranging their movement, and are often subject to physical, sexual and mental abuse. The trafficked child or person is denied their human rights and is forced into exploitation by the trafficker or person into whose control they are delivered.

Children are not considered able to give 'informed consent' to their own exploitation (including criminal exploitation), so it is not necessary to consider the means used for the exploitation - whether they were forced, coerced or deceived, i.e. a child's consent to being trafficked is irrelevant and it is not necessary to prove coercion or any other inducement.

[bookmark: types]2.2 Types of Exploitation

Children of all ages are affected and can be trafficked into, within ('internal trafficking'), and out of the UK for many reasons and all forms of exploitation. Below examples are given of some forms of exploitation children face.

Victims may be sexually exploited. Victims have been found in brothels, saunas and lap dancing clubs. Persons subject to forced labour have been found working with little or no pay in farms, factories, nail bars, car washes, hotels and restaurants. Domestic servitude involves victims who work in a household where they are subject to long working hours with little or no pay, often in very poor working conditions. Sometimes forced marriage can lead to domestic servitude. Criminal exploitation can involve young people being forced to work in cannabis cultivation, county lines exploitation, begging and pick-pocketing. Other types of exploitation include debt bondage (being forced to work to pay off debts that realistically they will never be able to), organ harvesting, financial fraud (including benefit fraud), and illegal adoption. For further information see Typology of 17 Types of Modern Slavery Offences in the UK.

Victims may experience multiple exploitation types these can happen simultaneously and separately. Victims may experience exploitation at multiple points within their journey to the UK and most likely will have contact with multiple traffickers within their journey.

Children and young people may be exploited by parents, carers or family members. Often the child or young person will not realise that family members are involved in the exploitation.

The Modern Slavery Act 2015 (applicable mostly in England and Wales[1]) provides two civil prevention orders - the Slavery and Trafficking Prevention Orders (STPO) and Slavery and Trafficking Risk Order (STRO), and provision for child trafficking advocates.

[1] Some provisions also concern Northern Ireland and Scotland. Also see the Human Trafficking and Exploitation (Criminal Justice and Support for Victims) Act (Northern Ireland) 2015 and the Human Trafficking and Exploitation (Scotland) Act 2015.

[bookmark: indicators]2.3 Indicators

Identification of potential child victims of modern slavery/trafficking may be difficult as they might not show obvious signs of distress or abuse. Some children may not understand that they have been trafficked, while others may be coerced to hide that they have been trafficked. Even when a child understands what has happened, they may still appear to submit willingly to what they believe to be the will of their parents or accompanying adults. It is important that these children are protected too. Children do not have the legal capacity to 'consent' to their trafficking or their exploitation.

Signs that a child has been trafficked may not be obvious, or children may show signs of multiple forms of abuse and neglect. Spotting the potential signs of child slavery/trafficking in referrals and children you work with can include:

· A reluctance to seek help - victims may be wary of the authorities for many reasons such as not knowing who to trust or a fear of deportation or concern regarding their immigration status and may avoid giving details of accommodation or personal details;

· The child may seem like a willing participant in their exploitation, e.g. involvement in lucrative criminal activity - however this does not mean they have benefitted from the proceeds;

· Discrepancies in the information victims have provided due to traffickers forcing them to provide incorrect stories. Children may have been threatened and coached to provide information that is not correct and may change over time - it is important that children are not viewed negatively when this occurs - it can take time for a young person to build trust with those who are there to support them;

· An unwillingness to disclose details of their experience due to being in a situation of dependency;

· Brought or moved from another country;

· An unrelated or new child discovered at an address;

· Unsatisfactory living conditions - may be living in dirty, cramped or overcrowded accommodation;

· Missing - from care, home or school - including a pattern of registration and de-registration from different schools;

· Children may be found in brothels and saunas where they may be exploited;

· Spending a lot of time doing household chores;

· May be working in catering, nail bars, caring for children and cleaning;

· Rarely leaving their home, with no freedom of movement and no time for playing;

· Orphaned or living apart from their family, often in unregulated private foster care;

· Limited English or knowledge of their local area in which they live;

· False documentation, no passport or identification documents;

· Few or no personal effects - few personal possessions and tend to wear the same clothing;

· No evidence of parental permission for the child to travel to the UK or stay with the adult;

· Little or no evidence of any pre-existing relationship with the adult or even an absence of any knowledge of the accompanying adult;

· Significantly older partner(s);

· Underage marriage or forced marriage;

· Physical Appearance - Victims may show signs of physical or psychological abuse, look malnourished or unkempt, or appear withdrawn;

· Physical Illnesses - Including work-related injuries through poor health and safety measures, or injuries apparently as a result of assault or controlling measures. There may be physical indications of working (e.g. overly tired in school or indications of manual labour);

· Sexual Health Indicators - Sexually transmitted infections, or pregnancy; injuries of a sexual nature and /or gynaecological symptoms;

· Psychological Indicators - Suffering from post traumatic stress disorder which may include symptoms of hostility, aggression and difficulty with recalling episodes and concentrating. Depression/self-harm and/or suicidal feelings; an attitude of self blame, shame and extensive loss of control; drug and or/alcohol use.

See also: Statutory Guidance Modern Slavery: How to Identify and Support Victims.

[bookmark: protect_taken]2.4 Protection and Action to be Taken

Modern slavery and trafficking are child abuse, and any potential victim of child trafficking or slavery, servitude, or forced or compulsory labour should immediately be referred to Children's Services in the area, as they may be suffering significant harm - see Making Referrals to Children’s Social Care Procedure.

In addition to the usual actions to be taken, additional considerations will apply if the child is suspected of being a victim of trafficking and/or modern slavery. Once a potential victim has been identified, practitioners should inform them of their right to protection, support, and assistance in any criminal proceedings against offenders. Practitioners should arrange access to specialist legal advice and support. A first responder should make a referral to the NRM and the Independent Child Trafficking Guardianship Service. Trafficked children may apply to UK Visas and Immigration for asylum or humanitarian protection. This is because they often face a high level of risk of harm if they are forced to return to their country of origin.

If the child or anyone connected to them is in immediate danger the police should be contacted as normal.

Practitioners should meet any urgent health needs and arrange emergency medical treatment if appropriate.

Practitioners must arrange safe accommodation for the potential victim.

Assessment

Where a child is a victim or potential victim of Modern Slavery/Trafficking, the Assessment should be carried out immediately as the opportunity to intervene is very narrow. Many trafficked children go missing from care, often within the first 72 hours. There should be a clear understanding between the local authority and the police of roles in planning for the protection and responding if a child goes missing. Local Authorities can seek support in robust safety planning from the Independent Child Trafficking Guardianship Service.

During the Assessment, the lead social worker should establish the child's background history including a new or recent photograph, passport and visa details, Home Office papers and proof and details of the guardian or carer.

Where the outcome of the assessment is that the child becomes looked after, the social worker and carers must consider the child's vulnerability to the continuing influence/control of the traffickers and how they may seek to contact them for instance by mobile phone or the internet. Planning and actions to support the child must minimise the risk of the traffickers being able to re-involve a child in exploitative activities:

· The location of the child must not be divulged to any enquirers until they have been interviewed by a social worker and their identity and relationship/connection with the child established, with the help of police and immigration services, if required;

· Foster carers/residential workers must be vigilant about anything unusual e.g. waiting cars outside the premises and telephone enquiries.

The social worker must immediately pass to the police any information on the child (concerning risks to their safety or any other aspect of the law pertaining either to child protection or immigration or other matters) which emerges during the placement. The social worker must try to make contact with the child's parents in the country of origin (immigration services may be able to help), to find out the plans they have made for their child and to seek their views. The social worker must take steps to verify the relationship between the child and those thought to be their parent/s.

Anyone approaching the local authority and claiming to be a potential carer, friend, member of the family etc, of the child, should be investigated by the social worker, the police and immigration service. If the supervising manager is satisfied that all agencies have completed satisfactory identification checks and risk assessments, the child may transfer to their care.

The child should be offered an Independent Visitor and, if they decline, their reasons should be recorded. Any Independent Visitor appointed should have appropriate training and demonstrate an understanding of the needs faced by unaccompanied or trafficked children.

The Assessment should take account of any particular psychological or emotional impact of experiences as an unaccompanied or trafficked child, and any consequent need for psychological or mental health support to help the child deal with them.

Practitioners must always ensure that a victim-centred approach to tackling all types of trafficking and modern slavery is taken. This can be achieved by the following:

· Supporting the child in a way that doesn’t make them feel alarmed or shamed - building trust, as victims commonly feel fear towards the authorities;

· Keeping in mind the child's:

· Added vulnerability;

· Developmental stage;

· Possible grooming by the perpetrator.

A child's credibility can be challenged if the child is subject to immigration control on the basis of their disclosure being made in instalments. It is important that practitioners make careful notes about what is disclosed, as a child may have difficulty recalling what they've experienced as a result of trauma. This will support the child and help others understand the process of disclosure.

When questioning a potential victim, initially observe non verbal communication and body language between the victim and their perpetrator.

It is important to consider the potential victim's safety and that of their loved ones. Confidentiality and careful handling of personal information is imperative to ensure the child's safety. Practitioners must not disclose to anyone not directly involved in the case, any details that may compromise their safety.

2.5 Referring a Potential Victim of Modern Slavery to the National Referral Mechanism (NRM)

The National Referral Mechanism (NRM) is the UK's framework for identifying and supporting victims of modern slavery.

A local authority (as a 'first responder') identifying a potential victim of modern slavery must refer them to the National Referral Mechanism (NRM) for consideration by the Single Competent Authority (SCA) in the Home Office.

Children's Social Care departments are able to make a referral into the NRM. Children who are referred to the NRM are entitled access support from the Independent Child Trafficking Guardianship Service, Victims can be of any nationality, and may include British national children, for example children trafficked within the UK for child sexual exploitation or those trafficked for criminal exploitation. The NRM does not supersede child protection procedures, so existing safeguarding processes should still be followed in tandem with the notifications to the NRM. See also: GOV.UK, Report Modern Slavery as a First Responder.

There is no minimum requirement for justifying a referral into the NRM and consent is not required for children. Communicate honestly with the child about your concerns and reasons for referring them into the NRM.

To complete and see where to send the forms, and the associated guidance, visit Digital Referral System: Report Modern Slavery.

The Duty to Notify - Local authorities have a duty to notify the Home Office about any potential victims of Modern Slavery (both adults and children). It is intended to gather better data about modern slavery. This requirement can be satisfied by completing the National Referral Mechanism Digital Form.

NOTE: In June 2021, the Government launched a 12-month pilot programme in some local authority areas that will test alternative models of decision making for child victims of modern slavery and human trafficking. See GOV.UK Guidance: Piloting Devolving Decision Making for Child Victims of Modern Slavery.

If the child is in an Independent Child Trafficking Guardian (ICTG) area, a referral must also be made to the Independent Child Trafficking Guardian service (see Section 2.6, Independent Child Trafficking Guardians (ICTG))

The NRM referral and ICTG referral should be made in parallel.

2.6 Independent Child Trafficking Guardians (ICTG)

In areas where the ICTG service has been implemented, including Greater Manchester, if the first responder considers a child to be a potential victim of modern slavery, they should refer them to the ICTG service by completing the online Independent Child Trafficked Guardians Referral Form. This is in addition to following usual safeguarding routes and NRM referrals.

A 24/7 assessment line number for the ICTG Service (0800 043 4303) is available for advice on referring a child into the service.

Independent Child Trafficking Guardians (ICTGs) are an independent source of advice for trafficked children; somebody who can speak up on their behalf and act in the best interests of the child. This service was formerly known as Independent Child Trafficking Advocates. The Government has committed to rolling out ICTGs across England and Wales.

An ICTG's advocacy and involvement throughout the decision-making process is intended to ensure the child is protected from further harm, prevent possible repeat victimisation, re-trafficking or going missing and promote the child's recovery. ICTGs are independent of those authorities who are responsible for making decisions about the child.

See also: Interim Guidance for Independent Child Trafficking Guardians.

The ICTG service model provides two discrete services to children who have been trafficked:

· ICTG Direct Workers - support children for whom there is no one with parental responsibility for them in the UK;

· ICTG Regional Practice Co-ordinators - whose role is to focus on children who do have a figure with parental responsibility for them in the UK.

ICTG Direct Workers provide one-to-one support to a child who has been trafficked and help them navigate, as appropriate, the respective local authority children's services and the immigration and criminal justice systems, as well as ensuring that their educational and health needs are met through liaison with the appropriate statutory agencies and public authorities.

ICTG Regional Practice Co-ordinators hold a strategic role, working with professionals who are already engaged with and supporting the child, rather than directly working with the child. The ICTG RPC has in-depth and specialist knowledge of provisions in their local area and is able to offer expert advice to professionals working directly with children on how best to safeguard the children in their care.

The ICTG Direct Worker or ICTG Regional Practice Coordinator must be invited and provided with the opportunity to take part in all meetings and discussions which relate to and impact upon the child, including individual agency meetings such as those with the local authority, police, immigration authorities and those which may take place within the criminal justice system as well as multi-agency meetings and strategy discussions. The ICTG Service must also be informed of all decisions relating to the child.

The public authorities in the ICTG Sites must provide the ICTG Service with access to all relevant information, subject to any restrictions on the disclosure of the information, relating to the child to enable the ICTG Service to perform their role effectively in line with safeguarding responsibilities.

Likewise, the ICTG Direct Worker or ICTG Regional Practice Coordinator must share relevant information they have obtained from their meetings with the child with the public authorities to enable them to continue to perform their role in the child's support and care, effectively.

The ICTG Service should receive information from public authorities in a timely fashion a minimum of 2 working days before a meeting where practical. This paperwork could include an agenda as well as any background or more recent papers on the child that will inform or be discussed at the meeting. This will enable the ICTG Direct Worker or ICTG Regional Practice Coordinator to be fully prepared when attending meetings with professionals and subsequently with the child. This will also enable ICTG Direct Worker or ICTG Regional Practice Coordinator to carry out their role and duties to the child in an effective and productive manner, allowing them to increase their knowledge and understanding of the child in order to develop appropriate strategies or options to continue to support them.

Where the child's ICTG Direct Worker or ICTG Regional Practice Coordinator is not available to attend certain multi-agency meetings between public authorities or those involving individual agencies which relate to and impact upon the child, they should, where possible, arrange and brief an alternative ICTG Direct Worker or ICTG Regional Practice Coordinator to represent them at the meeting or provide key thoughts and opinions to the chair of the meeting or to key professionals who will be in attendance to ensure their views are reflected. Therefore conference calling facilities should be made available where necessary. The ICTG Service should receive key notes and actions as well as any decisions reached during the meeting in a timely fashion or within a maximum of 2 working days.

Where the ICTG Service considers that it is necessary and appropriate to do so, they may obtain legal advice or instruct a legal representative to act on the child's behalf. This advice or representation may relate to the support and care needs of the child, any immigration or criminal proceedings the child is involved in, or circumstances which may be considered to have a detrimental impact on the child.

[bookmark: Further]
3. Part 3 - Further Information

[bookmark: national]3.1 Further National Information

Care of Unaccompanied Migrant Children and Child Victims of Modern Slavery: Statutory Guidance for Local Authorities, November 2017 - guidance for local authorities and those making multi-agency safeguarding arrangements. This guidance sets out the steps local authorities should take to plan for the provision of support for looked after children who are unaccompanied asylum seeking children, unaccompanied migrant children or child victims of modern slavery including trafficking. Elements of this guidance will also be relevant for the care of looked after UK nationals who may also be child victims of modern slavery. It does not provide detailed guidance on steps that local authorities should take, in partnership with other agencies, to identify and protect child victims of modern slavery, including trafficking, before they become looked after. This is described in:

Safeguarding Children who May Have Been Trafficked (Home Office, 2011) - non-statutory government good practice guidance.

Statutory Guidance Modern Slavery: How to Identify and Support Victims (updated 2021) - describes the signs that someone may be a victim of modern slavery, the support available to victims and the process for determining whether someone is a victim.

Interim Guidance for Independent Child Trafficking Guardians

Independent Child Trafficked Guardians Referral Form - in areas where the ICTG service has been implemented, if the first responder considers a child to be a potential victim of modern slavery, they should refer them to the ICTG service by completing the online referral form

Modern Slavery Victims: Referral - guidance on referring potential victims of modern slavery/human trafficking to the National Referral Mechanism.

National Transfer Scheme Protocol for Unaccompanied Asylum Seeking Children - national transfer procedure on transferring unaccompanied asylum seeking children (UASC)

Cross-border child protection cases: the 1996 Hague Convention (DfE) - guidance for local authorities dealing with international child protection cases.

Guidance on Processing Children's Asylum Claims - sets out the process which immigration officials follow in determining an asylum claim from a child and the possible outcomes for the child.

Unaccompanied Asylum-seeking Children and Leaving Care: Funding Instructions: Instructions to local authorities about funding for the support and care of former and unaccompanied asylum-seeking children.

Support for Victims of Modern Slavery (Home Office 2016) - a leaflet outlining the support available for victims of modern slavery in 11 foreign languages.

Modern Slavery Act 2015

Home Office Circular - Modern Slavery Act 2015

Local Government Association - Council Support: Refugees, Asylum Seekers and Unaccompanied Children - resource for council staff, designed to answer questions about supporting refugees, asylum seekers and unaccompanied children.

College of Policing - Modern Slavery

Modern Slavery Human Trafficking Centre (MSHTU) (National Crime Agency)

NSPCC - Are You a Child Who Has Come to the UK from Another Country?

Modern Slavery - Royal College of Nursing Guide for Nurses and Midwives

Refugee and Unaccompanied Asylum Seeking Children and Young People - Guidance for Paediatricians (Royal College of Paediatrics and Child Health)

Refugee Council - Children's Panel - national remit to offer advice and support to unaccompanied children, and advise other professionals who are involved in their care.

Modern Slavery Helpline and Resource Centre - Unseen (Registered Charity)

ECPAT - Every Child Protected Against Trafficking - is a children's rights organisation working to protect children from trafficking and transnational exploitation.

Gangmasters & Labour Abuse Authority

[bookmark: sources]3.2 Contact Details - Sources of Advice/Information (National)

· The Foreign and Commonwealth Office on 020-7008 1500;

· The appropriate Embassy or Consulate;

· The London Diplomatic List, ISBN 0 11 591772 1 can be obtained from the Stationary Office on 0870 - 600 - 5522 or from FCO website. It contains information about all the Embassies based in London;

· International directory enquiries dial 155. Ask for main Town Hall number as they will have details of local offices. This can be useful where an address in a town abroad is known;

· Children and Families Across Boundaries (formerly International Social Services);

· British Red Cross International Family Tracing Service.

[bookmark: additional]3.3 Additional Local Information and Guidance

Manchester’s Modern Slavery and Human Trafficking Strategy 2018-2020

Local Contacts – Modern Slavery

Independent Child Trafficking Advocacy Service

[bookmark: app_3]
Appendix 1: Guidance on Questions to Ask Potential Carers of Children From Abroad who do not clearly have Parental Responsibility

It is important that the questions are rephrased for each interview so that the interview does not become interrogatory in tone.

The interviewer should:

· Speak to the child on their own (with interpreter) in order to establish the child's own views and consistency between child and adult's account of circumstances;

· Establish carers' ID and immigration status;

· Establish any previous contact with this or other local authorities/ agencies in UK and abroad.

1. How do you know the child? Friend/relative?

2. What is your relationship and through which parent are you related to the child?

3. How long have you personally known the child/family?

4. Please give details/names about individual family members?

5. Which town or city does the child in your care come from?

6. Please describe their family home/surroundings/environment?

7. If you have never seen this child before - how do you know this child belongs to your relative?

8. Can you tell me why the child has come to this country?

9. Did the child have any contact with you prior to their arrival in this country?

10. Has the child stayed with anyone else, or in another area in this country, or on the way to Britain?

11. Are the child's parents alive or dead?

12. If alive, where are the child's parents?

13. Do you know why the parents sent their child to Britain and to you?

14. Did the parents ask you to look after the child and do you have anything in writing?

15. Are the parents aware that the child is with you?

16. Are you in contact with the child's parents and if so by what means?

17. Would it be possible for us to contact the child's parents?

18. Who brought the child into the country?

19. Who paid for their passage?

20. By which route/transport did they arrive?

21. Do they have any other friends or relatives in this country?

22. Are you in contact with other friends or relative, if yes please provide their details?

23. If yes, why did they not stay with them?

24. Which documentation does the child have pertaining to their identity and nationality?

25. Do you have a letter from Home Office stating that you are the carer/guardian?

26. How did the Home Office decide that you should be the guardian/carer?

27. Do you have a partner/husband/wife, if yes, is he/she happy to continue to care for this child?

28. Do you have any children? If yes what are their ages and gender?

29. How do you think caring for another child for will impact on your own family/finances?

30. Does the child have his own bedroom?

31. What responsibility are you willing to take for the child - i.e. basic essentials/ carer's role/legal responsibility?

32. How long are you able to commit yourself to this responsibility?
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6.2 	Managing Allegations of Abuse Made Against Adults Who Work with Children and Young People

SCOPE OF THIS CHAPTER

This procedure should be used by all organisations where people work with children and young people, including organisations that provide staff or volunteers that work with or care for children.

This is intended to be a generic document that should complement existing professional procedures, protocols and guidance which relate to specific roles, responsibilities or professional practices. It should be read in conjunction with:

· Working Together to Safeguard Children;

· Keeping Children Safe in Education;

· The rest of these Local Safeguarding Children Partnership procedures and protocols.

RELEVANT GUIDANCE

NOTE: Please click here for the procedure which should be used in Bolton.

AMENDMENT

In December 2023, this chapter was amended in line with revised Keeping Children Safe in Education. A new Section 3, The Difference Between an Allegation of Harm and a Concern was also added.
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[bookmark: introduction]1. Introduction

Local Safeguarding Children Partnerships (LSCPs) have an explicit duty to ensure that there are effective inter agency procedures in place for dealing with allegations in respect of people who work with children. This procedure should be used by all organisations where people work with children and young people, including organisations that provide staff or volunteers that work with or care for children.

It is essential that any allegation of abuse made against a professional who works with children and young people or other member of staff or volunteer in any setting is dealt with fairly, quickly, and consistently, in a way that provides effective protection for the child or children and at the same time supports the person who is the subject of the allegation.

All agencies who work with children and young people should use this procedure to review and, where appropriate, modify their practice and procedure for dealing with allegations of abuse made against professionals who work with children and young people. These include:

· NHS Trusts;

· Police;

· Children’s Services;

· Early Years settings;

· Private day care providers;

· Fostering Services;

· Residential Care Providers;

· Voluntary Organisations;

· All local authority maintained schools;

· Faith schools/Academies/Free Schools;

· Independent schools;

· Further education institutions;

· Supply agencies;

· Private hospitals caring for children.

This policy should also be used when allegations are made against a person who works with children and they or their children have been subject to a child protection investigation.

Professionals who work with children as part of their employment or voluntary duties need to be aware that inappropriate behaviour in their private life may affect their suitability to work with children. This should be incorporated into their employer’s codes of conduct.

The term employer is used throughout this procedure to refer to organisations that have a working relationship with the individual against whom the allegation is made. This includes organisations that use the services of volunteers, or people who are self-employed; as well as service providers; voluntary organisations; employment agencies or businesses; contractors; fostering services and regulatory bodies such as Ofsted in the case of childminders.

In some circumstances the term ‘employer’ for these purposes will encompass more than one organisation. For example where staff providing services for children in an organisation are employed by a contractor, or where temporary staff are provided by an agency, or where a foster carer is also employed in Regulated Activity.

In those circumstances both the contractor or agency, and the organisation(s) in which the accused individual works will need to be involved in dealing with the allegation.

[bookmark: overview]2. Overview

When allegations arise against a person working with children (including volunteers) the employer should follow the procedures outlined in Working Together to Safeguard Children. The procedures should be used when an allegation is made that an adult has:

· Behaved in a way that has harmed, or may have harmed a child;

· Possibly committed a criminal offence against, or related to a child;

· Behaved towards a child or children in a way that indicates they may pose a risk of harm to children; or

· Behaved or may have behaved in a way that indicates they may not be suitable to work with children.

The last bullet point above includes behaviour that may have happened outside an organisation that might make an individual unsuitable to work with children, this is known as transferable risk.

Or when there are patterns of behaviour that could be considered as conduct and practice issues in isolation, however when this happens consecutively could question a person’s suitability.

An allegation can relate to an adult’s behaviour outside work, and their relationships with others, if they:

· Have behaved in a way in their personal life that raises safeguarding concerns. These concerns do not have to directly relate to a child but could, for example, include an arrest for the possession of a weapon;

· Have, as a parent or carer, become subject to child protection procedures;

· Are closely associated with someone in their personal lives (e.g. partner, member of the family or other household member) who may present a risk of harm to child/ren for whom the adult is responsible in their employment/volunteering.

This document provides additional practice guidance to employers and Local Authority Designated Officers (LADOs) when allegations are made and/or management concerns arise. It does not replace or take priority over any aspect of employment law and should be used in conjunction with Greater Manchester Safeguarding procedures.

Note that having a sexual relationship with a child under 18 if in a position of trust in respect of that child, even if consensual. The Police, Crime, Sentencing and Courts Act 2022 has extended the definition within the Sexual Offences Act 2003 section 22A to include anyone who coaches, teaches, trains, supervises or instructs a child under 18, on a regular basis, in a sport or a religion.

3. The Difference Between an Allegation of Harm and a Concern

It might not be clear whether an incident constitutes an 'allegation'. It is important to remember that to be an allegation the alleged incident has to be sufficiently serious as to suggest that harm has or may have been caused harm to a child/ren or that the alleged behaviour indicates the individual may pose a risk of harm to children (or otherwise meet the criteria above).

Keeping Children Safe in Education provides this definition of a low-level concern:

The term ‘low-level’ concern does not mean that it is insignificant. A low-level concern is any concern – no matter how small, and even if no more than causing a sense of unease or a ‘nagging doubt’ - that an adult working in or on behalf of the school or college may have acted in a way that:

· Is inconsistent with the staff code of conduct, including inappropriate conduct outside of work; and

· Does not meet the harm threshold or is otherwise not serious enough to consider a referral to the LADO.

Examples of such behaviour could include, but are not limited to:

· Being over-friendly with children;

· Having favourites;

· Taking photographs of children on their mobile phone, contrary to school policy;

· Engaging with a child on a one-to-one basis in a secluded area or behind a closed door; or

· Humiliating pupils.

Incidents which fall short of the threshold could include an accusation that is made second or third hand and the facts are not clear, or the member of staff alleged to have done this was not there at the time, or there is confusion about the account.

If it is difficult to determine the level of risk associated with an incident the following should be considered:

· Was the incident a disproportionate or inappropriate response in the context of a challenging situation?

· Where the incident involved an inappropriate response to challenging behaviour, had the member of staff had training in managing this?

· Does the member of staff understand that their behaviour was inappropriate and express a wish to behave differently in the future? For example, are they willing to undergo training?

· Does the child or family want to report the incident to the police or would they prefer the matter to be dealt with by the employer?

· Have similar allegations been made against the employee – is there a pattern developing?

Incidents which fall short of the threshold could include an accusation that is made second or third hand and the facts are not clear, or the member of staff alleged to have done this was not there at the time; or there is confusion about the account.

Keeping Children Safe in Education, Part 4, Section 2 provides that if there is any doubt as to whether the information which has been shared about a member of staff as a low-level concern in fact meets the harm threshold and thus should be treated as an allegation, the LADO should be consulted.

As good practice, agencies may wish to include the LADO in discussions as to whether the issue should be dealt with as an allegation of harm or a concern. If the decision is reached that the concern falls short of the harm threshold, there may still be a role for the LADO to provide advice and support to the employer. Such a consultation process may allow for concerns to be evaluated objectively and to ascertain whether or not similar concerns may have been raised by a previous employer but not met the threshold for investigation. Whilst the LADO will only record the details of those allegations which appear to meet the threshold for consideration set out above, the employer should record the details of any low-level concern that arises in respect of a member of their staff. The LADO should keep a record of the number of consultations that are determined to be low-level by employers and include that information in their annual report to the LSCP.

Where it is decided that the incident does not meet the threshold of harm/risk of harm and is a concern only, then the employer should take steps to ensure any conduct or behaviour issues are addressed with the member of staff through normal employment practices.

Schools and colleges should have policies and processes to deal with low-level concerns which do not meet the harm threshold and should ensure that they promote an open and transparent culture in which all concerns about all adults working in or on behalf of the school or college (including supply teachers, volunteers and contractors) are dealt with promptly and appropriately.

Keeping Children Safe in Education sets out the following in relation to concerns that do not meet the harm threshold/low-level concerns. Whilst this guidance is directed at schools and colleges, it may be of interest to other agencies:

Sharing low-level concerns

Schools and colleges should ensure that their low-level concerns policy contains a procedure for sharing confidentially such concerns which is clear, easy to understand and implement. Whether all low-level concerns are shared initially with the Designated Safeguarding Lead (DSL) (or a nominated person (such as a values guardian/safeguarding champion)), or with the headteacher/principal is a matter for the school or college to decide. If the former, then the DSL should inform the headteacher/principal of all the low-level concerns and in a timely fashion according to the nature of each particular low-level concern. The headteacher/principal should be the ultimate decision-maker in respect of all low-level concerns, although it is recognised that depending on the nature of some low-level concerns and/or the role of the DSL in some schools/colleges, the headteacher/principal may wish to consult with the DSL and take a more collaborative decision-making approach.

Low-level concerns which are shared about supply staff and contractors should be notified to their employers so that any potential patterns of inappropriate behaviour can be identified.

Recording low-level concerns

All low-level concerns should be recorded in writing. The record should include details of the concern, the context in which the concern arose, and action taken. The name of the individual sharing their concerns should also be noted, if the individual wishes to remain anonymous then that should be respected as far as reasonably possible.

Schools and colleges can decide where these records are kept, but they must be kept confidential, held securely and comply with the Data Protection Act 2018 and the UK General Data Protection Regulation (UK GDPR).

Records should be reviewed so that potential patterns of concerning, inappropriate, problematic or concerning behaviour can be identified. Where a pattern of such behaviour is identified, the school or college should decide on a course of action, either through its disciplinary procedures or where a pattern of behaviour moves from a low-level concern to meeting the harm threshold, in which case it should be referred to the LADO. Consideration should also be given to whether there are wider cultural issues within the school or college that enabled the behaviour to occur and where appropriate policies could be revised, or extra training delivered to minimise the risk of it happening again.

It is for schools and colleges to decide how long they retain such information, but it is recommended that it is retained at least until the individual leaves their employment.

Responding to low-level concerns

The school or college low-level concerns policy should set out the procedure for responding to reports of low-level concerns. If the concern has been raised via a third party, the headteacher/principal (or a nominated deputy) should collect as much evidence as possible by speaking:

· Directly to the person who raised the concern, unless it has been raised anonymously; and

· To the individual involved and any witnesses.

The information collected will help them to categorise the type of behaviour and determine what further action may need to be taken. This information needs to be recorded in writing along with the rationale for their decisions and action taken.

More detailed guidance and case studies on low-level concerns can be found in Developing and Implementing a Low-level Concerns Policy (Farrer & Co.).

4. Statutory Framework

Working Together to Safeguard Children covers cases of allegations that might indicate that a person may pose a risk of harm to children in his or her present position, or in any capacity.

All organisations that provide services for children or provide staff or volunteers to work with or care for children should operate a procedure for handling such allegations that is consistent with guidance and should identify a senior manager within the organisation to whom all allegations or concerns are reported. See Appendix 2: Managing Allegations Flowchart.

Working Together to Safeguard Children states that local authorities should ensure that allegations against people who work with children are not dealt with in isolation. Any action necessary to address corresponding welfare concerns in relation to the child or children involved should be taken without delay and in a coordinated manner. Local authorities should, in addition, have designated a particular officer, or team of officers, to be involved in the management and oversight of allegations against people that work with children. Any such officer should be sufficiently qualified and experienced to be able to fulfil this role effectively. Any new appointments to such a role, other than current or former designated officers moving between local authorities, should be qualified social workers. Arrangements should be put in place to ensure that any allegations about those who work with children are passed to the designated officer without delay. Local authorities should put in place arrangements to provide advice and guidance on how to deal with allegations against people who work with children to employers and voluntary organisations. Local authorities should also ensure that there are appropriate arrangements in place to effectively liaise with the police and other agencies to monitor the progress of cases and ensure that they are dealt with as quickly as possible, consistent with a thorough and fair process.

Underlying Principles

· The welfare of the child is paramount;

· Adults about whom there are concerns should be treated fairly and honestly and should be provided with support;

· It is the responsibility of all adults to safeguard and promote the welfare of children and young people. This responsibility extends to a duty of care for those adults employed, commissioned or contracted to work with children and young people.

[bookmark: using_guidance]5. Using the Guidance

5.1 Target Audience

This guidance is intended for all employers providing services to children and young people; it relates to all adults working with children and young people, whether in a paid or voluntary position. It is intended to assist organisations with the management of allegations against staff.

It is not possible within a single document to differentiate between the many different providers of services to children and their related professional languages. Individual organisations or professions, therefore, may need to adapt the terminology used when applying this guidance to their own circumstances. A list of definitions used in this guidance is contained in Appendix 1: Definitions.

5.2 Key Roles

Working Together to Safeguard Children identified three key roles essential to an effective process for managing allegations: the Named Senior Officer (NSO), the Local Authority Designated Officer (LADO) and the Senior Manager (SM).

Named Senior Officer (NSO)

All LSCP member organisations should have a named senior officer with overall responsibility for:

· Ensuring that their organisation operates procedures for dealing with allegations;

· Resolving any inter-agency issues; and

· Liaising with the LSCP on the subject.

This role relates to the management and oversight of individual cases.

The LADO should:

· Provide advice and guidance to employers and voluntary organisations;

· Liaise with the police and other agencies; and

· Monitor the progress of all cases to ensure that they are dealt with as quickly and consistently as possible through the use of a fair and thorough process.

Senior Manager within the Organisation (SM)

The Senior Manager within the organisation is the senior person to whom all allegations or concerns are reported and has overall responsibility for:

· Ensuring procedures are properly applied and implemented; and

· Providing advice, information and guidance for staff within the organisation.

It is critical that the relationship between the LADO and the Senior Manager is clear to all LSCP member organisations. The LADO should act independently of any organisation involved in the allegation concerned.

[bookmark: practice_issues]6. Practice Issues

6.1 Confidentiality and Information-sharing

Information sharing is vital to safeguarding and promoting the welfare of children and young people.

The Data Protection Act 2018 and the Human Rights Act 1998 are the two main legislative frameworks governing how, what and in what circumstances information may be shared.

6.2 Record-keeping

Record keeping is an integral part of the management of allegations. Complete and accurate records will need to contain information which provides comprehensive details of:

· Events leading to the allegation or concern about an adult’s behaviour;

· The circumstances and context of the allegation;

· Professional opinions;

· Decisions made and the reasons for them;

· Action that is taken;

· Final outcome.

Employers, managers and officers who are involved in the process of managing allegations should follow the principles of record-keeping contained within the Data Protection Act 2018, the Human Rights Act 1998 and the Freedom of Information Act 2002.

It is a Greater Manchester Safeguarding decision that records will be retained until a person reaches 100 years old (The North West LADO group have reviewed this and are looking at records for different outcomes to be retained for different periods, 100 years from the date of closure for cases found to be substantiated or unsubstantiated, the rationale behind this is that there are more historic allegations coming to light. Often victims will only make allegations years after a person in deceased therefore LADO information may be required, this is currently with IGU for review).

[bookmark: the_process]
7. The Process

Using the Procedures

All those involved in the management of allegations should be familiar with the process which must be followed for considering information arising from an allegations or concern about the behaviour of an adult working with children.

The process of managing allegations starts where information comes to the attention of a manager which suggests that an adult working with children may have:

· Behaved in a way that has harmed a child, or may have harmed a child;

· Possibly committed a criminal offence against or related to a child; or

· Behaved towards a child or children in a way that indicates he/she may pose a risk of harm to children;

· Behaved or may have behaved in a way that indicates they may not be suitable to work with children.

Concerns or allegations about the behaviour of an adult may be brought to the attention of a manager in a variety of ways. For example:

· An allegation made directly by a child or parent;

· An allegation made by a colleague or member of staff;

· Information from police or local authority social care team;

· Information from a third party or the general public;

· Information disclosed anonymously or online; or

· Concerns generated through an employment relationship.

The procedures allow for consideration of the adult’s behaviour at the earliest opportunity when a concern or allegation arises and is brought to the manager/employer’s attention.

Where there is no employer, the allegation should nevertheless be brought to the attention of the LADO and the process described below be followed.

7.1 Stage 1: The Manager’s Initial Response

Managers need to understand which behaviours to address directly through their complaints or disciplinary procedures and under what circumstances they should contact the Local Authority Designated Officer (LADO).

What constitutes appropriate or inappropriate behaviour will vary depending upon the context and nature of the work undertaken. All employers have a responsibility to set personal and professional boundaries for their staff and to be explicit about what behaviours are illegal, inappropriate or unacceptable.

7.1.1 When to contact the Local Authority Designated Officer (LADO)

It is important to ensure that even apparently less serious allegations are seen to be followed up, and that they are examined objectively by someone independent of the organisation concerned.

Discussion should always take place between the employer and the LADO when the concern or allegation meets the criteria.

		What to record

At this stage the manager should ensure that a factual account of the allegation is recorded, dated and signed, a chronology of events initiated and any other key information identified. No attempts should be made to investigate further before discussion with the LADO.

Information the LADO will require - WHO, WHAT, WHEN, WHERE.





Employers may also seek the advice of the LADO where an employee’s behaviour is a matter for concern to his/her manager because it compromises or may be seen to comprise the reputation and ability of the organisation to safeguard children and young people. Some examples of this may be where an individual has:

· Contravened or has continued to contravene any safe practice guidance given by his/her organisation or regulatory body;

· Exploited or abused a position of power;

· Acted in an irresponsible manner which any reasonable person would find alarming or questionable given the nature of work undertaken;

· Demonstrated a failure to understand or appreciate how his or her own actions or those of others could adversely impact upon the safety and well being of a child;

· Demonstrated an inability to make sound professional judgements which safeguard the welfare of children;

· Failed to follow adequately policy or procedures relating to safeguarding and promoting the welfare of children;

· Failed to understand or recognise the need for clear personal and professional boundaries in his or her work;

· Behaved in a way in her or her personal life which could put children at risk of harm;

· Become the subject of criminal proceedings not relating to a child;

· Become subject to enquiries under local child protection procedures and/or child subject to Child Protection Plan;

· Behaved in a way which seriously undermines the trust and confidence placed in him or her by the employer.

7.2 Stage 2: Discussion with LADO

7.2.1 Initial Discussion

The purpose of an initial discussion is for the LADO and the Senior Manager to consider the nature, content and context of the allegation and agree a course of action.

The LADO may ask the senior manager to provide or obtain any additional information which may be relevant, such as previous history, whether the child/family have made similar allegations and current contact with children.

This initial sharing of information and evaluation may lead to a decision that no further action is to be taken in regard to the individual facing the allegation or concern, and the manager will then decide how best to proceed within their organisation.

For all other cases, the discussion will then focus on agreeing a course of action including deciding whether the information meets agreed thresholds to hold a Strategy Meeting under child protection procedures, and whether suspension of the adult is appropriate. The LADO should ascertain the views of police and/or children’s social care as to whether the member of staff should be suspended from contact with children. The decision to suspend rests with the employer alone and it cannot be requested by another agency, although the employer should have regard to the views of investigative agencies if involved. Suspension should be seen in this context as a neutral act.

7.2.2 Use of Suspension

Suspension should be considered in every case where:

· There is cause to suspect a child is at risk of Significant Harm;

· The allegation warrants investigation by the police; or

· The allegation is so serious that it might be grounds for dismissal.

Suspension should not be seen as an automatic response to an allegation or imposed as a ‘knee jerk action’. A decision to suspend without careful thought could impede a police investigation. In some cases it will not be immediately obvious that suspension is appropriate and the need for this course of action may only become clear after information has been shared with, and discussion had, with other agencies and the employer’s Human Resources provider.

7.2.3 Alternatives to Suspension

While weighing the factors as to whether suspension is necessary, alternatives to suspension should be considered if available and deemed suitable. This may be achieved by:

· The individual undertaking duties which do not involve direct contact with the child concerned or other children e.g. office work;

· Providing an assistant/colleague to be present when the worker has contact with children.

It may be appropriate to use an alternative to suspension when an allegation is first made. This would allow time for an informed decision regarding suspension to be made and possibly reduce the initial impact of the allegation. This will however depend upon the nature of the allegation.

7.2.4 Agreeing Next Actions

In some cases further consultation by the LADO will take place. The LADO may decide to consult with police and social care colleagues to determine the next course of action.

If the information given about an adult’s behaviour does not require a Strategy Meeting under Section 47, a similar meeting should be called to evaluate jointly the level of concern and to determine whether the person’s suitability to continue working with children in his or her current position has been called into question.

If, following consultation, it is decided that the allegation does not meet any of the criteria above, then it may be dealt with by the employer at organisational level.

The LADO will retain overall management of the process (including the monitoring of cases which have been referred back to the employer for internal resolution) until the case reaches its conclusion and will ensure that accurate records are kept.

7.2.5 Confidentiality During Investigations

During an investigation, the employer and LADO have a responsibility to safeguard confidentiality as far as is possible. Sensitive information must only be disclosed on a need to know basis to other professionals involved in the investigative process. Confidentiality should be maintained by those professionals dealing with the allegation, but if other people become aware of the allegation they may not feel bound to maintain confidentiality. Therefore consideration should be given as to how best to manage this, particularly in relation to who should be told, what information can be disclosed, when and how.

7.2.6 Section 47 Strategy Meetings

If from the information received the LADO considers that the threshold for harm has been met, then the LADO will liaise with the Children’s Social Care team manager to organise a Section 47 Strategy Meeting. The team manager will chair the Section 47 Strategy Meeting and the LADO will attend where possible. If the arranged Strategy Meeting has all the relevant agencies round the table, then once the child’s needs have been discussed the second consecutive meeting/allowing people to leave or arrive, should be used to discuss what should happen to the alleged member of staff rather than setting up a separate meeting for this at a later date, this is to minimise delays.

The employer should consider carefully and, together with the LADO, should keep under review decisions as to who else should be informed of any suspension and/or investigation, e.g. senior members of staff, and to what extent confidentiality can or should be maintained according to the circumstances of a particular case. The LADO should seek advice from the police and children’s social care as appropriate.

		What to record

In reaching a judgement on an allegation the Senior Manager and LADO, in consultation with other professionals as appropriate, should specify and record their concerns clearly indicating why the behaviour may be inappropriate and identifying any potential risk to a child. A written record of this discussion and the agreed outcomes should be made by the LADO and shared with the senior manager. The employee should be informed of the outcome in writing subject to any multi-agency recommendations to the contrary.







		Strategy Meeting – minimising delays

If the arranged Strategy Meeting has all the relevant agencies round the table, then once the child’s needs have been discussed, the second part of the meeting (or a second consecutive meeting, allowing people to leave) should be used to discuss what should happen to the alleged member of staff, rather than setting up a separate meeting for this at a later date.





7.3 Stage 3: Role and Function of Multi-Agency Meetings

7.3.1 Initial Consideration Meeting

If the information about an adult’s behaviour does not require a Strategy Meeting under Section 47 to be held, then a similar meeting should nonetheless be called to evaluate jointly the level of concern and to determine whether, and if so how, the behaviour has called into question the person’s suitability to continue working with children in her or her current position.

If from the information received the LADO decides that the threshold for harm has been met, or that a criminal act has taken place, or that the person’s behaviour may indicate that he/she is unsuitable to work with children or young people, the LADO will liaise with key agencies to organise an Initial Consideration Meeting.

If an Initial Consideration Meeting is to be held, then it should take the form of a face-to-face meeting wherever possible. It is important that the employer is represented. Other than in exceptional cases, this would normally be the Senior Manager and the meeting should include a representative from the employer’s HR service (where applicable). It is also recommended that police, social care and any other agencies or organisations involved should be present.

The discussion should:

· Share all relevant information about the allegation in question;

· Discuss any previous allegations or other concerns;

· Review the need for involvement of children’s social care or the police;

· Consider whether the person’s suitability to continue working with children in his or her current position has been called into question;

· Plan any enquiries needed, allocate tasks and set timescales;

· Identify a lead contact manager within each agency;

· Decide what information can be shared with whom and when;

· Agree timescales for actions and/or dates for further meetings;

· Consider what advice and support should be made available to the member of staff and child/family;

· Consider any other factors that may affect the management of the case e.g. media interest, managing confidentiality;

· Where the allegation relates to an individual who is not an employee, the meeting should determine who will take the lead in any subsequent action;

· Date to reconvene if necessary.

Those invited to participate in the strategy meeting are advised to bring all relevant information including:

· Relevant details of the employee and the child and their family;

· Information and contact details of any possible witnesses;

· Any other relevant concerns or employment issues regarding the employee.

		What to record

It is important that comprehensive minutes are taken of all the discussions and agreed outcomes.

The meeting should ensure that, where there is a decision not to pursue any police or social care enquiries, specific consideration is given as to why the alleged behaviour is of concern to those present. This discussion should be clearly recorded.

The chair should decide to whom the minutes should be distributed. This should include participants in the Strategy Meeting and those invited but not attending. All parties should be reminded of the need to maintain confidentiality in accordance with local and national procedures and guidance.





In consultation with the LADO the employer will decide whether further disciplinary investigation is necessary and whether there is a need to suspend the adult, or whether suitable alternatives to suspension should be used.

Where the allegation relates to an individual who is not an employee, the meeting should determine who will take the lead in any subsequent action.

		Agreeing on confidentiality at meetings

In allegation management it is vital to maintain confidentiality for the family and the staff member. Some local authorities have an agreed “need to know” approach to information-sharing that is set out in a protocol. Alternatively, using a set agenda for strategy meetings which includes consideration of confidentiality and support services for family and members of staff can be a good way of ensuring the need for confidentiality is discussed for every case. Professionals will be asked to sign up to the confidentiality clause at the start of the meeting.





7.4 Stage 4: Employer’s Actions

7.4.1 When is Employer’s Action Necessary?

Further action by the employer will always be required in circumstances where:

· A LADO meeting has concluded that disciplinary action should be considered by the employer;

· The matter has been referred to the employer after the police or Crown Prosecution Service (CPS) has determined that a charge or prosecution may not be appropriate; or

· Following the conclusion of legal proceedings.

7.4.2 The Decision to Undertake a Disciplinary Investigation

The decision to instigate disciplinary procedures will be based upon the nature and seriousness of the behaviour which has been brought to the multi-agency discussion for consideration and, additionally, in those circumstances where a child has made a direct allegation, upon the child’s account of the adult’s behaviour. In such cases, it may be necessary to gather further information from the child or other child witnesses to establish the need for an investigation and this should be arranged to be undertaken by a social worker or other professional experienced in conducting interviews with child witnesses. This would be a social care social worker in a new case or child’s social worker if the case is already allocated.

7.4.3 The Disciplinary Investigation

The disciplinary investigation is the responsibility of the employer or governing body and they have a duty to keep the LADO informed of progress and agreed timescales.

7.4.4 Support for Child/Family

Children and families involved in the allegation should be made aware of services that exist locally and nationally which can offer support and guidance by the local social care team. They should be provided with any necessary information regarding independent and confidential support, advice or representation.

Parents or carers of the child should always be kept informed of the process of an investigation. This will be by social care team social worker or by allocated social worker or a nominated professional.

Parents or carers, and the child where appropriate, should be told the outcome as soon as possible after the decision of the panel has been reached.

7.4.5 Support for the Individual

Employers/governing bodies have a duty of care to their workers and should act to manage and minimise the stress inherent in the allegations and disciplinary process. Support to the individual is key to fulfilling this duty.

Individuals should be informed of concerns or allegations as soon as possible and given an explanation of the likely course of action, unless there is an objection by social care or police.

They should be advised to contact their trade union representative, if they have one, and given access to welfare counselling or medical advice where this is provided by the employer. 

Particular care needs to be taken when employees are suspended to ensure that they are kept informed of both the progress of their case and current work-related issues. Social contact with colleagues and friends should not be discouraged except where it is likely to be prejudicial to the gathering and presentation of evidence.

Throughout the process the individual should be aware of the concerns and why his or her suitability to work with children is being questioned and given the opportunity to state his or her case.

When an employee returns to work following a suspension, or on the conclusion of a case, arrangements should be made to facilitate his or her reintegration. This may involve informal counselling, guidance, support, re-assurance and help to rebuild confidence in working with children and young people.

Employers notified in writing at the end of the process of outcomes.

		What to record

Records should be kept of the investigation, including all discussions, meetings, panel hearings and decisions relating to the case. A record should also be made of any disciplinary sanction which has been imposed. This will be crucial information for any subsequent referral.

It is a Greater Manchester Safeguarding recommendation that records will be retained until a person reaches 100 years old.







		Support and Aftercare

It is important for employers to take into account the emotional effects that allegation investigations can sometimes bring to a workplace (regardless of the outcome or whether staff are involved or not) and for those organisations that do not have good HR/aftercare to consider that staff may have unresolved feelings and will need support.





This may mean a referral to Occupational Health.

[bookmark: referral_dbs]8. Referral to the Disclosure and Barring Service (DBS)

8.1 The Duty to Refer

If an organisation removes an individual (paid worker or unpaid volunteer) from work such as looking after children (or would have, had the person not left first) because the person poses a risk of harm to children, the organisation must make a referral to the Disclosure and Barring Service. It is an offence to fail to make a referral without good reason.

8.2 The Disclosure and Barring Service (DBS)

The primary role of the Disclosure and Barring Service (DBS) is to help employers make safer recruitment decisions and prevent unsuitable people from working with vulnerable groups including children.

Their statutory responsibilities are:

· Processing requests for criminal records checks for applications made in England and Wales;

· Deciding whether it is appropriate for a person to be placed or removed from a barred list;

· Maintaining the DBS children’s barred list and the DBS adults barred list for England, Wales and Northern Ireland.

If you are an employer or represent an organisation and you have concerns that an individual has caused harm or poses future risk or harm to vulnerable groups including children you need to complete a DBS referral form.

The DBS referral form can be downloaded from the DBS website. On the website you can also view the additional information form and find further guidance.

Under the provisions of the Safeguarding Vulnerable Groups Act 2006, as agreed by the Protection of Freedoms Act 2012, the following groups have the power to make a referral to DBS:

Duty to refer:

· Regulated Activity suppliers;

· Personnel suppliers;

· Employers and voluntary managers.

Power to Refer

· Local authorities (safeguarding role);

· Education and library boards;

· Health and social care;

· Keepers of registers (GMC etc);

· Supervisory authorities (e.g. CQC, Ofsted).

Penalties

An employer or volunteer manager is breaking the law if they knowingly employ someone in a Regulated Activity with a group from which they are barred from working.

A barred person is breaking the law if they seek, offer or engage in Regulated Activity with a group from which they are barred from working, be it paid or voluntary.

Referring a Teacher in England to the Teaching Regulation Agency (TRA)

If a person you are referring to the DBS is a teacher in England you should also refer the case to the Teaching Regulation Agency (TRA).

Who should make the referral?

Employers in local authority children’s services have a statutory duty to make a report to the Department if they cease to use a person’s services, in other words dismiss them from work as a teacher or in a role involving regular contact with children, on grounds that the person has committed misconduct which harmed a child or placed at risk of harm a child, on grounds relating to their misconduct (for example if they falsely claim qualifications they do not possess), or on grounds relating to the person’s health, where this raises an issue relating to the safety and welfare of children.

All registered childcare organisations have a statutory duty to refer the names of those individuals who occupied a child care position that they consider to be guilty of misconduct which harmed or placed at risk of harm a child.

How to make a referral 

It is important that full information about the behaviour of the person and how the judgement of the panel was informed is given to the Department. The referral form contained on the website, together with attached notes of meetings and details gained from the disciplinary investigation, should be completed and sent to the DBS. Reports should be made promptly, preferably within a month of the person’s dismissal or resignation.

When there is no employer, a decision should have been taken at the beginning of the process as to who would carry out the employers’ functions. This person would be responsible for making any referral.

To contact the DSB:

Email: customerservices@dbs.gov.uk

By telephone: 0870 90 90 811

By Post: 

P.O. Box 110
Liverpool
L69 3ET

[bookmark: app_1]
Appendix 1: Definitions

Allegation

Information which comes to light which suggests an employee, volunteer or contractor may have hurt or harmed a child, committed a criminal offence against a child or has behaved in such a way towards a child or young person that they may be considered as unsuitable to continue in their current employment or in any capacity which involves working with children.

Concern

Behaviour which is of concern to a manager or employer, identified through the normal employer/employee relationship.

Children and Young People

Throughout this document references are made to "children and young people". These terms are interchangeable and refer to children who have not yet reached their 18th birthday.

Adults

References to ‘adults’ or ‘volunteers’ refer to any adult who is employed, commissioned or contracted to work with or on behalf of, children and young people, in either a paid or unpaid capacity.

Manager

The term ‘manager’ refers to those adults who have responsibility for managing services including the supervision of employees and/or volunteers at any level.

Employer

The term ‘employer’ refers to the organisation which employs, or contracts to use the services of individuals in pursuit of the goals of that organisation. In the context of this document, the term ‘employer’ is also taken to include ‘employing’ the unpaid services of volunteers.

Safeguarding

Process of protecting children from abuse or neglect, preventing impairment of their health and development, and ensuring they are growing up in circumstances consistent with the provision of safe and effective care that enables children to have optimum life chances and enter adulthood successfully.

Duty of Care

The duty which rests upon an individual or organisation to ensure that all reasonable steps are taken to ensure the safety of a child or young person involved in any activity or interaction for which that individual or organisation is responsible. Any person in charge of, or working with children and young people in any capacity is considered, both legally and morally, to owe them a duty of care.

Substantiated

A substantiated allegation is where there is sufficient evidence to prove an allegation.

Unsubstantiated

An unsubstantiated allegation means that there is insufficient identifiable evidence to prove or disprove the allegation. The term, therefore, does not imply guilt or innocence.

Unfounded

The term ‘unfounded’ means that there is no evidence or proper basis which supports the allegation being made, or there is evidence to prove that the allegation is untrue. There is the possibility that the allegation may be malicious (see below), but it might also indicate that the person making the allegation had misinterpreted the incident or was mistaken about what he/she saw, or was not aware of all the circumstances.

Malicious

The term ‘malicious’ implies that an allegation, either wholly or in part, has been made with a deliberate intent to deceive or cause harm to the person subject to the allegation. For an allegation to be classified as malicious, it will be necessary to have evidence to prove the intention to cause harm. Care should be taken in dealing with such allegations as some facts may not be wholly untrue. Some parts of an allegation may have been fabricated or exaggerated but elements may be based on truth.

Great care should be taken in dealing with allegations that might appear to be unfounded or malicious. For example, with allegations considered unfounded:

· A child or young person may make an allegation in an attempt to draw attention to abuse emanating from another source within his/her family or community;

· A parent may make an allegation against a nursery worker in an attempt to evade responsibility for an injury to his/her child;

· A pupil may make an allegation against a teacher in order to deflect attention away from an incident of behaviour management;

· A parent, in dispute with a school, may make an allegation against a member of staff in order to strengthen their case.

Malicious allegation:

· A colleague may make a malicious allegation in an attempt to discredit a member of staff.

Complaints and allegations against members of staff should always be viewed objectively. The circumstances leading up to the complaint can often be complicated and the outcome far from certain. Completely malicious allegations are rare, but such descriptions, along with terms such as unfounded, unsubstantiated and malicious are often used in the same context. The meanings, however, are very different and it is important for staff to understand the distinction between them and avoid using generalisations that might be incorrect or misleading.


Appendix 2: Managing Allegations Flowchart

Click here to view Appendix 2: Managing Allegations Flowchart.


Appendix 3: Initial Consideration Meeting Minutes Proforma

Click here to view Appendix 3: Initial Consideration Meeting Minutes Proforma.

[bookmark: app_4]
Appendix 4: Suspension

Alternatives to Suspension

While weighing the factors as to whether suspension is necessary, alternatives to suspension should be considered if available and deemed suitable. This may be achieved by:

· The individual undertaking duties which do not involve direct contact with the child concerned or other children e.g. back office work;

· Providing an assistant/colleague to be present when the worker has contact with children.

It may be appropriate to use an alternative to suspension when an allegation is first made. This would allow time for an informed decision regarding suspension to be made and possibly reduce the initial impact of the allegation. This will however depend upon the nature of the allegation.

Suitability

You may wish to make recommendations to the employer or registered provider or agency and you may wish to comment on the suitability of the person to continue to work with children. In some cases it will be apparent that someone is unsuitable i.e. wanted for sex offence against children in their care. In some more subtle cases this may require elaboration or you may come to the view that an individual has harmed a child through their actions but this is unintended or as a result of inexperience. You must also make recommendation about training or change in policy/ procedure. Always be mindful that the employer makes the ultimate decision to take the person through their own disciplinary process or not.

ppendix 5: Stages to Managing Allegations Parents Flow Chart Guidance

Click here to view Appendix 5: Stages to Managing Allegations Parents Flow Chart Guidance.
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Salford Domestic Abuse Guidance for Staff in Educational Settings

Aims of this Guidance  

The aim of this guidance is to increase awareness among staff working with children and young people about domestic abuse and, provide support to all staff in education settings (from Early Years through to College) to have conversations with children, young people, and their carers about domestic abuse. This guidance will cover: 

1. Identifying when someone may be experiencing domestic abuse 

2. Talking to parents and responding to disclosures  

3. Support with safety planning and accessing support 

Please note that if you have any safeguarding concerns the reporting process remains unchanged, and you should follow your settings safeguarding procedures and refer to your Designated Safeguarding Lead. 



Domestic Abuse is an issue of epic scale, and it exists in all strata of society, it occurs in every ethnic group, every age group, every makeup of relationship, in every part of our country and in every continent. The damage done to a child living with domestic abuse is far reaching and can last throughout their life course. This damage can be caused at each and every stage of their lives, from conception onwards and, whilst the impact may change, develop, and vary dependent upon the individual, the age of the child and the nature and duration of the domestic abuse, the damage is very real. The implications for children are well researched and serious and can impact upon heath, emotional wellbeing, behaviour, academic success, physical development, creating disrupted relationships and disorganised attachments. Children are often living in a state of heightened anxiety and hyper vigilance within their homes, rather than being a place of safety and security, being a place of stress and trauma leading to feelings of insecurity and danger.



Safe in Salford is the commissioned provider of domestic abuse support services in Salford and provides a victims/survivor’s helpline; 0161 793 3232. 

Men's Advice Line - confidential helpline, email, and webchat service for male victims of domestic abuse. Call 0808 8010327 or visit mensadviceline.org.uk



In April 2021, the Domestic Abuse Act 2021 received Royal Assent and introduced a statutory definition for the first time.



Legal Definition

The Domestic Abuse Act 2021 (Part 1) defines domestic abuse as any of the following behaviours, either as a pattern of behaviour, or as a single incident, between two people over the age of 16, who are personally connected to each other:



(a) 	physical or sexual abuse

(b) 	violent or threatening behaviour

(c) 	controlling or coercive behaviour

(d) 	economic abuse (adverse effect of the victim to acquire, use or maintain money or other property; or obtain goods or services); and

(e) 	psychological, emotional, or other abuse.



People are 'personally connected' when they are, or have been:

· married to each other or civil partners; or 

· have agreed to marry or become civil partners. 

· two people have been in an intimate relationship with each other, 

· have shared parental responsibility for the same child, 

· or they are relatives.



Section 3 of the Domestic Abuse Act 2021 (‘the 2021 Act’) recognises children as victims of domestic abuse for the purposes of the Act if the child sees, hears, or experiences the effects of the abuse, and is related to, or falls under “parental responsibility” of, the victim and/or perpetrator of the domestic abuse. A child might therefore be considered a victim of 



domestic abuse under the 2021 Act where one parent is abusing another parent, or where a parent is abusing, or being abused by, a partner or relative. Domestic abuse has a significant impact on children and young people of all ages (up to 18 years old). 



Types of domestic abuse include:

· intimate partner violence

· abuse by family members 

· teenage relationship abuse and 

· child/adolescent to parent violence and abuse



Anyone can be a victim of domestic abuse, regardless of sexual identity, age, ethnicity, socio-economic status, sexuality or background and domestic abuse can take place inside or outside of the home.



Domestic abuse is very common. In the majority of cases, it is experienced by women and is perpetrated by men. It is however important to be aware that men can and will experience domestic abuse.  

Identifying When Someone May be Experiencing Domestic Abuse 

Signs that a child or young person may be experiencing domestic abuse at home,



· Presenting as sleep deprived 

· Unsettled/withdrawn 

· Anxious 

· Aggressive or bullying behaviours 

· Focus on pleasing others 

· Hypervigilance 



Prolonged exposure to domestic abuse can have a serious impact on a child's safety and welfare,



· Children are at risk of physical injury during an incident.

· Children are greatly distressed by witnessing the physical and emotional suffering of a parent.

· Children can become anxious and distressed which can express itself in anti-social or criminal behaviour.



· Domestic abuse can restrict a parent's ability to parent correctly.



Signs that a young person may be experiencing intimate partner abuse: 

· Sudden change to personality 

· Decrease in confidence 

· Falling out with friends and family resulting in isolation 

· Fearful/anxious 

· Unexplained bruising or other injuries  

Adverse Childhood Experiences (ACE) refer to some of the most intensive and frequently occurring sources of stress that children may suffer early in life.  When children are exposed to adverse and stressful experiences, it can have a long-lasting impact on their ability to think, interact with others and on their learning. The term ACE is used to describe a wide range of stressful or traumatic experiences that children can be exposed to whilst growing up. ACEs range from experiences that directly harm a child (such as suffering physical, verbal, or sexual abuse, and physical or emotional neglect) to those that affect the environment in which a child grows up (including parental separation, domestic violence, mental illness, alcohol abuse, drug use or incarceration).

Further learning regarding ACES can be accessed here Online training | Partners in Salford

Operation Encompass 

Operation Encompass ensures a notification is sent direct to the school by the Police where there are children related to either of the adult parties involved in an incident of domestic abuse. Information is shared with a school’s Key Adult (usually the Designated Safeguarding Lead/Deputy Designated Safeguarding Lead) prior to the start of the next school day after officers have attended a domestic abuse incident. Domestic abuse is an Adverse Childhood Experience that harms children, this sharing of information enables appropriate support to be given to the child/young person. All Salford maintained schools, academies and colleges participate with Operation Encompass.  Early Years Operation Encompass for private/voluntary/independent nursery provisions is managed by 0-19 Health who receive the notifications from the Police. 

The Key Adult (usually the DSL/Deputy DSL) must undertake the CPD accredited online Key Adult Training before receiving Operation Encompass notifications. Online Key Adult Training Operation Encompass  The aim of the training is to increase knowledge of child victims of domestic abuse and assist the Key Adults in fully embedding Operation Encompass within the setting. It is good practice to have more than one DSL/DDSL trained to access the notifications for reasons of absence. 

When supporting children and young people, there are a range of Resources available for the Key Adult to use including primary and secondary worksheets specifically designed by Harbour for Key Adults to use in response to an Operation Encompass notification which facilitate the child’s voice and lived experience to be captured. 

The Key Adult can refer the child to Harbour which supports children and young people aged 0-18 years old who have seen or heard domestic abuse.

For young people who use harm the Key Adult/Designated Safeguarding lead can refer to Harbour/TLC for support in reducing harmful behaviour in the young person’s relationships.  



Operation Encompass have produced a Booklet for schools which explores the role of schools/settings when supporting children. The booklet looks at settings taking a trauma informed approach.  Further information and training regarding trauma informed approaches and adverse childhood experiences can be accessed by all educational staff here Trauma Responsive Salford | Partners in Salford

A short animation has been designed by Salford for schools to place on the Operation Encompass section of their websites. The animation explains to children what Operation Encompass is and how their school supports them following an incident of domestic abuse where the Police attended. It’s also a useful tool for schools to use with younger children to explain why Key Adults are supporting them following an Operation Encompass notification.

Talking to Parents and Responding to Disclosures  

A parent may disclose experiencing domestic abuse independently or as a result of an Operation Encompass notification to the education setting. It is important to recognise that the parent/carer is likely to have overcome many barriers (for example: shame, guilt, fear) to make a disclosure, so it is vital that this conversation is managed as sensitively as possible. In the event of a disclosure about domestic abuse from a parent or carer, the member of staff should:  

· Listen, without making or showing any judgment  

· Not promise confidentiality  

· Not advise the parent/carer to leave the relationship, people are most at risk of serious incident at the point of, or just after separation  

· Ask about the parent’s immediate safety 

· Accurately record the conversation on the child’s file on the settings safeguarding system

· Report the disclosure to the Designated Safeguarding Lead (DSL) who may refer onwards to relevant support services 

· The DSL may need to refer to The Bridge Partnership and consider a referral to Adult Social Care if the adult has care and support needs. 



What might domestic abuse look like?  



		Type of abuse

		What is it?

		Things to be concerned about



		Emotional and Psychological

		Emotional abuse is any type of abuse that involves deliberately trying to scare, humiliate, isolate, or ignore a person.  This can include making threats to harm them or their children or commit suicide.  It can involve telling lies about them, making them doubt themselves.  

		· Threatening, shouting, mocking or name calling.

· A change in character when a particular person is present.





		Physical

		It’s important to remember that physical abuse is intentionally causing physical harm to a person.  It can include punching, slapping, hitting, biting, pinching, kicking, pulling hair out, pushing, shoving, burning, strangling



		· Unexplained injuries or regular visits to A&E or the GP

· Physical injuries or marks such as bruises, burn marks, scalds.

· Discomfort / wincing when someone moves

· Damage to property / breakages

· Noise from the property – screaming, shouting or even loud music to drown out other noises



		Sexual

		This is when a person is forced or tricked into having sex when they don’t want to or performing sexual activities.  

Some adults or younger people might not understand that what’s happening is abuse or that it’s wrong and they might be afraid to tell someone.

		· A change in character, signs of distress, 

· Concerns regarding pregnancy or sexually transmitted infections.  

· Depressed, withdrawn, anxious





		Financial

		This can include things such as taking a persons’ money, withholding money, taking out loans or credit and running up debts in another person’s name.

It can also involve doing things that can jeopardise a person’s job.  

		· Unexplained lack of money to buy essential items

· Someone being in control of their bank cards or money.

· Unable to pay rent or other bills





		Stalking / Harassment

		Following you, checking up on you, opening your mail, repeatedly checking to see who has telephoned you, embarrassing you in public, cyber stalking (using the internet to harass someone)

antisocial behaviour

sending abusive text messages

sending unwanted gifts,

unwanted phone calls, letters, emails, or visits.

		· Someone regularly being accompanied to places/ appointments





		Gaslighting

		This is term used to describe abusive behaviour that makes the victim start to doubt their memory, judgement or even their sanity.   

		· Confusion

· Blaming themselves for the abuse

· Feeling oversensitive or that everything they do is wrong



		Love bombing

		This is over the top demonstrations of affection, often used at the start of a relationship or the relationship moving far too fast and may be a warning sign.

		· Lots of or expensive gifts 

· Excessive compliments

· Taking steps to remain in constant contact and spend increasing amounts of time together.

· Dramatic reaction if you don’t go along with their wishes and can make the person feel like they are ‘walking on eggshells’







Initiating the conversation: 

Below are some open-ended prompts that staff may want to use to support the conversation when engaging a parent/carer about a concern you have around domestic abuse:

· Is everything ok for you and the children at home?  

· I am worried about how you are; would you like to come and have a chat?  

· How are things with your partner?  

· Are you staying in contact with friends and extended family?

· Are you able to get to the shops/take exercise?  Is this on your own or always with a family member?

· Does your partner ever stop you from doing things?  

· Are you ever afraid at home?  

· Is someone hurting you?  

· Have you ever been forced to do anything you do not want to?  

· I see you have a bruise on your face/arm, what happened/ tell me about that?

· Is there anyone else you are afraid of?



Only if it’s safe to do so, and you are able to speak to the person without the suspected perpetrator being there, you can ask them if they are experiencing domestic abuse.  Be professionally curious.



Suggested ways to ask:



· I’m worried about you because…, tell me, have you ever felt afraid of your partner?

· What happens in your relationship when you disagree?

· Tell me about your home-life and/or relationship with your   husband/partner/family?

· Has someone hurt you? Do you feel safe?

· Are you ever afraid of, humiliated or hurt by anyone?

Responding to a disclosure

If they do disclose abuse to you, listen, don’t judge them and record what they’ve told you on your child protection system.  Refer to your Designated Safeguarding Lead. 



If you don’t feel able to ask and you are worried about someone, then discuss you concerns with your Designated Safeguarding Lead.



NEVER tell someone to leave an abusive relationship.  This can increase the risk of death or serious harm.  If possible, you should encourage them to seek specialist help so they can put a safety plan in place.  



Remember, if a parent/carer discloses domestic abuse, follow your settings safeguarding procedures and refer to your Designated Safeguarding Lead.

Responding to a Child or Young Person’s Disclosure 

The most important thing that you can do when a child is disclosing is ensure they know that it is not their fault, that they are believed and that there is help available. It is important to remember that this may be the first time that the child/young person has spoken about their experience, so they need to be given the time to be heard supportively. The guidelines 

below will support in responding in a safe way. If a child young person discloses domestic abuse, you must refer to your Designated Safeguarding Lead. 



Support With Safety Planning and Accessing Support 

Safety planning with children and young people: 

· Have they had to call 999 before? When do they think they would need to do this? How do they feel about doing this? Discuss with them what a 999 call would involve- asking for the right service, giving their name and address, describing what is happening.  

· Have they ever tried to stop something happening or tried to get involved? What happened? The best way to make sure they do not get hurt is either to go to the place in the house where they feel safe or to leave the house and go somewhere else they feel safe.  

· You should only give written material or resources if it is safe. Always speak to your Designated Safeguarding Lead first.  

Further information including local pathways/procedures can be found below in Appendix A (Pages 7 -9)

It is important to remember that, as stipulated in the Domestic Abuse Act (2021) children witnessing domestic abuse are now classified as victims in their own right. Being exposed to domestic abuse has serious consequences for children and young people and it can affect how they feel, think, and behave in harmful ways.



Appendix A

Further support and information

Honour Based Abuse



An incident or crime involving violence, threats of violence, intimidation coercion or abuse (including psychological, physical, sexual, financial, or emotional abuse) which has or may have been committed to protect or defend the honour of an individual, family and/ or community for alleged or perceived breaches of the family and/or community’s code of behaviour.



Forced Marriage



A Forced Marriage (FM) is a marriage conducted without the valid consent of one or both parties and where duress is a factor. Forced marriage is now a specific offence under s121 of the Anti-Social Behaviour, Crime and Policing Act 2014 and which came into force on 16 June 2014, and it is a form of child abuse. 



The Marriage and Civil Partnership (Minimum Age) Act 2022 came into force in February 2023. It means that 16- and 17-year-olds will no longer be allowed to marry or enter a civil partnership, even if they have parental consent.  It is now illegal and a criminal offence to exploit vulnerable children by arranging for them to marry, under any circumstances whether or not force is used. Marriage and Civil Partnership (Minimum Age) Act 2022 (legislation.gov.uk)



A Forced Marriage Protection Order can be used to prevent someone being forced to marry. 

If you are concerned someone is being forced to marry, speak immediately to your Designated Safeguarding Lead and/or contact the Home Office Forced Marriage Unit – 0207 008 0151



Female Genital Mutilation (FGM)



Female Genital Mutilation comprises all procedures involving the removal of the external female genitalia or other injury to the female genital organs for non-medical reasons.

Section 5B of the Female Genital Mutilation Act 2003 (as inserted by section 74 of the Serious Crime Act 2015) places a statutory duty upon teachers along with regulated health and social care professionals in England and Wales, to report to the police where they discover (either through disclosure by the victim or visual evidence) that FGM appears to have been carried out on a girl under 18. Those failing to report such cases will face disciplinary sanctions. It will be rare for teachers to see visual evidence, and they will not be examining pupils, but the same definition of what is meant by “to discover that an act of FGM appears to have been carried out” is used for all professionals to whom this mandatory reporting duty applies. Information on when and how to make a report can be found at Mandatory reporting of female genital mutilation procedural information. Mandatory reporting of female genital mutilation: procedural information - GOV.UK (www.gov.uk)



Teachers must personally report to the police cases where they discover that an act of FGM appears to have been carried out and discuss any such case with the school’s designated safeguarding lead and involve children’s social care as appropriate. The duty does not apply in relation to ‘at risk’ or suspected cases (i.e., where the teacher does not discover that an act of FGM appears to have been carried out, either through disclosure by the victim or visual evidence) or in cases where the woman is 18 or over. In these cases, teachers will follow local safeguarding procedures which can be found here,

Female Genital Mutilation | Salford Safeguarding Children Partnership

Policies and procedures

The SSCP has adopted Greater Manchester Domestic Abuse Policy and the Greater Manchester MARAC Policy 

If you suspect or have evidence that a young person is at risk of domestic /violence or abuse or is harming someone then speak with your Designated Safeguarding Lead.

If you are a practitioner and you want to make a referral to the Bridge Partnership, please speak to your Designated Safeguarding Lead and use our online referral form

SafeLives Risk Identification Checklist (RIC) Young Peoples version (13 to 17 yrs.) for young people being harmed within a relationship. yp-ric-guidance.docx (live.com)

The Checklist offers an opportunity to identify the levels of risk a young person may be exposed to, and to offer appropriate services.  Speak to your Designated Safeguarding Lead before you undertake this checklist. Your DSL will have the required training, knowledge, and experience in identifying risk. 

If the victim is an adult the adult DASH needs to be completed.

Please follow the pathways below and refer using the online referral form and attach the completed DASH.

Downloadable documents

Salford children's domestic abuse pathway (PDF)  



Safety plan for young people (salford.gov.uk)



Home Office Information guide: domestic abuse - how to get help



Information for Designated Safeguarding Leads - If you are working on a case and have completed a DASH which meets the criteria to be heard at MARAC, you should send the completed referral form to CSMARAC@salford.gov.uk This will then be picked up and uploaded onto Sharepoint where it will be listed at the next available MARAC – you will be informed of when this will be. Please note the referral must be on the attached form – this is a set format that is a requirement for all agencies referring into MARAC.





Safe in Salford is for all adults, children and young people living in Salford who are affected by domestic abuse.  Although the DSL’s primary responsibility is to support and safeguard children and young people impacted by domestic abuse, we wanted to highlight the support available for perpetrators, for further information, please see the links below.



Men’s Behaviour Change Programme - TLC: Talk, Listen, Change (talklistenchange.org.uk)



Women’s Behaviour Change Programme - TLC: Talk, Listen, Change (talklistenchange.org.uk)



Multi-agency training

If you require training on the DA practitioner’s guidance, mandatory DA tools, internal DA processes, specialist service offer and referral pathway, please refer to the SSCP Multi Agency Training Programme here SSCP Training Programme | Salford Safeguarding Children Partnership We recommend you speak to your Designated Safeguarding Lead who can support you with further training. 

Resources

Domestic abuse toolkit

This toolkit has been created for practitioners to support you to work safely and effectively with victims, children, and perpetrators of domestic abuse.

See the domestic abuse toolkit

Children & Young People | Greater Manchester Victims' Services (gmvictims.org.uk)

Domestic Abuse- 7 Minute Briefing 

Resources | Salford Safeguarding Children Partnership

Services | Salford Safeguarding Children Partnership

Literature and information | Salford Safeguarding Children Partnership

YP_safetyplan.pdf (safelives.org.uk)

Controlling_or_coercive_behaviour_-_statutory_guidance.pdf (publishing.service.gov.uk)



		Harmful Practices Linked to Faith or Culture, GM Procedures



		Abuse Linked to Spiritual and Religious Beliefs

		



		Female Genital Mutilation Multi-Agency Protocol



		Forced Marriage



		So-Called Honour Based Abuse/Violence



		Breast Ironing









claire.baddley@salford.gov.uk is Salford’s Domestic Abuse Lead

Amanda.jtaylor@salford.gov.uk is Salford’s Schools Lead for Operation Encompass
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Universal Services and Self-Help

The child is supported by their parents/carers in
the community with access to mainstream

universal) services but with no identified
additional needs.

Diverse community self-help arrangements may
also support parents and carers in
providing good care for their children

Specialist Assessment

‘The child has acute needs requiring
statutory intensive support. This in
particular includes the threshold for child
protection and the Young Person’s Plan (YPP)
‘which will require Children’s Social Care
assessment intervention.

support

Getting risk

Targeted and Co-ordinated Early Help.

‘The child's needs are not clear, not known or not
being met. This is the threshold to initiate an
early help assessment. Response services are
universal support services and/or targeted
services.

An Early Help Assessment and Team Around the
Family (TAF) would be recommended to co-
ordinate the delivery of services, promote
integrated working and family
[FXUIPP participation.
help

Child In Need (CIN)

Getting
more help

e child's needs require longer term
Intervention from statutory and/ or
specialist services. High level additional
unmet needs will usually require a
targeted integrated response.

‘This is also the threshold for a Child In Need
which will require a Children’s Social Care
assessment and intervention





