CHILD PROTECTION

Summary
 This is taken BMJ Learning module at http://learning.bmj.com/learning/

Where doctors have concerns about a child who may be at risk of abuse or neglect, it is essential that these concerns are acted upon, in accordance with the guidance in this note, or other local and national protocols. The best interests of the child or children involved must guide decision making at all times.

Where suspicions of abuse or neglect have been raised, doctors must ensure that their concerns, and the actions they have either taken, or intend to take, including any discussion with colleagues or professionals in other agencies are clearly recorded in the child or children's medical record.

Where doctors have raised concerns about a child with colleagues or with other agencies and no action is regarded as necessary, doctors must ensure that all individual concerns have been properly recognised and responded to.

When working with children who may be at risk of neglect or abuse, doctors should judge each case on its merits, taking into consideration the likely degree of risk to the child or children involved.

Disclosure of information between professionals from different agencies should always take place within an established system and be subject to a recognised protocol.

This guidance applies equally to both information about children who may be subject to abuse, as well as to information about third parties, such as adults who may pose a threat to a child.

General principles

· In child protection cases, a doctor's chief responsibility is to the wellbeing of the child or children concerned, therefore, where a child is at risk of serious harm, the interests of the child override those of parents or carers 

· All doctors working with children, parents, and other adults in contact with children should be able to recognise, and know how to act upon, signs that a child may be at risk of any form of abuse or neglect, not only in a home environment, but also in residential homes and other institutions 

· Efforts should be made to include children and young people in decisions which closely affect them. The views and wishes of children should, therefore, be listened to and respected according to their competence and the level of their understanding. In some cases translation services suitable for young people may be needed 

· Wherever possible, the involvement and support of those who have parental responsibility for, or regular care of, a child should be encouraged, in so far as this is in keeping with promoting the best interests of the child or children concerned. Older children and young people may have their own views about parental involvement 

· When concerns about deliberate harm to children or young people have been raised, doctors must keep clear, accurate, comprehensive, and contemporaneous notes 

· All doctors working with children, parents, and other adults in contact with children must be aware of, and have access at their place of work to, their local Area Child Protection Committee's Child Protection Procedure manual 

The General Medical Council's guidance

The GMC also emphasises the importance of listening to the patient but gives specific advice about young patients who lack the ability to give valid and unpressured consent to disclosure.

"If you believe a patient to be a victim of neglect or physical, sexual or emotional abuse and that the patient cannot give or withhold consent to disclosure, you should give information promptly to an appropriate responsible person or statutory agency, where you believe that the disclosure is in the patient's best interests. You should usually inform the patient that you intend to disclose the information before doing so. Such circumstances may arise in relation to children, where concerns about possible abuse need to be shared with other agencies such as social services. Where appropriate you should inform those with parental responsibility about the disclosure. If, for any reason, you believe that disclosure of information is not in the best interests of an abused or neglected patient, you must still be prepared to justify your decision."1
Learning bites

For any child admitted to hospital about whom there are concerns of deliberate harm, you should physically examine the child within 24 hours of their admission, unless it would not be in the child's best interests. You must document this examination.

If you see a child whose parents refuse to give consent for a physical assessment and you do not think that the child is competent to consent or refuse, then it is probably best to take legal advice urgently with a view to getting court approval.

BMA guidance

In January 2003, Lord Laming published his report of the inquiry into the circumstances surrounding the death of Victoria Climbié.2 Among much else, the report drew attention to a number of serious failings in the provision of child health services for this extremely vulnerable girl. As a result of the inquiry, the government published revised guidance for all professionals directly involved in child protection, What to do if you're worried a child is being abused.3 This replaced the existing guidance for doctors, Child protection: medical responsibilities.4 The BMA has developed this subsequent guidance note in order to highlight the particular ethical responsibilities that doctors have when working with children who may be at risk of harm or neglect. It aims to augment and expand upon the government's guidance, and is based in part on enquiries to the BMA's Ethics Department from doctors. Doctors and healthcare workers who require more detailed clinical information about assessing the needs of vulnerable children should refer at the outset to the government's publication Framework for the assessment of children in need and their families.5
Working with children and families where there are concerns about neglect or abuse is difficult and demanding. No two cases are identical, and the needs of children and families vary from case to case. Decisions about how best to respond when there are concerns about harm to a child necessarily involve a degree of risk - at the extreme, of leaving a child for too long in a dangerous situation, or of removing a child unnecessarily from their family. In each case, these risks need to be weighed and advice may need to be taken from other professionals and local agencies such as the Area Child Protection Committee. To protect patient confidentiality in cases where the evidence for suspicion may be uncertain, doctors can discuss their concerns with colleagues on a no name basis. Nevertheless, a guidance note cannot provide a substitute for the development of sensitive professional judgment based on a sound assessment of the child's needs, the parents' capacity to respond to those needs, and the wider developmental context. This note aims rather to provide some general ethical pointers to assist doctors in their practice in this area. It draws heavily on the government's wide ranging 1999 guidance Working together to safeguard children.6
The guidance in this document applies equally to those doctors directly involved in providing care to children, and to those doctors working with adults whose illness or condition may have an impact on the health or wellbeing of a child.

Terminology

For the sake of ease of use, "child" also includes young people up to the age of 18. As is stressed throughout, however, due recognition must be given to the capacity of the child or young person to make decisions on his or her own behalf. "Doctor" includes both GP and hospital doctor, and although this guidance note is principally directed toward doctors, much of the information is applicable to other healthcare workers. Unless expressly indicated otherwise, "parent or carer" refers to those individuals with parental responsibility for the child or young person. (The BMA has produced a separate guidance note on the meaning of "parental responsibility."7)

Although the terms "abuse" and "neglect" are sometimes used interchangeably, different responses are frequently called for if the child is suffering actual abuse, or is being neglected due to family stresses or other parental problems. As is emphasised throughout this guidance, the appropriate response for each child will have to be based on an assessment of the facts of the individual case.

The Children Act 1989 introduced the concept of "significant harm" as the threshold for intervention under the act. As is discussed in part 3 of this guidance, there are no absolute criteria by which significant harm can be judged. Decisions in this area will, however, involve weighing up the effect of any ill treatment on the child's overall physical and psychological wellbeing.

Child abuse - definitions

"Child abuse and neglect" is a generic term that includes all ill treatment of children including serious physical and sexual assaults as well as cases where the standard of care does not adequately support the child's health or development. Children can suffer abuse or neglect through the direct infliction of harm, or through the failure to prevent harm occurring. Abuse can occur in a family or institutional setting and the perpetrator may or may not be known to the child.

In its guidance note Working together to safeguard children, the government defines four broad categories of abuse, and these are given below.8
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 feigns the symptoms of, or deliberately causes ill health to a child whom they are looking after. This situation is commonly described using terms such as factitious illness by proxy or Munchausen syndrome by proxy.

Emotional abuse

Emotional abuse is the persistent emotional ill treatment of a child such as to cause severe and persistent adverse effects on the child's emotional development. It may involve conveying to children that they are worthless or unloved, inadequate, or valued only in so far as they meet the needs of another person. It may feature age or developmentally inappropriate expectations being imposed on children. It may involve 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 ill treatment 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, whether or not the child is aware of what is happening. The activities may involve physical contact, including penetrative or non-penetrative acts. They may include non-contact activities, such as involving children in looking at, or in the production of, pornographic material or watching sexual activities, or encouraging children to behave in sexually inappropriate ways.

Neglect

Neglect is the persistent failure to meet a child's basic physical or psychological needs, likely to result in the serious impairment of the child's health or development. It may involve a parent or carer failing to provide adequate food, shelter, and clothing, failing to protect a child from physical harm or danger, or the failure to ensure access to appropriate medical care or treatment. It may also include neglect of, or unresponsiveness to, a child's basic emotional needs.

Children's rights

The United Kingdom ratified the United Nations Convention on the Rights of the Child in 1991. The Convention places a duty on the state and its agents to promote the wellbeing of all children in its jurisdiction. The Convention sets out standards that should be reflected in health care. Article 3 of the Convention states that any decision or action affecting children, either as individuals or as a group, should be focused on their best interests.

In addition to these Convention rights, doctors should bear in mind that the rights of children and parents under the Human Rights Act 1998 will be engaged by child protection proceedings. Where these rights are in tension, they may need to be traded against each other. Of particular importance here are Article 2, the right to life, Article 3, the prohibition of torture, inhuman or degrading treatment or punishment, Article 6, right to a fair trial, and Article 8, respect for private and family life.9
Discussion of children's rights in relation to health care can be complex. It can introduce an adversarial or confrontational element into an area that has traditionally focused on consensual care. Societal attitudes are also generally more complex here than in relation to adults' rights, as society tends to have a vested interest in ensuring that children's health is not avoidably put at risk, even though a young person may want to refuse medical treatment. In cases of abuse, for example, it may be necessary to override the wishes of a competent young person and refer concerns about significant harm to an appropriate body. The following are generally regarded as children's basic health rights:

Children have rights to:

· Child centred health care 

· Be looked after appropriately, without discrimination of any kind 

· Be encouraged in every possible way to develop their full potential 

· Take opportunities to be involved, from the beginning, and to choose not to be involved in decision making 

· Receive clear information about matters closely affecting themselves and about the right to decline detailed information at a particular time 

· Have opportunities to express opinions without pressure or criticism 

· Ask someone else to decide a particular issue 

· Receive an explanation of the reasons when their preference cannot be met 

· Confidentiality - subject to certain constraints 

· Redress - where appropriate - through a fast, accessible complaints procedure.10 

Learning bite

When you discharge a child about whom concerns around child protection have been raised, a documented plan for the future care of the child, including follow up arrangements must be in place. This is the recommendation from the report into the death of Victoria Climbié.

Scope of medical involvement in child protection cases

All health professionals, both in the NHS, the private sector, and those working for other agencies have a role to play in ensuring that children and families receive the care, support, and services they need in order to promote children's health and development. Because of the universal nature of health provision it is likely that health professionals will be among the first to have contact with children or families in difficulty. In addition to the direct provision of clinical services to children, both in primary care and in hospitals, medical participation in child protection encompasses a range of activities. These can include:

· Recognising children in need of support or protection, and parents who may need extra help in bringing up their children 

· Contributing to enquiries about a child or family 

· Assessing the needs of children and the capacity of parents to meet their children's needs 

· Planning and providing support to vulnerable children and families 

· Participating in child protection conferences 

· Planning support for children at risk of significant harm 

· Providing therapeutic help to abused or neglected children and parents under stress 

· Contributing to case reviews. 

Learning bites

When an abused child, and the person suspected of the abuse, are both registered with you, your primary responsibility is to the child. Although doctors do have responsibilities to all their patients, in this situation your primary responsibility is to the child.

Where a child is an inpatient and there are differences in medical opinion as to whether there is evidence of non accidental injury, you should ensure that a recorded discussion takes place between the persons with different views. There needs to be a full discussion before a diagnosis of deliberate harm can be rejected. This is the recommendation from the report into the death of Victoria Climbié.

Where a doctor has concerns about a child

As outlined in the basic principles above, where a doctor has a reasonable belief that a child is at serious risk of immediate harm, he or she should act immediately to protect the interests of the child, and this will almost always involve contacting one of the three statutory bodies with responsibilities in this area: the police, the social services, or the National Society for the Prevention of Cruelty to Children (NSPCC), and making a full report of concerns. The precise action taken should be governed by the procedures set out by the local Area Child Protection Committee.

In some cases, however, signs of abuse or neglect are not straightforward or clearcut. Patterns of behaviour or of symptoms develop over time, neglect can shade into abuse, and children and adults can become adept at masking difficulties and misleading professionals. Doctors are therefore often forced to make difficult decisions on the basis of fragmentary and ambiguous evidence.

Where doctors believe, however, that there may be genuine grounds for concern, it is important that they do not ignore any early warning signs, even where they may consider the evidence too uncertain to warrant the immediate commencement of child care proceedings. In these circumstances, doctors should initially consider discussing the matter with other colleagues and healthcare professionals and should also seek the advice of trained professionals with experience in child protection.

Where uncertainty exists, it can be extremely helpful for doctors to test out hypotheses in this way, without necessarily disclosing identifying data about the patient. It is also important that the option of talking to the carers or family at an early stage is not ruled out. Obviously this needs to be sensitively done and is not feasible in all cases, but it may indicate opportunities to work constructively with parents to improve parenting skills.

It is difficult to over emphasise the importance of documented professional discussion and support in this area.

Local procedures

All doctors who are likely to come in contact with children in a professional capacity should familiarise themselves with local procedures for promoting and safeguarding the interests of children. Every area is obliged to identify a senior paediatrician and a senior nurse with a health visiting qualification (designated senior professionals) to take a lead on all relevant aspects of child protection. These professionals are a key source of advice on child protection matters. Ordinarily therefore, a doctor with suspicions of potential child abuse or neglect should consult with a designated senior professional within the area.

Confidentiality and suspected abuse

A frequent area of difficulty for doctors involves the extent to which they should respect the wishes of children who they suspect may be being abused but who do not want the information disclosed further. Children may also try and elicit a promise of confidentiality from adults to whom they disclose abuse. At the time of writing, the government was considering introducing statutory duties on professionals working with children to report certain kinds of information.1 Until clear legal guidelines exist, doctors will need to make judgments based on the facts of the individual case, bearing in mind that their primary duty is the protection of the child.

As with all other patients, children at risk of neglect and abuse are entitled to have their confidentiality respected. Where there is a risk of significant harm, however, either to the patient, siblings, or to others, doctors have a duty to take action, including, where necessary, the disclosure of relevant confidential information ("significant harm" is the threshold that triggers assessment under the Children Act 1989). Doctors should not therefore promise to keep information about child abuse confidential, but should explain to the child or young person their general rights in this area, and also point out that such rights are not absolute.

Where doctors believe that, in the interests of the child or others, it is important that action is taken, they need to discuss disclosure with the child and, if possible, the child should be given sufficient time to come to a considered decision. If the child cannot be persuaded to agree to voluntary disclosure, and there is an immediate need to disclose information to an outside agency, he or she should be told what action is to be taken, unless to do so would expose the child or others to increased risk of serious harm. It can also be helpful in certain circumstances if professionals arrange a "safe" way to contact the child.2
Sharing information

Although both the rights of children to have their confidentiality respected, and the existence of limits to this right are clear, a frequent grey area for doctors is the extent to which this respect for confidentiality needs to be balanced against the requirement to share information with other professionals in the interests of the child. Doctors are also unsure sometimes as to whether they can breach the confidentiality of other patients, such as a child's relatives, on the basis of an unconfirmed suspicion or hearsay reports. Clearly each case must be considered on the available evidence, but the Climbié report made it clear that keeping children safe from harm requires professionals and others to share information. Often it is only when information is pieced together from a number of sources that it becomes clear that a child is at risk or is suffering harm.

The difficulty for doctors here is that they may have some initial concerns about a child but are uncertain whether the appropriate threshold of severity has been reached to justify a disclosure of information without consent. As already mentioned, at the time of writing the government had indicated that it may change the law in relation to the release of information in child protection cases. Until such time as the law is changed, doctors should recognise that personal information that is held about children and families is confidential and should not normally be released without the consent of the subject. However, both the law and the GMC permit the disclosure of information where it is necessary to protect a child against a risk of harm. In these cases, the public interest in protecting children overrides the public interest in maintaining confidentiality.

It is sometimes the case that both the abused or neglected child, and the person suspected of responsibility for the abuse or neglect, are registered with the same doctor. Doctors in these circumstances have sometimes reported feeling a sense of divided loyalty, as they have professional responsibilities to both parties. In these circumstances, the doctor's primary responsibility is to the child, as the more vulnerable party, and where the interests of the child and the suspected abuser conflict, the latter's interests should always give way to the child's. Doctors should, however, treat all parties sensitively and professionally, and try and respect both party's wishes, in so far as this is conducive to promoting the best interests of the child or children concerned.

The general practitioner and the primary healthcare team

Although these guidelines are intended to apply to all doctors who have professional contact with children, or with adults whose circumstances may have an impact on the wellbeing of children, there are inevitably going to be differences of emphasis between, for example, GPs and doctors working in hospitals.

General practitioners and the wider primary healthcare team are likely to be among the first professionals to come in contact with children who are either at risk, or who are in need of additional support. Consultations, home visits, as well as information from health visitors, midwives, and practice nurses can all help to build up a picture of a child in difficulty.

GPs and all members of the local primary healthcare team should know how to act on concerns they may have about a child and, in particular, what steps to take when a child is considered to be at risk of significant harm. All members of the primary healthcare team should therefore be familiar with both local procedures, and the names and contact details of colleagues with experience in child protection procedures, such as the designated professionals within their trust.

GPs are also well placed to recognise when a parent or other adult carer has problems which may affect their ability to look after a child. While GPs have responsibilities to all their patients, the welfare of children at risk must be their primary concern.

Health visitors play a particularly important role in the protection of vulnerable children. Their knowledge of individual children and families, combined with their expertise in monitoring and assessing child health and development means that they have an important role to play in all stages of family support and child protection.

Midwives, as a result of their involvement with the mother throughout pregnancy and with the mother and child during the months after birth, are also well placed to identify any problems during pregnancy, birth, and the child's early care. It is important that doctors collaborate closely with all members of the primary care team to secure the safety and wellbeing of children.

Hospital based doctors

Partly as a result of the extremity of Victoria Climbié's injuries, problems arising in her hospital care were at the centre of the healthcare recommendations of the Climbié report, and these recommendations are reflected in the guidance below.

It is frequently the case that SHOs in Emergency Departments or Paediatrics are the first point of contact in a hospital and many non-accidental injuries or cases of neglect are presented to these junior doctors first. It is crucial that these doctors receive training in how to identify injuries which need further investigation, how to spot warning signs, and how to raise concerns with appropriate colleagues and professionals in other agencies.

Continuity of care

Summary of points

· Wherever a doctor sees a child who may be at risk, he or she must ensure that systems are in place to ensure follow up care 

· As full a picture as possible of the circumstances of a child at risk must be drawn up 

· Where a child presents at hospital, inquiries must be made about any previous admissions 

· Where a child is admitted to hospital, a named consultant must be given overall responsibility for the child protection aspects of the case 

· Any child admitted to hospital about whom there are concerns about deliberate harm must receive a thorough examination within 24 hours unless it would compromise the child's care or wellbeing 

· Where a child at risk is to be discharged from hospital, a documented plan for the future care of the child must be drawn up 

· A child at risk must not be discharged from hospital without being registered at an identified GP practice 

· All professionals must be clear about their own responsibilities, and which professional has overall responsibility for the child protection aspects of a child's care 

The Climbié report highlighted a series of concerns relating to the lack of continuity of support for vulnerable and at risk children. Health and social care was found to be provided piecemeal, and communication both between health workers and between health and other professionals was sporadic and unreliable. The report therefore called for the development of procedures to ensure that whenever a child who may be at risk is seen by a health professional, that professional must be satisfied that systems are in place to provide follow on care. It is essential that children about whom suspicions of neglect or abuse are raised are not simply abandoned without mechanisms for continued support being triggered.

Where a health professional has contact with a child about whom there are child protection concerns, it is important that as full a picture of the child's situation as possible is developed. Where a child presents at hospital, this must include inquiring about any previous hospital admissions, and efforts must be made to gain access to all relevant notes and records. Where children are admitted to hospital, a named consultant must be given overall responsibility for the child protection aspects of the child's case. The identity of this consultant must be clearly marked in the notes.

Any child admitted to hospital about whom there are concerns about deliberate harms must receive a thorough, carefully documented examination within 24 hours of their admission, except when doing so would, in the opinion of the examining doctor, compromise the child's care or the child's physical and emotional wellbeing.

Doctors should not discharge children about whom child protection concerns have been raised until a discussion has taken place with the local social services department, and appropriate medical and social follow up has been arranged. Although it may prove difficult in some cases, such children must not be discharged without their being registered at an identified GP practice. Decisions relating to discharge should ordinarily be made by the consultant in charge of the child's care, or by another senior trained paediatrician.

Where social care and other agencies are also involved in continuing care, it is important that individual areas of responsibility are clearly demarcated, and all professionals involved are clear about both their own responsibilities, and about which professional has overall responsibility for the child protection aspects of the child's care.

Health staff, particularly those working in Emergency departments should also be alert to carers who seek medical care from a number of sources in order to conceal the repeated nature of a child's injuries. A child's GP or primary healthcare team should be informed of any visit to an Emergency department, and appropriate records kept.

Differences of medical opinion

Where there are disagreements between health professionals in relation to a diagnosis of possible deliberate harm to a child, it is important that a full discussion takes place between those with differing views, and the substance of the discussion is recorded in the child's medical record. Where deliberate harm has been raised as a possible diagnosis, it must not be rejected without proper consideration and, if necessary, the securing of a second opinion.

Should children be retained in hospital?

The BMA has received inquiries from doctors in the past about whether they should ever keep children in hospital when concerns about child abuse or neglect have been raised. Where children are competent to make the decision, their own wishes will normally be determinative. Where children are not competent, those with parental responsibility will need to consent on their behalf.

Where doctors are concerned that parents are either responsible for neglect or abuse, or are unable to protect their children from abuse, then an assessment must be made of the risks to the children concerned. Where doctors reasonably believe that there is a risk to the life of a child, or a risk of serious immediate harm, the police or social services should be contacted immediately and emergency protection procedures should be initiated. Police have powers, for example, to remove children to a place of safety for up to 72 hours.

Where there is no immediate risk of serious harm or death and parents wish them to be discharged, but health professionals do not believe it to be in their best interests, legal advice should be sought as a matter of urgency. Doctors should discuss the matter with parents and explain why they believe that further clinical supervision would be advisable.

Where children are competent, but seem to be making decisions that are significantly at odds with their best interests, legal advice should again be sought. It needs to be recognised that hospitals are not ideal environments for children unless they have serious health problems which require hospital admission.

Weekend admission

Difficulties with inter-agency working, general communication, and timely referral can be exacerbated when children are admitted over the weekend. It is often much more difficult for doctors to gain immediate access to necessary information, to liaise with other agencies, and to arrange examinations by an appropriate specialist. There is no straightforward solution to these administrative difficulties.

Nevertheless, the fact that a child about whom child protection concerns have been raised is admitted over the weekend should not be allowed to interfere with an assessment of his or her needs, and of any risks of harm. It may be the case, for example, that where admitting doctors have concerns that a child is at risk but cannot secure an immediate assessment from a specialist, the child should be encouraged, with discussion with those with parental responsibility where appropriate, to remain in hospital for supervision.

Clearly, where there is a risk of serious harm to the child, emergency protection proceedings should be commenced immediately. All local authorities have a social services officer permanently on call with access to the child protection register. He or she can also take referrals if concerns are raised about a child who is not on the register. Doctors with concerns about child protection can contact this officer even out of hours.

Where children are admitted over the weekend, it is clearly important to ensure that full notes of relevant findings are made, with clear indications of any future referral and follow up that are required. Responsibility for any actions that are to be taken should be clearly marked. It is important that children who are at risk of serious harm should not be allowed to "slip through the net" as a result of weekend admission.

Medical note keeping

The Climbié report identified a number of problems in the keeping of medical records, and its subsequent recommendations reinforced established best practice. When doctors are concerned about a child or children being exposed to abuse or neglect, they must ensure, in keeping with GMC guidance, that accurate, comprehensive, and contemporaneous notes are made.

Where the child is unknown to the doctor, detailed factual information about the child should be recorded at the point of contact, including information about those with parental responsibility and any primary carers, if these are different. This information should be verified at appropriate intervals.

When making notes, it is important that doctors record all their relevant concerns, without venturing into speculation that cannot be justified, and that a record is kept of any discussions about the child, including telephone conversations, any decisions that are made, and the reasons behind the decisions. Where doctors are working in situations in which case notes are not available, any relevant information should be entered into the notes as soon as is practicable.

Notes should clearly show the difference between information given by the child or carers, the healthcare worker's own direct observations, and any subsequent interpretation or assessment of the situation. Notes should also record any action that has been taken or will be taken, as well as any action by, or intended by, other relevant parties.

It is good practice for GPs and hospital doctors to have a clear means of identifying in records those children (together with their parents and siblings) about whom child protection concerns have been raised, although due consideration will have to be given to ensuring that the means of identification remain confidential.

The tagging of medical records should only be considered where other systems that involve less likelihood of inadvertent disclosure cannot be used. Ordinarily, tagging should only be used with the consent of the individual concerned. Where young children's records are tagged, permission will usually come from the parent until the child is able to decide for his or herself.

Learning bite

In relation to consent to physical examination for the purpose of child protection, you must obtain consent from the child, if competent, a parent, or other person with parental responsibility, or you must seek authorisation from the court (unless it is an emergency, or there are exceptional circumstances). Although in all ordinary circumstances consent must be sought, in an emergency, or where there are exceptional circumstances, it may be in the best interests of the child to undergo an examination without explicit consent.

Clinical examination may reveal key findings. Certain injuries should raise the suspicion of abuse. For example a burn which has well demarcated edges and a uniform depth should raise the suspicion of abuse.

Investigations may also reveal important evidence. For example the following fractures should raise the suspicion of abuse:

· Metaphyseal fractures in infants 

· Fractures of the long bones in children younger than 2 

· Scapular fractures 

· Spinous process fractures 

· Sternal fractures. 

However there is no pathognomonic pattern of fractures.

Similarly subdural hemorrhages in infants are suggestive of trauma that has been deliberately inflicted (but they are not pathognomonic).

Communicating with children

It is imperative that doctors listen to children and take their views into account as far as possible, even where the doctor believes that the child or young person concerned does not have the capacity to fully engage in any decision making process. Children can have a very clear idea of what needs to be done to ensure their safety and wellbeing. Communicating sensitively with children and establishing sufficient trust to enable them to be open about distressing information and experiences takes considerable skill, and doctors who are likely to be involved in child protection work require special training in this area.

Doctors need to ensure that children understand the extent and nature of their own involvement in decision making. They should be helped to understand how child protection processes work, how they can be involved, and that they can contribute to decisions about their future to the extent that their age and understanding allows. Doctors should make it clear, however, that children, particularly young children, will not necessarily have the final say in decisions concerning their welfare, and that decisions may have to be taken based upon information contributed by a number of professionals and carers.

It is vital that doctors attempt, as far as possible, to develop a relationship of trust with children they believe to be at risk, and it would be difficult to exaggerate the importance of good communication in this process. Although in practice this may be difficult, as their trust in adults may have been abused in the past, doctors should work towards establishing as far as possible a positive professional relationship with children.

At whatever stage in their development, children should be encouraged to talk openly to health professionals about their experiences, and be assured that confidential information will only be revealed if it is absolutely necessary and in their best interests. Doctors should use methods of communication that are appropriate to the age, understanding, and needs of the child, particularly where the children are young, disabled, or with a limited understanding of English.

As mentioned previously, translators from outside the family may be needed in some cases. Wherever possible, medical professionals with expertise in caring for children should be involved, either directly or through consultation.

When children are first involved in discussions about potential abuse or neglect, the extent of any possible harm, or whether criminal acts have been committed may not be obvious. It is important that even initial discussions with children are conducted in a way that minimises any distress caused to them, and increases the likelihood that they will provide accurate and complete information.

It is important, wherever possible, to have separate communication with a child. Children may need time, and more than one opportunity for discussion, in order to develop sufficient trust before they can begin to discuss their experiences, particularly if they have communication difficulties, are very young, or have learning or mental health problems.

Doctors and other healthcare workers should be honest and open with children and families about professional roles and responsibilities. They should be clear about what professionals can offer in the way of services, and on the limits of their powers. Doctors should take care that children are clear about any legal and professional restrictions they operate under, such as in relation to confidentiality.

Learning bite

Neglect is the most common form of reported abuse - it accounts for up to 50% of cases of reported abuse.

Involving parents and carers

Doctors sometimes express considerable uncertainty about the extent to which parents or carers should be involved in decisions relating to children who may be victims of intentional harm. Decision making in this area can be difficult, particularly where children are not competent to make decisions on their own behalf. Generally speaking, where children are competent to make decisions, their views are very influential although, exceptionally, decisions that are clearly contrary to their best interests can be challenged.3
Ordinarily, where children cannot make decisions for themselves, those with parental responsibility have a legal right to make decisions on their behalf. Such rights, however, are not absolute, and when children are at risk of avoidable harm, professionals involved in caring for them have a clear duty to take appropriate action. Where children lack the competence to make decisions, those with parental responsibility should therefore be involved, provided it is in the best interests of the child or young person concerned.

Parents or carers should not be involved where there is a reasonably founded belief that it would put a child at further risk of harm. Reasons for such a decision might include situations where there is a possibility that a child would be threatened or otherwise coerced into silence; where there is a strong likelihood that important evidence would be destroyed; or that the child in question does not wish the parent to be involved at that stage and is competent to make that decision.

When harm or neglect is identified as a possible diagnosis by a doctor, he or she should consider whether taking a history directly from the child is in that child's best interests. Where it is, the history should be taken even when the consent of the carer has not been obtained, with the reasons for dispensing with consent recorded in the medical record.

A decision to exclude an individual with parental responsibility is obviously a serious one and, if time allows, it should be made in consultation with colleagues with expertise in this area. Doctors should bear in mind that almost all children about whom child protection concerns are raised either remain with, or are returned to their families. Involving the family in child protection processes, to the extent that it promotes the interests of children, is therefore likely to be productive.

Doctors need to bear in mind that family structures are increasingly complex. In addition to those adults who have daily care of a child, a variety of other adults such as estranged parents, grandparents, or other family members may play a significant part in the child's life. Some children may also have been supported by adults outside the family during periods of difficulty, depending on their age and maturity. Children may themselves be able to identify adults who provide a supportive influence in their lives.

Learning bite

The main purpose of a child protection conference is to assess the child's wellbeing, to consider whether they are suffering or are likely to suffer significant harm, and to decide what future action, if any, needs to be taken to support the child.
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