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	Ein cyf / Our ref: 358/22/FOI 


	(: 03000 858361

	E-bost / Email:  BCU.FOI@wales.nhs.uk 

	Dyddiad / Date:  15th November 2022 


Further to your request for information dated 24th October 2022, I am pleased to provide the following response. 
Your request and our response:
I would like to find out the following information about the services that you are commissioned to deliver in Gwynedd and Denbighshire to people under the age of 18 who are experiencing emotional distress and/or who are at risk of attempting suicide: 

· Inclusion/exclusion criteria
For Child and Adolescent Mental Health Services (CAMHS) crisis / unscheduled care inclusion: Any young person under the age of 18 who presents to the Emergency Department (ED) at Ysbyty Glan Clwyd (YGC), is admitted to the Children’s Unit at YGC, or is referred to Conwy / Denbighshire CAMHS with acute concerns about actual self-harm or imminent risk of (significant) self-harm or suicide attempt. Children and Young People (CYP) who have self-harmed, and require medical treatment will need to be seen by a medical professional via ED in the first instance.
Exclusion:  CYP who are an inpatient at the North Wales Adolescent Service (NWAS) e.g. if they require medical treatment in the acute hospital following an episode of self-harm within NWAS, the CYP will be conveyed back to NWAS under the care of the Inpatient Mental Health Team for on-going assessment, treatment and risk management.


Inclusion Criteria for offering a Mental Health Assessment in Primary Care: CYP presenting with the following difficulties should be offered a mental health assessment; 
· Depressive disorders
· Emotional / anxiety disorders
· Post-traumatic stress disorder
· Obsessive compulsive disorder
· Eating disorders / significant feeding problems
· Self-harm / suicidal behaviours
· Psychosis. 
The Single Point of Access (SPoA) in the Central area (Conwy & Denbighshire) CAMHS also take referrals for neuro-developmental disorders. Although a neuro-developmental disorder in itself would not require CAMHS input, there are instances where further formulation with the young person and their family is required to determine whether there is a comorbid mental health need that requires support. Some children and young people may be offered an assessment, where the level of severity presented does not meet the threshold for any of the categories listed above. However where there are difficulties consistent with any of the categories above at a less severe level, when 2 or more of the following risk factors are present an assessment is offered:
· Parental mental health difficulties
· Domestic abuse, parental alcoholism or drug abuse
· Parental criminality
· History of abuse or neglect
· Child looked after by the Local Authority
· Adopted child
· Severe dysfunction in the parent/child relationship
· Significant non-school attendance
· Unsuccessful primary care intervention
· Previous significant self-harm e.g. significant cutting/burning or previous overdose
· How the service is accessed, i.e. open access, self-referral, third party referral
Gwynedd

Referrals into CAMHS are completed by professionals involved in the child's life and consent is required. The CAMHS service does not accept self-referrals.
Denbighshire

Unscheduled Care Service is accessed via ED following triage and medical clearance, and the children’s ward following medical intervention (preferably when medically fit, however assessment can commence if the Young Person (YP) is fit for assessment), via the Single Point of Access (SPoA) (the YP would need to be referred by a professional working with the YP). Currently, self-referral is not available. A referral into CAMHS can be made by any professional who has met with the child / young person and gained their consent to do so.
· Channels of support, e.g. telephone, email, text, web chat, face-to-face and types of location if face-to-face

Gwynedd

CAMHS operates a mostly face-to-face provision, as well as via telephone and a virtual platform called Attend Anywhere.
Denbighshire
Support can be provided vie telephone, web chat or face-to-face. The face-to-face support is generally provided within the hospital, however if preferable it can be provided within the home, school, GP surgery, Family Centres or a safe setting identified as being accessible to the child / young person and family. Initial crisis assessment is usually face to face, however follow up can be face to face or over the phone if face-to-face is not feasible.  When appropriate, in the absence of other forms of support at times of high concern/risk, the unscheduled care team will offer support calls out of hours.
· Opening hours / availability 

Gwynedd

CAMHS provision is both scheduled and unscheduled care. At the moment it is not a crisis service. It does not operate 24/7. The hours are 9am to 5pm Monday to Friday. The unscheduled care team cover 9am to 5pm at weekends and bank holidays for young people admitted to ED / paediatric ward who require a crisis assessment. 

Denbighshire

Same as CAMHS during the week (Monday to Friday 9am to 5pm); and unscheduled care cover via the paediatric ward at weekends and bank holidays between 9am and 5pm, extending to offering crisis assessments in ED if appropriate.
· Type of support provided, i.e. structured therapeutic counselling, peer support, helpline 

Gwynedd

CAMHS is not a counselling service, this provision is provided elsewhere. 

CAMHS is a service that offers information, advice, consultation, mental health assessment, and therapy as guided via National Institute for Health and Care Excellence (NICE) guidelines. The length of therapy varies depending on the formulation and the individual’s needs. 

Denbighshire

CAMHS offer a range of interventions using the most suitable evidence based therapeutic modality, based on the CYP’s needs, if the CYP has been accepted for “partnership” following “choice” assessment.  Our Dialectical Behavioural Therapy (DBT) programme provide both individual and group work. Where a CYP receives a crisis / unscheduled care assessment, they may not require a “choice” assessment to access “partnership” if this need has been identified through crisis assessment and there is enough information obtained. This is processed between the unscheduled care team and the wider CAMHS team. If a CYP requires urgent treatment following crisis assessment, e.g. for psychosis or severe depression, and there is a waiting list for allocation to a partnership clinician, a member of the unscheduled care team will “hold” the case and provide care co-ordination until they are able to support a safe transition to a partnership clinician.

· If support is provided to parents or carers

Gwynedd

CAMHS does have a family therapy service and in the majority of situations carers / parents are part of the young person’s treatment. 

Denbighshire

Parents / Carers or corporate parents are involved collaboratively during both assessment and therapeutic intervention. The degree to which they are involved in these processes does depend on the consent of the CYP and clinical appropriateness. We also offer family therapy if indicated. As part of this process support is provided to parents/carers. If the parent requires support for their own mental health, then this discussion or advice can be sensitively undertaken and signposting to the appropriate service can be provided. Within crisis assessment and safety / discharge planning, there may be times where there are safeguarding / child protection concerns, e.g. if a CYP indicates risk of abuse or neglect in the home environment upon discharge.  In those cases, we require support from the Local Authority to facilitate safe discharge from the paediatric ward.
· Length of support offered 

Gwynedd

CAMHS never closes to referrals and the goal-based interventions are based on   partnership working with the family and young person referrals.

Denbighshire
Length of involvement is dependent on the CYP’s needs and risk. However, at the point of the choice / assessment outcome, the clinician and child / young person will have identified treatment goals that they would like to achieve coming into CAMHS, and these goals will be collaboratively reviewed throughout their care.
· If the support is provided by paid employees, freelance / contract staff, volunteers.  
Gwynedd

CAMHS West area (Gwynedd & Anglesey) had only 1 agency worker, all other staff are permanent or fixed term contract staff. All staff are compliant with the Mental Health Measure legislation in terms of professional background. We do also have healthcare support workers. 

Denbighshire

CAMHS and the Unscheduled Care Team often identify a network of support and this may involve professionals or individuals in the community, and incorporate the appropriate support available into the CYP’s safety plan or Care and Treatment Plan.

· Intended outcomes for the service 

Gwynedd

CAMHS utilise outcome measures and have a dedicated patient experience team. 

Denbighshire

CYP receive the support they require based on need as timely as possible.  However, this can be a challenge at times due to capacity and demand.
· Number of people under 18 that can be supported i) at any one time and/or ii) in any given twelve-month period 

There is no specific limit on the amount of people that support is provided to. 
· Where relevant, number of people under 18 that have been referred to the service in the most recent reporting period (quarter or year)

Within 2021/2022, 5095 people under the age of 18 were referred to the service.

· Number of people under 18 supported in the most recent reporting period (quarter or year)

Within 2021/2022, 4479 people under the age of 18 received support from the service. 

For each service, I would also like to request a copy of their:

· Safeguarding policy

[image: image1.emf]SCH17 - Child at  Risk Procedure - V4_redacted.pdf


Please note that any information that is personal has been redacted under
Section 40 – Personal Information of the Freedom of Information Act.
· Confidentiality policy 


[image: image2.emf]IG13 -  Confidentiality Code of Conduct - V5.pdf


· Position statement on self-determination, decision making and choice
CAMHS operate a choice and partnership model as agreed within the ‘Together for Children and Young People’ Framework. Under our obligation to advise and assist we have included below the link to the Choice and Partnership approach website.
The Choice & Partnership Approach - CAMHS Clinical System - CAPA

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1730030430.pdf
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Strategy Meeting and what happens following the meeting 


 


NO YES 


Strategy Meeting 
Make decision about whether to initiate Section 47 and 


record decision 


Police investigation 


Determination following a strategy meeting: The 
outcome of section 47 enquiries 


Charge or no further action 
Consideration of Duty to Refer, 


as appropriate 


Determination 1:  
Concerns of significant 
harm are not 
substantiated  


Determination 2:  
Concerns substantiated, but child 
not at continuing risk of significant 


harm 


Determination 3:  
Concerns substantiated and child 
judged to be experiencing or at risk 
of abuse, harm or neglect 


Can a plan ensuring the child’s 
future safely and well-being be 
developed and implemented 
without having to child protection 
conference. Local authority convenes a child 


protection conference within 15 
working days of last strategy 
meeting 
 
Decision made and recorded at 
Child Protection Conference 


Child NOT at continuing risk of 
significant harm 


Child at continuing risk of 
significant harm 
Child is registered and subject to 
a Care and Support Protection 
Plan 


Part 3 Assessment for Care and 
Support and completion of Care 


and Support Plan if appropriate 


Core group established 


Assessment for Care and Support: The assessment can be ongoing throughout the process and must be 
completed within 42 working days 
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1. INTRODUCTION/OVERVIEW 


 
1.1 Section 28(2) of the Children Act 2004 places a duty on certain persons and 


bodies to make arrangements for ensuring that their functions are discharged 
having regard to the need to safeguard and promote the welfare of children. 
Volume 5 – Handling Individual Cases to Protect Children at Risk was issued by 
the Welsh Ministers and those persons and bodies, including Health Boards, 
must have regard to this guidance when discharging their duty under section 
28(2). The Wales Safeguarding Procedures 2019 compliments this guidance. 
 


1.2 The Child at Risk Procedure provides advice on what should happen if an 
individual has concerns about the well-being of a child (including those living 
away from home) and in particular reasonable grounds to suspect that a child is: 
 


 Experiencing or is at risk of abuse, neglect or other kinds of harm;  
and 


 Has needs for care and support. 
 
1.3 Achieving good outcomes for children requires all those with responsibility for 


assessment and the provision of services to work together according to an 
agreed plan of action. Effective collaboration requires organisations and people 
to be clear about; 
 


 The legislative basis for the work 


 Their roles and responsibilities for safeguarding and promoting the welfare of 
children (section 28 of the Children Act 2004) 


 The protocols and procedures to be followed, including the way in which 
information will be shared across practitioner boundaries and within agencies, 
and be recorded 


 Which organisation, team or practitioner has lead responsibility, and the 
precise roles of everyone else who is involved 


 The importance of ensuring that the children, adults, family members and 
carers are fully involved, and the rights of the child protected 


 The need to ensure the wishes and feelings of the child are respected, as it is 
reasonably practicable 


 


 
2. PROCEDURE STATEMENT 


 
2.1 Betsi Cadwaladr University Health Board (BCUHB) supports the Social Services 


and Well-being (Wales) Act 2014 and is wholly committed to safeguarding 
children who are at risk of abuse, neglect or other kinds of harm. BCUHB is 
therefore committed to raising awareness and ensuring all employees are aware 
of their statutory duties to report children at risk. 
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3. PURPOSE 


 


3.1 The Child at Risk Procedure is intended to guide safeguarding practice and to     


      standardise practice for all staff employed in BCUHB and contractors/volunteers  


      of BCUHB. 


 


3.2 The procedure will help practitioners apply the legislation and statutory guidance  


Social Services and Wellbeing (Wales) (SSWWA) Act 2014 and (Part 7 Volume 
5 on Handling Individual Cases to Protect Children at Risk) to practice.  


 


 
4. AIMS/OBJECTIVES 


 


4.1 To ensure that health practitioners understand their role and responsibilities in  


      safeguarding children at risk. 


 


4.2 To ensure all health practitioners recognise that safeguarding and protecting 


      children is everybody’s responsibility. 


 


4.3 To ensure practice is in accordance with the legislative requirements and  


      expectations of the Social Services and Well-being (Wales) Act 2014 and the  


      accompanying safeguarding guidance. 


 


 
5. SCOPE 
 
The Child at Risk Procedure is aimed at supporting all employees working within 
BCUHB including those employees who work as volunteers or are contractors.  
 
The procedure will apply to all service users of BCUHB, who are under the age of 18 
years, who are identified as a child at risk and has suffered or at risk of suffering 
harm, abuse or neglect. 
 
 
6. ROLES AND RESPONSIBILITIES 


 
6.1 Director 
The responsible Director for this Procedure will be the Executive Director Nursing and 
Midwifery who will delegate his/her powers to the Associate Director of Safeguarding. 
 
6.2 Head of Safeguarding Children 
Head of Safeguarding Children has delegated responsibility from the Associate 
Director of Safeguarding for ensuring this procedure and associated documentation 
are reviewed and updated in line with future legislation and guidance.  
 
6.3 Area Safeguarding Managers/Heads of Services 
Area Safeguarding Managers/Heads of Services are responsible for the wider 
implementation of this procedures and it is their responsibility to raise awareness of 
the procedure to all employees. 
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6.4 Designated Safeguarding Person (Safeguarding Specialist Children/Midwife) 
The Safeguarding Specialists/Midwives are responsible for including this procedure 
within training and supervision sessions ensuring all staff are fully aware of their roles 
and responsibilities. 
 
6.5 Safeguarding Practice Development Lead 
The Safeguarding Practice Development Lead is responsible for overseeing that all 
aspects of this procedure and relevant legislation is embedded within safeguarding 
training packages. 
 
 
7. SAFEGUARDING PRINCIPLES AND EFFECTIVE PRACTICE 


 
Two key principles underpin safeguarding practice. 


 
7.1 Safeguarding and protecting is everybody’s responsibility 


 


 BCUHB and its practitioners to play their part and contribute to safeguarding 
and promoting the well-being of the child. 


 Every person in contact with or working with children at risk of harm, abuse 
and neglect, their carers, and their families, must understand their role and 
responsibilities to safeguard and promote the welfare of children at risk of 
harm, abuse and neglect. 


 Have access to and comply with the Wales Safeguarding Procedures 2019. 


 Understand the principles and practice contained in Vol. 5 Handling Individual 
Cases to Protect Children at Risk Working Together to Safeguard People. 


 Have received training to a level commensurate with their role and 
responsibilities. 


 Have regard to the importance of promoting and respecting the dignity of the 
child/young person. 


 Have regard to the characteristics, culture and beliefs of the child and their 
family (including, for example, language) whilst recognising the paramountcy 
of the individual. 


 Have regard to the importance of providing appropriate support to enable the 
child to participate in decisions that affect him or her to the extent that is 
appropriate in the circumstances, particularly where the child’s ability to 
communicate is limited for any reason. 


7.2 A child-centered approach 
 
It is important the practitioners, in line with Part 2 6. (2) of the SSWWA 2014  
recognise: 
 


 The rights of the child should be paramount to the approach. 


 The best interests should always be paramount. 


 As far as reasonably practicable, ascertain and have regard to the child’s 
views, wishes and feelings. 
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7.3 Key Definitions relevant to safeguarding children 
 
7.3.1 A child – is a person who is under the age of 18 (SSWA, 2014). 
 
7.3.2 A child at risk – S.130 (40 of the SSWWA 2014 defines a child at risk as a          


 child who: 


 Is experiencing or is at risk of abuse, neglect or other kinds of harm. 


 Had needs for care and support (whether or not the authority is meeting any 
of those needs). 


 
It is important to note: 
 


 The use of the term ‘at risk’ means that actual abuse or neglect does not need 
to occur, rather early interventions to protect a child at risk should be 
considered to prevent actual harm, abuse and neglect. 


 The two conditions necessary to demonstrate a child is at risk of abuse or 
neglect ensures that protection is provided to those with care and support 
needs who also require actions to secure their safety in the future. 


 Risk of abuse or neglect may be a consequence of one concern or a result of 
cumulative factors. 


 
7.3.3 Harm is defined as: 
 


 Ill-treatment this includes sexual abuse, neglect, emotional abuse and 
psychological abuse. 


 The impairment of physical or mental health (including that suffered from 
seeing or hearing another person suffer ill treatment). 


 The impairment of physical intellectual, emotional, social or behavioural 
development (including that suffered from seeing or hearing another person 
suffer ill treatment). 


 
7.3.4 Types of harm: 
 


 Physical abuse. 


 Emotional/psychological abuse. 


 Sexual abuse. 


 Financial abuse. 


 Neglect. 
 
Risks from other actual or potential harm to a child or young person may result from: 
 


 Criminal exploitation such as county lines (CCE). 


 Child Sexual Exploitation (CSE). 


 Radicalisation. 


 Female Genital Mutilation (FGM). 


 Modern Slavery. 
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7.3.5 Significant Harm 
 
Concerns about likely or actual significant harm to a child is the threshold for 
initiating (S 47 enquiries under the Children Act 1989). 
 
There is no statutory definition of significant harm. Therefore, practitioners must 
consider the following: 
‘where the question of whether harm is significant turns on the child’s health or 
development, the child’s health or development is to be compared with that which 
could reasonably be expected of a similar child ‘(Section 31(9) Children Act 1989). 
 
 
8. PROCEDURE 
 
8.1 The Duty to Report a Child at Risk of Abuse, Neglect and/or Harm 
 
8.1.1 An overview of the duty to report process 


I am aware of a child that may be at risk of harm? What evidence do I have: 
disclosure; observation; information? 


 
Do I need to take immediate action to ensure safety? Should I obtain emergency 
medical aid? Do the police need to be informed a possible crime has been 
committed? 


 
Is there a Designated Safeguarding Person (DSP) in my agency I can discuss this 
with? Do I need to contact social services for advice? What is the result of these 
discussions?  


 
Do I need to make a report to social services? Do I need to try to gain consent? 
What information do I have to share: core data; cause for concern; individual's living 
environment? 


 
Should this report be immediate by telephone, followed up in 24 hrs by a written 
report or is the level of concern such I can make a written report? What advice have I 
received about this from my agency and social services? 


 


What do I need to do next? Document incident/concerns; inform key people; ensure 
received response from social services within 7 working days or chase up. 
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8.1.2 Responsibilities to Report 
 
The Social Services and Wellbeing (Wales) Act 2014  Section 128 , specifies the 
duty placed on practitioners relevant partners under s.162 of the Act to report adults 
and children, including unborn children, they have reasonable cause to believe they 
are at risk of harm.  
 
8.1.2.1 Relevant practitioners with a duty to report include: 
 


 North Wales Police. 


 Any Local Authority. 


 Any provider of probation services. 


 Any Local Health Board / Trust - BCUHB. 


 Youth Offending Team (YOT). 
 
All agencies who are not described as above have a duty to report safeguarding 
concerns, including paid and non-paid practitioners, from the third sector including 
independent practitioners and contractors and professionals. 
 


It is essential that all practitioners do not ignore suspicions about a practitioner or 
colleague who may be causing harm or abuse or neglect to a child at risk. This also 
includes carers or volunteers if suspicions regarding abuse are present. 
 


8.1.3 Duty to report concerns (including abuse and neglect) about a  
          Practitioner 
 


All organisations must ensure that job descriptions, codes of conduct and 
contract/service level agreements include the duty to report and safeguarding 
children including ensuring practitioners are aware they have a duty to report 
concerns about the behaviour of other practitioners. All organisations must ensure 
they have whistle blowing procedures in place. 
 
The duty to report extends beyond the working context. If any practitioner becomes 
aware of concerning behaviour of, for example, a friend, family member or 
neighbour, who is also a practitioner they must report their concerns.  
 
For this section – please refer to the Safeguarding Allegations/Concerns about 
Practitioners and Those in Positions of Trust – See Wales Safeguarding Procedures. 
 
8.1.4 Reporting concerns about a child at risk of abuse, neglect and/or harm 
 
8.1.4.1 The Role of the Designated Safeguarding Person (DSP) 
  
The DSP is the identified person within Corporate Safeguarding (currently known as 
the Safeguarding Specialist) employed by BCUHB. The DSP is available to discuss 
any safeguarding concerns and should be consulted, when possible, when to raise a 
safeguarding concern with the Local Authority. They are not the decision maker 
regarding the escalation of cases, but is someone who will require assurance that 
any immediate actions to ensure the child at risk is safe from abuse or neglect have 
been completed. 
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The DSP within BCUHB can be contacted via the safeguarding web page below and 
can assist with any safeguarding queries or concerns: 
http://howis.wales.nhs.uk/sitesplus/861/page/74691 
 
Whilst every effort should be made to seek advice from the DSP, a practitioner may 
need to contact social services directly, particularly where contacting the DSP would 
result in undue delay and thereby places a child at risk. Also in cases where the DSP 
has been contacted and they have not taken action and the practitioner feels it is 
necessary, or the concern relates to the DSP and there is no other appropriate 
alternative individual within Corporate Safeguarding to contact, then concerns need 
to be raised with social services. 
 
8.1.4.2 Contacting Social services for support in and out of hours 
 
If a practitioner requires support from Local Authority in or out of hours contact 
details can be found below: 
 
Conwy Local Authority:                      


 Daytime 0300 4561111 


 Out of Hours  0300 1233079 
 
Denbighshire Local Authority: 


 Daytime 01824 712200 


 Out of Hours 0345 053 3116 
 
Flintshire Local Authority 


 Daytime 01352 701000 


 Out of Hours 0345 0533116 
 
Wrexham Local Authority 


 Daytime 01978 292039 


 Out of Hours 0345 0533116 
 
Anglesey Local Authority 


 Daytime 01248 725888 


 Out of Hours 01248 353551 
 
Gwynedd Local Authority 


 Daytime 01758 704455  


 Out of Hours 01248 353551 
 
 


  



http://howis.wales.nhs.uk/sitesplus/861/page/74691
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8.1.5 Managing immediate concerns about the safety of a child 
 


The safety of the child at risk is paramount. Therefore: 
 


 A decision must be taken by the practitioner as to whether there are 
immediate concerns about a child’s safety. 


 Action must be taken to protect the child from harm. 


 Practitioners must contact the police using the emergency number: 999 if 
there is imminent danger to the child. 


 Consideration should also be given to the immediate safety of other children 
or adults who may be at immediate risk of harm. 


 If there is a need for urgent medical attention call for an ambulance by dialing 
999. 


 
8.1.6 What to do following a child ‘telling’ about abuse or neglect 


Record, as soon as you can and no later than 24 hours following the disclosure, 
what you have been told: 


 Use the exact words the child used; 
 Describe the circumstances in which the disclosure happened; the setting and 


anyone else who was present; 
 Be aware that the report may be required for legal action or disciplinary 


procedure so be sure to separate fact from opinion; 
 Make a note of the date, time, place and people who were present when the 


disclosure took place. 


Seek further advice from the DSP within BCUHB and advice from local authority 
social services. See 8.2.8 – making a Child at Risk report. 


8.1.7 What to do if there are safeguarding concerns about an unborn child  
 
The Children Act 1989 is the relevant legislation regarding the unborn child. 
Currently the law in Wales provides limited recognition of the fetus and a woman has 
the right to refuse to engage with statutory interventions whilst pregnant.  
 
Nevertheless, where practitioners become aware that a woman is pregnant, at 
whatever stage of the pregnancy, and they have concerns for the mother or unborn 
baby’s welfare, or that of a sibling, they have a duty to report.  
 
All practitioners should follow the Wales Safeguarding Procedures and discuss 
concerns with the Local Authority where the unborn child will reside. Practitioners 
should also discuss cases where support is required with their Designated 
Safeguarding Person / Team.   
 
Concerns should immediately be referred to the Police if there is immediate risk of 
harm, or a Criminal Offence has been committed.  
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A Health Pre Birth Assessment should also be undertaken if the pregnancy is 
recognised to meet the criteria. (Please see BCUHB Health Pre Birth Assessment 
guidance).  
http://howis.wales.nhs.uk/sitesplus/documents/861/BCU%20Health%20Pre-
birth%20Assessment%20by%20Midwife%20or%20Health%20Visitor%20V4%2018.0
6.20.pdf  See also 8.2.8 – making a Child at Risk report if required. 
 
For unborn babies for which professionals are concerned about but who do not meet 
the criteria for Child at Risk report, consideration should be given at the earliest 
opportunity for signposting to other agencies, which are able to provide support. 
Professionals should also consider the completion of an Early Help Assessment 
which will identify support requirements and ensure that the wellbeing of the unborn 
is at the centre of the assessment, allowing early support to be provided to reduce 
the risks to the unborn.  
 
An Early Help assessment is a holistic assessment that considers the child’s 
developmental needs, parenting capacity, environmental needs and level of risk. 
Professionals will be able to gather new information and with the information they 
already know provide a multi- agency package of support for the baby and family via 
the Team around the Family process. The information gathered through this process 
is shared appropriately and can be used to help determine if an unborn single 
assessment through social care is required. 
 
8.1.8 Seeking consent to a report 


 
Practitioners should try and seek consent from the parents. Children, if competent 
should also be consulted and their consent obtained.  
 
However, the safety and welfare of the child is the paramount consideration in terms 
of seeking consent. If unsure, contact the local social services team for advice. 
 
When a decision is made not to seek parental consent relevant circumstances for 
this decision must be recorded. 
 
8.1.9 How to make a Child at Risk Report 
 


 Practitioners are expected to make a Child at Risk Report to the relevant local 
authority social services department where the safeguarding concern 
occurred. This may mean a practitioner may need to report to an authority in 
which they don’t work.  


 


 Action must be taken immediately via contacting the police on 999 if a child is 
thought to be at immediate risk of harm. 


 


 If the safeguarding concern is telephoned through to social services this must 
be followed up in writing within 1 working day (24 hours). 


 


 Practitioners must use the Child at Risk Report provided by the local authority 
     see http://howis.wales.nhs.uk/sitesplus/861/page/74770. 
 



http://howis.wales.nhs.uk/sitesplus/documents/861/BCU%20Health%20Pre-birth%20Assessment%20by%20Midwife%20or%20Health%20Visitor%20V4%2018.06.20.pdf

http://howis.wales.nhs.uk/sitesplus/documents/861/BCU%20Health%20Pre-birth%20Assessment%20by%20Midwife%20or%20Health%20Visitor%20V4%2018.06.20.pdf

http://howis.wales.nhs.uk/sitesplus/documents/861/BCU%20Health%20Pre-birth%20Assessment%20by%20Midwife%20or%20Health%20Visitor%20V4%2018.06.20.pdf

http://howis.wales.nhs.uk/sitesplus/861/page/74770
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 The Child at Risk Report must be emailed to the relevant local authority and 
copied into the BCUHB Children’s Inbox. 
BCU.childsafeguarding@wales.nhs.uk 


 


 Concerns regarding a child may be present even if they are known to social 
services. Do not presume if the child is known to services they are safe – 
Always report. 


 


8.1.10 Information to include in a Child at Risk Report 
 
The information should be proportionate and include: 
 


 Basic information regarding the child and family.  


 Details about the cause for concern regarding risk of harm any plans in place 
providing immediate protection. 


 Relevant background information held by BCUHB. 
 
8.1.10.1 Basic information 


 Full name, any aliases, date of birth; address, any known previous addresses. 
 Identity of those with parental responsibility if children. 
 Names, date of birth and information about all household members, including 


any other children or who may be at risk of harm in the family, and significant 
people who live outside the household. 


 Ethnicity, first language and religion. 
 Any known need for an interpreter, signer or other communication aid. 
 Any known additional needs. 
 Knowledge of attendance/non at school, day centre, hospital appointments 


etc. 
 Agencies currently involved with the individual, family and carers known to the 


referrer. 
 Whether consent has been obtained for the report. 


 
 
 


 Cause for concern 


 Nature of concern: are they experiencing harm or at risk of harm? 
 Detailed description of any injuries sustained and any allegations, for example 


sexual abuse, their sources, timing and location. 
 Whether the child is safe currently or is in need of immediate protection and 


actions to protect taken so far. 
 Description of the child/ren who are the cause for concern. 
 The identity and current whereabouts of the suspected/alleged perpetrator. 
 The individual's current location if at risk of immediate harm. 
 Impact of incident and emotional and physical condition. 
 Risk of any repeated incidents to individuals and/or others. 
 Any information that may affect the safety of staff. 
 Concern about a practitioner. 


 



mailto:BCU.childsafeguarding@wales.nhs.uk

mailto:BCU.childsafeguarding@wales.nhs.uk
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 Information held 


 Information practitioner/agency holds about: 
 Health and wellbeing of the child; 
 Carer/s capacity to meet their needs of child; 
 Socio-economic factors that may be affecting the individual, their family and 


carers for example, loss of job; 
 Any significant/important recent or historical events/incidents; 
 The referrer’s relationship and knowledge of the child or adult at risk and their 


parents/carers; 
 Known current or previous involvement of other agencies/ professionals; 
 Description of the child and the injury sustained. 


Lack of detail must not prevent reporting a safeguarding concern. Failure to share 
information can place a child at increased risk of harm.  
8.1.10.2 Next steps  
 


Following the Child at Risk report the report-maker (BCUHB practitioner) should 
receive an email confirmation from local authority that the report has been received. 
If confirmation is not received within 7 days of the written report being submitted the 
practitioner must contact social services again. 
 
Local authority social services will email the outcome of the Child at Risk Report to 
the report-maker and will copy in the Children’s Inbox for the relevant areas (see 
links in 8.1.9) 
 
8.1.10.3 Further expectations from the person making the report. 
 


 The practitioner or colleague must be available to discuss the report further. 


 Assist with strategy discussion.  


 Assist with section 47 enquiries to ascertain if the child is at risk of immediate 
harm or is likely to suffer harm. 


 Attend the initial case conference. 


 Provide a report for the conference. 


 Contribute to further assessments / support plans. 
 
8.2 Responding to a Report of a Child at Risk of Harm, Abuse and/or Neglect 
 
8.2.1 Responding to a report 
 
The local authority has a duty to respond to a report about a child at risk of harm, 
abuse or neglect; this means that the local authority social services department 
gathers information to determine what action should follow.  If the child is at 
immediate risk of significant harm and/or a criminal offence may have been 
committed, social services may work collaboratively with the Police.  The social 
services department can approach BCUHB staff to provide information under 
Section164 of the Social Services and Wellbeing (Wales) Act 2014. 
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The key principle should always be making the child safe. 
 


Reports alleging that a child has been abused or is at risk of abuse must always be 


regarded as serious and enquiries by social services should commence immediately.  


The social services department undertaking the enquiries may be in the area: 


 


 Where the child is living permanently or temporarily. 


 Where the child has been placed, for example, children in care placed out of 
area; or. 


 Where the child has been found, for example, children who run away and 
been found in another authority area. 


 
8.2.2 Receiving a report 


 
The social service practitioner receiving the report (the report-taker) should be able 
to elicit the following information: 
 


 Basic information about the child and family. 


 The cause for concern and the nature of the evidence to support these 
concerns; and 


 Any relevant information held by the individual and their agency. 
 
8.2.3 Clarifying the next steps with the report-maker 
 
At the end of any discussion about a child, the person who submitted the report (the 
report-maker) should be clear about the: 
 


 Proposed initial action. 


 Who will be taking this action. 


 What the child and family will be told about the report and which agency will 
tell them. 


 
The report-maker should be made aware that any subsequent enquiries might be 
conducted either jointly by the police and social services or as a single agency 
(social services) enquiry. 
 
8.2.4 Managing reports out of hours 
 
Outside usual office hours, reports can be made to the social services out of hours 
service/emergency duty team and/or the police.  These reports will then be 
communicated by the out of hours staff to the relevant social services team. (See 
Section 8.1.4.3). 


The out of hours/emergency duty team will be alert to any indications of immediate 
risk to the child or other children and adults and must be prepared to take urgent 
action to ensure they are safe.  Where a report indicates a risk of immediate harm, 
requiring an immediate response, the police and social services will decided jointly 
what action is necessary to secure the immediate safety and well-being of the child 
and other children.   
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The out of hours/emergency duty team can check the child protection register for 
information on the child and make any other checks possible out of hours. 
 
8.2.5 Action following a report: initial checks and decisions 
 
Once the report has been received, the relevant social services team must decide 
and record next actions within one working day, focusing on the safety and wellbeing 
of the child.  If a report of child abuse, harm or neglect is unsubstantiated, the child 
may still have care and support needs or the family may benefit from early help 
services; with the parents’ consent, they can be referred or signposted for these 
services. 
 
8.2.5.1 Initial checks 


 
Social services will complete initial checks by checking any information held in 
existing social services records, checking the child protection register and making 
enquiries with other agencies as appropriate.  The report-taker must establish 
whether other children in the family and adults at risk are safe from harm and inform 
the police if a suspected crime has been committed. 
 
The report-taker may contact BCUHB practitioners/services to gain sufficient 
information to determine an initial decision: 
 


 Practitioners have a duty to co-operate and provide information under Section 
164 of the Social Services and Well-being (Wales) Act 2014.   


 The safety and welfare of the child takes precedence over the need to 
maintain professional confidentiality.   


 It is our responsibility as an agency or individual professional to contribute all 
the relevant information, including concerns and strengths, when requested, 
and not be selective. 
 


8.2.5.2 The initial decision 
 
There are four possible outcomes following the initial checks: 
 


1) No further action. 
2) That the child’s needs for care and support should be assessed under Part 3 


of Social Services and Well-being (Wales) Act 2014, Section 21 – duty to 
assess a child’s need for care and support. 


3) That immediate protection and urgent action is required. 
4) That there is reasonable cause to suspect that the child is suffering or likely to 


be suffering significant harm and a strategy discussion/meeting should be 
held to initiate s47 Enquiries under The Children Act 1989. 


 
In all cases, while the safety of the child is paramount, the least intrusive intervention 
should be used wherever possible and social services should aim to work with the 
family to safely protect the child. 
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8.2.5.3 Engaging the child and family during initial checks and discussions 


Engaging parents and/or carers from the very start of the safeguarding process is 
more likely to create an effective working relationship that leads to child-centered 
outcomes. 
 
It is good practice for parents and children to be informed about a report by the 
report-maker unless a decision is made that this would place the child at risk of 
harm.  Where there are reasons for not informing the parents the decisions and 
reasons for this must be recorded.  The overriding concern must be safeguarding 
and promoting the safety and well-being of the child.  Reasons for not informing the 
family about a report include: 
 


 Where it may put the child at risk. 


 When it might jeopardise any police investigation; or. 


 If the child wishes that the parent is not made aware and is considered Gillick 
Competent to take that decision. 


 
8.2.5.4 Informing the family of the initial decision 
 
The child and family should always be informed of the outcome of any report 
irrespective of the outcome.  There should be a clear agreement about how they will 
be informed and who will undertake this.  The decision should be confirmed in writing 
to the reporting agency and the family as appropriate.   
 
Families will require different information depending on the outcome of the initial 
checks.  If the decision is no further action the practitioner should advise the family of 
relevant early help services.  However, if the decision is that the child appears to 
have care and support needs, this should be explained to the family and their 
consent should be sought to initiate an assessment under Section 21, Part 3 of 
Social Services and Well-being (Wales) Act 2014.   
 
Information for the family if there is reasonable cause to suspect the child is 
significant harm should include an explanation as to why there is a reasonable cause 
to suspect this and about the enquiries being initiated under section 47 of the 
Children Act 1989. 
 
8.2.5.5 Informing the report-maker of the initial decision 
 
If the initial checks result in no concerns about suspected significant harm to the child, 
the report-maker should be notified and the reasons for the decision provided.   
 


The practitioner should record the decision in writing and, where possible, should 
continue:  
 


 To communicate with the child to identify whether their circumstances change. 
 Feedback the need to keep regular communication with the child to any third 


party; and. 
 Consider the information and/or signposting to other relevant services provided 


by the report-taker. 
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8.2.6 Immediate protection and urgent action 
 
Emergency action might be necessary as soon as a report is received or at any stage 
of the child protection process.  If the report-taker establishes that a child needs 
immediate protection due to a risk to the life of the child, or a likelihood of serious 
immediate harm, social services and the police must use their statutory power 
immediately to secure the safety of the child.  The needs of the other children at risk 
in the same household should also be given due consideration. 
 
Emergency action will normally take place following an immediate strategy 
discussion; however, if a single agency must act immediately, a strategy discussion 
should take place as soon as possible after the emergency action has been taken. 
 
Prior to the use of compulsory powers to protect a child alternative 
arrangements/actions will be considered including: 
 


 The alleged abuser agreeing to leave the household. 
 Parents/caregivers making safe arrangements for the child to be cared for 


within the extended family, subject to safeguarding checks in relation to their 
suitability.   


 Local authority providing accommodation for the child under Section 76, Part 6 
of Social Services and Well-being (Wales) Act 2014, with the agreement of 
those with parental responsibility. 


 
If the child’s immediate safety cannot be secured using alternative arrangements 
compulsory powers must be considered.  Compulsory orders include: 
 


 Emergency Protection Orders (EPOs); an Order from the Court that allows 
the child to be removed from home if there is reasonable cause to believe that 
the child is likely to suffer significant harm if they are not removed, it grants 
parental responsibility to the local authority and lasts for 8 days. 


 Exclusion Orders; allow the perpetrator to be removed from the home, 
instead of removing the child and can be used in conjunction with an EPO. 


 Police Powers of Protection; can be used without reference to a Court and 
should only be used in emergency situations where a delay in an EPO may put 
the child at risk, this lasts for up to 72 hours. 
 


The local authority in whose area a child is found (the first authority) is responsible for 
taking emergency action; social services should apply to the court for an Emergency 
Protection Order. 
 
Emergency action should be followed immediately with section 47 enquiries; also, the 


agencies involved with the child should assess the needs of the child and family and 
agree action to safeguard the child in the longer-term.  
 
8.2.7 Refusal relating to medical examination 
 
The Court may be asked to add a requirement for a medical examination as a 
direction, as an EPO does not include an automatic direction for this. 
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When refusal relates to a medical examination and/or treatment, the examining 
pediatrician should be consulted as to whether this requires an EPO with directions 
or, if not potentially life threatening and/or likely to cause significant harm, whether a 
Child Assessment Order may be more appropriate. 
 
8.2.8 The Strategy Discussion/Meeting 


If preliminary checks, following a Child at Risk report to the Local Authority identify 
reasonable cause to suspect that a child is at risk of significant harm, a strategy 
discussion/meeting should be held. 


 The purpose of a strategy discussion/meeting includes: 


 Sharing information to establish if the child is suffering from or at risk of 
significant harm. 


 The strategy would also need to ascertain whether the child is in imminent 
danger requiring an emergency response. 


 The purpose of a strategy would also determine whether a Section 47 
enquiries/assessment should be initiated. 


 
Any strategy discussion whether completed remotely or as a  meeting should be held 
within one working day of the decision from the assessment of the Child at Risk 
report that further enquiries are the appropriate response.  


Appropriate professionals with specific responsibility for child protection in both the 
police and social services are involved. Other practitioners from multi agencies 
should contribute as required and if appropriate. This may include the report-maker, 
other health professionals who may be invited to attend include midwife, health 
visitor, school nurse, practice nurse, General Practitioner. This is not an inclusive 
list and needs to include any health professional that can contribute to the strategy 
appropriately and proportionately adding value to any assessment that identifies a 
child at risk of significant harm.  


Other multi-agency representatives may also be invited, and these include 
education and probation services. Contributions to a strategy discussion or meeting 
may be requested in the form of a report. It is important that multi-agencies that are 
contributing to a strategy discussion must be authorised to make professional 
conclusions on behalf of their organisation. 


The professional chairing the strategy meeting is a Local Authority professional and 
is often a senior social worker or Social Work Manager. The Chair will have a 
specific duty of care to ensure that the strategy is child focused. The Chair will be 
responsible for establishing a record of the strategy discussion and documenting 
what agreed actions are to occur as an outcome of the strategy. (Appendix 5). 
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8.2.9 The medical examination 


Although a medical examination is not a requirement in every Section 47 enquiry it 


needs to be considered regardless of whether the child has any apparent injuries or 


appears neglected.  There is a rota of community paediatricians across BCUHB who 


are available every afternoon to carry out child protection medical examinations at 


the request of the police of social services as part of a section 47 investigation. After 


hours and at weekends and public holidays the examinations will be undertaken by a 


hospital paediatrician at one of the three district general hospitals. For cases of 


suspected sexual abuse in a child aged 0 -17 years, a forensic medical examination 


by a paediatrician can be arranged. This will take place in the Sexual Assault referral 


Centre (SARC), Colwyn Bay. 


Instructions for how police and Social services can request a medical can be found 


in Appendix 1.  


The administrative clerk collects the details of the case and then contacts the doctor 


on call. The doctor will discuss the case with the social worker co-ordinating the 


enquiry. They will agree the most appropriate time and venue for the examination 


taking into account the best interests of the child.  


There should be consideration of the need for other children in the household to be 


medically examined. 


 


8.2.9.1 The purpose of the medical examination is to: 


 


 Ensure the child’s condition is medically assessed and treatment given as 


appropriate. 


 Obtain assessment about the possible indications of abuse. 


 Ensure that any injuries or signs of neglect or abuse are noted for evidential 


purposes. 


 Secure forensic evidence if appropriate (the need for forensic evidence should 


always be considered as secondary to the need for medical treatment for a 


child). 


 There should always be liaison with police and social services to avoid the 


need for repeated examinations. 


 The police or social worker will fully brief the examining doctor if he/she has 


been unable to attend the strategy meeting. 


 The social worker will ensure that the person with parental responsibility is 


available to give consent for the examination. 


 


A quick guide to ‘consent to examine a child or young person’ can be found in 


Appendix 2. 
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8.2.9.2 Timing of the examination.  


 


 If the report concerns physical injury or severe neglect a medical examination 


should take place, wherever possible on the same day. 


 


 If the report concerns sexual abuse the examination needs to take place as 


soon as possible after the latest incident in order to capture forensic evidence. 


Doctors are available 24 hours per day every day of the year to provide a 


forensic examination. (Instructions for how to arrange such an examination 


are included in Appendix 1). 


 


 For historic sexual abuse cases the timing of the examination will be 


dependent on the circumstances of the case and should be agreed between 


social worker and doctor. Paediatricians run a weekly clinic in the North Wales 


SARC (Sexual Assault Referral Centre) for such cases. 


 


8.2.9.3 The medical report following the examination 


 


This should include: 


 


 Date, time and place of examination. 


 Date report written. 


 Those present. 


 Who gave consent and how (child/parent, written/verbal). 


 A verbatim record of the care’s and child’s accounts of the injuries and 


concerns noting any discrepancies or changes to the story. 


 Documentary findings in both words and line drawings. 


 Site, size, shape of any marks or injuries. 


 Other findings relevant to the child (health, development, emotional wellbeing 


etc). 


 Confirmation of the child’s developmental progress. 


 Opinion of whether the injury is consistent with the explanation. 


 Any investigations requested. 


 Whether photographs were taken. 


 The report and diagrams should be signed and dated by the doctor 


undertaking the examination. 


8.2.10 Section 47 Enquiry 


A Section 47 enquiry is an assessment that would be initiated following the strategy 
discussion if there was an agreed action to proceed with a Child Protection 
safeguarding investigation.  
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A Section 47 investigation is when the Local Authority have a legal duty under 
Section 47 of the Childrens Act 1989 to investigate a situation where a concern has 
been expressed about the safety and well-being of a child. It is expected that a 
Section 47 enquiry is conducted within 10 working days of the initial strategy 
discussion/meeting, where the decision was made to initiate it. Sometimes it may be 
appropriate for a police investigation to run in conjunction with a Section 47 
investigation. The police will have the responsibility in investigating any criminality 
and the Local Authority will lead on Section 47 enquiries and the well-being of the 
child.  


Social services have lead responsibility when completing a Section 47 enquiry but 
may call upon multi agencies including health and education for relevant 
contributions that are proportionate and relevant pertaining to the child.   


It is important that during the process the wishes and feelings of the child are 
captured involving the social worker spending time with both the child and family. 
The family should be informed of all aspects of the process and any tasks that are 
being undertaken. Sometimes it may be appropriate for children to be interviewed 
without parental consent. This would be carefully planned and recorded using 
reasons as to why the decision was made.  


The purpose of any Section 47 enquiry is to gather information to determine; 
 


 What is in the best interest of the child to protect them from significant harm 
and promote their general well being. 


 To advise any Care and Support Plan (CASP) or Care and Support Protection 
Plan for the child that may be required. 


 If a Care and Support Protection Plan is required a child protection case 
conference would need to be convened. 


 To advise any decision making required by the police and Local Authority for a 
criminal or legal investigation that may be taking place. 
 


Any analysis resulting from a Section 47 enquiry should include both strengths and 
weaknesses of the care of the child. Significantly if risks and concerns are evidenced 
a child protection conference should be convened.  


Best practice determines that this would be completed and actioned 15 days after 
the initial strategy discussion takes place that identified the need for a section 47 
enquiry. 


The outcomes to be considered are: 
 
Determination 1: Concerns of Significant Harm are not Substantiated. 


 Safeguarding concerns are unsubstantiated, but the child may have unmet 
care and support needs. Therefore, recommend a care and support needs 
assessment under section 20 of the SSWWA 2014. 
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Determination 2: Concerns of Significant harm are Substantiated, but the Child is 
not at Continuing Risk of Significant harm. 


 Child’s future safety and wellbeing needs can be developed without having a 
Child Protection Conference. Part 3 (Wellbeing Assessment) should be 
completed by social worker, with parental consent and consideration of any 
care and support needs. 


Determination 3: Concerns Substantiated and the Child is Judged to be 
Experiencing or At Risk of Abuse, Harm or Neglect. 


 Continuing risk of significant harm. Social services should convene a child 
protection conference. 


In line with BCUHB policy, staff must comply with procedures for record keeping and 
Information Governance, including Data Protection (Data Protection Act 2018). The 
Local Authority will complete record keeping of a Section 47 within their own 
parameters. They may use assessments tools in the process. These could include 
body maps, genograms and chronologies. 
 
8.2.11 Decision Making and Initial Child Protection Conferences 
 
8.2.11.1 Preparing Reports for conference 


When preparing reports for an Initial Child Protection Conference (Appendix 3) refer 
to Conference Report Writing Guidance (Appendix 4). It is important practitioners are 
aware the tasks for the conference are: 


 Making sense of the information obtained from the family and practitioners to 
identify concerns and strengths. 


 Drawing on professional judgement to decide whether the child is at continued 
risk of significant harm. 


 Deciding whether the child’s name should be placed on the child protection 
register and that they are in need of a care and support protection plan. 


 
Reports should provide relevant, proportionate information enabling the conference 
participants to achieve these tasks. 
 
Health representatives must come to conference:  


 Expecting to summarise their report and highlight important points 


 Interpret, analyse and explain their information for the benefit of other 
conference attendees. 


 Provide a view at the conference, based on the information shared, as to 
whether the child is at risk of harm and their name should be placed on the 
child protection register. 
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Preparing Health Reports, practitioners should: 


 Ensure written reports are available 2 working days before the conference. 


 Come to the conference expecting to summarise their report and highlight 
important points. 


 Reports need to distinguish between what is fact, observation, allegation or 
opinion.  


 Utilise the domains and dimensions of Framework for the Assessment of 
Families and Children in Need and their Families when preparing reports. 


 Where medical practitioner contribution to conference is essential schedule 
conference to ensure the examining doctor(s) or locality/community 
paediatrician is able to attend. 


 If due to exceptional circumstances they cannot attend, he/she must submit a 
written report and the conference chair should read the health findings in full to 
conference. 


 Only a health practitioner should undertake the interpretation of the report. 


 Child Protection medical reports can be discussed within the conference but 
cannot be distributed with reports of the report and good practice would be for 
these reports to be summarised. 


 There is an expectation the contents of child protection medical reports will 
have been shared and discussed with the family in advance, whether the doctor 
can attend or not. 


 Health practitioners including Child and Adolescent Mental Health Service  


 General Practitioners must always receive an invitation and provide a written 
report. 


 All report authors, from health agencies must share, discuss and explain their 
reports with families at least the day before the conference. They should use 
communication methods appropriate to family’s needs. 


 
8.2.11.2 Initial Child Protection Conference 


 


 The procedure state all practitioners and agencies invited to attend a child 
protection conference must submit a written report. 


 Conferences should not normally last for more than 2 hours, as new procedures 
acknowledge this can become counter- productive and have an adverse impact 
on family and practitioners and therefore quality of proceedings. 


 The procedures outline consideration given to the feasibility of analysing and 
making decisions about child at risk and their siblings during one conference, if 
there are concerns relating to all the children. 


 Increased emphasis in new procedures on convening a conference when a pre-
birth assessment concludes that an unborn child may be at risk of significant 
harm. The procedures do not provide timescales for arranging conference, 
previously this was 8 – 16 weeks of expected due date. 


 The procedures emphasise attendance by a child alone at a conference is not 
participation or giving the child a voice, and child centred practice/principles 
should apply. The procedures provide examples of how to achieve this to 
include advocacy for the child and parents. 







 Child at Risk Procedure
 


Policy No: SCH17 Version 4.0 November 2020 25 


 


 The Initial Child Protection Conference Report should not include a 
recommendation for registration. 


 Specific information is required from different agencies and the procedures 
outlines what information participating organisations must provide. 


 Immediately after the conference; it is expected that should conference decide 
to place the child’s name of the child protection register, the chair and social  
worker should spend time after the conference explaining what it means for 
the child to be subject to a care and support protection plan. Explain what 
registrations means and what parents are required to do. The roles and 
responsibilities of practitioners and core group members and the parents and 
child will be included in the process. 


 Child protection medical reports may be discussed at conference, but should 
not be distributed with conference papers. Good practice would be for these to 
be summarised. 


 Care and Support Protection Plan, which should include all elements of a plan 
as outlined under Part 4 SSWA. 


 The procedures outline the decision-making process at an initial child 
protection conference. The practitioner participants at the conference should 
be determined, based on the evidence available. 


 Whether the child is at continuing risk of significant harm AND requires a 
multi-agency intervention delivered through a formal care and support 
protection plan and registration on the child protection register. 


 
The health practitioner is required to complete a summary report (Appendix 4) 
following the Initial Child Protection Conference and this is shared with relevant 
health practitioners. 
 
8.2.11.3 The Initial Child Protection Conference Process 


The initial child protection conference should follow a process that ensures the focus 
remains on the child and their care and support protection needs. 


 Chairing the child protection conference should be independent of the 
operational or line management responsibility for the case. 


 The chair will ensure the agenda and remains child-centred. 


 Confidentiality and the sharing of information at child protection conferences is 
essential to successful multi-agency co-operation and there is a duty to co-
operate placed on all relevant partners. 


 Practitioners who request to withhold confidential information from the family 
must discuss this with the conference chair at the earliest opportunity. 


 There are some circumstances when information must be disclosed these are: 
 


a. Right to request personal information. 
b. Court and legal proceedings. 
c. Practitioner disclosure. 
d. Public interest. 
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8.2.11.4 Decision making 


Decisions made on each individual child, with a focus on actual, likely and/or 
ongoing risk of significant harm, it is reinforced that practitioners cannot abduct their 
responsibility in the decision making process at the conference. 
 
The Wales Safeguarding Procedures outline the decision-making process at an 
initial child protection conference. Analysing and making sense of the information, 
shared at the conference, should inform decision-making as well as providing a basis 
for future planning for the child. There is an emphasis on engaging with the child and 
their family in this process. Positive relationships are most likely to develop if parents 
are treated with respect, empathy, warmth, listened to, spoken honestly to and the 
power imbalance considered. 
 
The conference should follow a structured process to reach a decision as to whether 
to include a child’s name on the child protection register. Information must be shared 
from all agencies involved in the conference in the form of written reports. 
The practitioner participants at the conference should determine based on the 
evidence available: 
 


 Whether the child is at continuing risk of significant harm. 


And 


 Requires a multi-agency intervention delivered through a formal Care and 


Support Protection Plan and registration on the child protection register. 
Decisions should be made on each individual child, with a focus on actual, 
likely and/or ongoing risk of significant harm, it is reinforced that practitioners 
cannot abduct their responsibility in the decision making process at the 
conference. 


In such cases, the test should be that either: 


 The child can be shown to have suffered ill-treatment or impairment of health 


or development as a result of physical, emotional, psychological, financial or 


sexual abuse or neglect, and practitioners’ judgement is that further ill-


treatment or impairment is likely. 


Or 


 Practitioners’ judgement, substantiated by the findings of enquiries in this 


individual case or by drawing on research evidence, is that the child is likely to 


suffer ill-treatment or the impairment of well-being or development as a result 


of physical, emotional, psychological, financial or sexual abuse or neglect. 


 
 


Practitioner participants will need to summarise information about risk of significant 


harm through considering: 


 What is known about the cause of harm and impact on the child? 


 What are the concerns relating to parenting capacity, family and 


environmental factors? 


 What are the protective factors and family strengths? 
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It will be necessary to consider if the risk of harm around parenting capacity 


outweighs the family strengths and protective factors. 


The views of the child and family in relation to the risks of harm must be taken into 
account, but it is the practitioners at the conference who will make one of the following 
decisions: 


Conference decision 1: Child not at continuing risk of harm but may have needs for 
care and support. 
 
If all partners agree this decision, the parents should be encouraged to continue with 
the wellbeing assessment under Part 3 of the Social Services and Well-being 
(Wales) Act 2014 to determine what care and support might best help to promote the 
child’s well-being 
 
Conference decision 2: The child is experiencing or at risk of harm is registered 
and made subject of a care and support protection plan 
 
A care and support protection plan should follow the requirements set out under Part 
4 Section 54 of the Social Services and Well-being (Wales) 2014 Act. 
 
In addition to the requirements under Part 4 the overall aim of the plan is to: 


 Ensure the child is safe and prevent him or her from suffering further harm. 


 Promote the child’s well-being and development. 


 Support the family and wider family members to safeguard and promote the 


well-being of their child, provided it is in the best interests of the child to do so. 


 Describe the identified developmental needs of the child and what services 


are required. 


 Include specific, achievable, child-focused outcomes intended to safeguard 


and promote the well-being of the child. 


 Include realistic strategies and specific actions to achieve the planned 


outcomes. 


 Clearly identify roles and responsibilities of practitioners and family members, 


including the nature and frequency of contact by practitioners with children 


and family members. 


 Lay down points at which progress will be reviewed, and the means by which 


progress will be judged 


 Set out clearly the roles and responsibilities of those practitioners with routine 


contact with the child, for example, health visitors, GPs and teachers, as well 


as any specialist or targeted support to the child and family. 


  



https://www.legislation.gov.uk/anaw/2014/4/contents
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If the decision is to register the child’s name then the category of abuse/harm needs 


to be agreed. The category needs to best describe the ongoing risk of harm. 


Children and young people should be recorded as being at continuing risk of abuse, 


neglect or harm under one, or more, of the following categories: 


 


 Physical abuse. 


 Emotional or psychological abuse. 


 Sexual abuse. 


 Financial abuse. 


 Neglect. 


The practitioners at the child protection conference make the decision as to which 
category applies. Practitioners have a duty to inform the social worker of significant 
events or changes of circumstance relevant to the child. 


Once a decision is made to register, an outline Care, Support and Protection Plan 


needs to be devised, agreed and consider: 


 What needs to change? 


 What must parents do? 


 How can practitioners support and facilitate change? 


 Who should be in the Core Group? 


 


8.2.11.5 Decision making at child protection conferences where consensus is 


 not reached.  


At many conferences, there will be a consensus for or against registration and the 
category/categories of registration. 


In the event of a lack of consensus: 


 The chair should attempt to seek a resolution, for example by re-summarising 


the issues and risks and facilitating further discussion. 


 The chair needs to ensure the view of each agency has been sought. 


 Voting as such should be avoided. However, if consensus is still not possible 


the decision on registration should be subject to a vote. Voting should be 


based on agencies and/or practitioner groupings not individuals. The chair 


should clearly identify the relevant practitioner groupings within agencies in 


respect of voting. Senior staff present from each agency should assist in this 


process and ensure that practitioner groupings are kept to a minimum. 


 The nominated or lead person from each agency/practitioner group should be 


asked to provide a view on registration. 


 Where there is no consensus but there is a majority view, the chair will accept 


the majority view even if he/she may disagree with this. If the chair believes 


the decision places the child at risk, he/she needs to take their concern to the 


senior manager with responsibility for safeguarding immediately. 
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 In situations where members remain split 50/50, the chair will make the 


decision about registration. 


The records of the conference should reflect the difference of view expressed at the 
conference, including any concerns of the chair regarding the appropriateness of the 
decision. 


8.2.11.6 Deferring a decision at a child protection conference 


It is not good practice to defer making a decision about registration at a child 
protection conference. However, it may be appropriate to defer convening an initial 
child protection conference if key elements of information will not be available to 
make an informed judgement about risk to child and decide whether to place a 
child’s name on the register.  


If there is insufficient information upon which to base a decision, it is probable that 
the conference will decide not to place the child’s name on the register but 
recommend that the proportionate assessment is completed and should provide 
clearer information regarding the child and family. The conference, and in particular 
the chair, must be satisfied that there is no discernible indication of immediate risk 
for the child. A date for the next child protection conference should be set. 


8.2.12 The Child Protection Register 


The child protection register, lists all children in a local authority area who are 
suffering or likely to suffer significant harm and who are currently subject of a care 
and support protection plan. 


The fact that a child is included on the register and subject to a care and 
support protection plan, must never deter anyone from raising concerns with 
social services or the police. 


8.2.12.1 Accessing the register 


Police, health practitioners, education and all other relevant agencies must be able 
to obtain this information both in and outside office hours. Please contact (see 
Section for out of hours and in hours – 8.1.4.2). 


8.2.12.2 Managing the child protection register 


The child protection register lists all children in a local authority area who are 
suffering or likely to suffer significant harm and who are currently subject of a care 
and support protection plan. 


The custodian of the child protection register is social services covering the area 
where the child is living. 


Health professionals might need to make enquiries to the register, for example a 
child presents at the Emergency Department and there are safeguarding concerns. 
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The type of enquiry made should be clearly specified and recorded. Making an 
enquiry should include: 
 


 If a child’s name is on the register, the enquirer will be given the name of the 
care and support protection plan co-ordinator. 


 It is the responsibility of the enquirer to notify the care and support protection 
plan co-ordinator of the enquiry. 


 A record is kept of the names of children about whom enquiries are made. 


 If an enquiry is made about a child at the same address as a child on the 
register, the custodian should ensure that this information is passed on to the 
registered child’s care and support protection plan co-ordinator. 


 If an enquiry is made but the child’s name is not on the register this should be 
recorded together with the advice given to the enquirer. 


8.2.12.3 Unborns and Registration 


An unborn can only be placed on the Child Protection Register at Birth.  However the 
decision is usually made prior to the birth of the baby.  Therefore unborns will be 
placed on a virtual register prior to birth.  It is the practitioners responsibility to 
ensure that the Local Authority (where they are to be registered) are advised 
immediately once baby is born so the baby can be placed on the child protection 
register. This will usually be the responsibility of the midwife. 
 
8.2.13 Children looked after and registration 


Where children are looked after and are subject to a child protection 
conference/review conference, the overriding principle must be that systems and 
plans are integrated and carefully monitored in a way that promotes a child-centered 
approach. 
 
8.2.14 The Outline Care and Support Protection Plan 


When a child’s name is placed on the child protection register, the act of registration 
itself confers no protection of a child. Therefore, a care and support protection plan 
must always accompany registration. 
  
The plan should be developed in two phases: 
 


 An outline plan will be drawn up at the initial child protection conference. 


And 


 Developed into a detailed plan at the first core group meeting. 


The plan should reflect the risk of harm, desired outcomes, provision of support, 
roles & responsibilities of all involved, specified timescales, monitoring arrangements 
and wishes, feelings and views of the child and their parents. 
 
A copy of the outline plan should be circulated to those invited and present at the 
conference and members of the core group within 5 working days. 
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8.2.16 The social worker: (Care and Support Protection Plan Co-ordinator) 
 
Each child, whose name is placed on the child protection register, should have a 
named social worker who carries the practitioner responsibility for the case. The 
social worker in their role as care and support protection plan co-ordinator must 
ensure that they co-ordinate the preparation, completion, review, delivery and 
revision of the plan. 
 
All practitioners have a duty to inform the social worker of significant events or 
changes of circumstance relevant to the child. This should not preclude making a 
new report in the event of further risk or concerns being identified, and such 
concerns should be followed up in writing. 
 
Any change of social worker must be notified verbally and confirmed in writing to all 
relevant agencies.  
 
8.2.17 Other tasks for the initial child protection conference 


When the child’s name is placed on the child protection register the conference 
should: 


 Agree how the decisions and recommendations of the conference are 


communicated to the parents or caregivers and, depending on age and 


understanding, the child/children, if they are not present at the conference. 


 Identify the membership of the core group of practitioners and family members 


who will develop and implement the detailed child protection plan as a working 


tool. 


 Establish how children and families will be involved in the planning and 


implementation process and identify the sources of support and advocacy 


available to them. 


 Set timescales for the meetings of the core group including the date of the first 


meeting and the production of the child protection plan. 


8.2.18 Post conference 
 
8.2.18.1 Records of the child protection conference 
The written record of the conference is a crucial working document for all relevant 
practitioners and the family.  


A summary and outline plan should be circulated within 5 working days or by the first 
meeting of the core group. Conference participants, who have concerns regarding 
any inaccuracies in the records, should send their comments to the chair within ten 
working days of receiving the records. 


The records are confidential and should not be passed by practitioners to third 
parties without the consent of the conference chair, except where transfer is made to 
another officer of the same agency i.e. new health visitor allocated to child.  
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Child protection conference records and other records associated with the 
registration process should be retained by the agencies receiving them in 
accordance with General Data Protection Records. 


8.3 Planning and intervention for children on the child protection register 


A child whose name is place on the child protection register at an initial child 
protection conference should have a care and support plan. The plan is: 
 


 Implemented by a core group of practitioners in direct contact with the child 
and family. 


 Requires partnership working between the core group, the child and family. 


 Should be subject to regular monitoring and review at child protection. 


 Should follow the requirements set out under section 54 of the Social Services 
Wellbeing Act 2014. 


 
8.3.1 The core group 


The core group should meet within 10 working days of the date of the initial child 
protection conference and thereafter at monthly but no more than at six weekly 
intervals to: 


 Set timescales for review conferences i.e. 3 monthly as a maximum time from 


the date of the initial child protection conference and thereafter at no more 


than 6 monthly intervals. 


 Identify and outline the areas to be covered by the continuing assessment 


with timescales for completion within 42 working days from the start of the 


section 47 enquiries. 


 Identify and outline which practitioners will contribute to the ongoing 


assessment and in what way. 


 Outline the child protection plan, including identifying what needs to change in 


order to safeguard the child and the arrangements for monitoring the health, 


development and progress of the child. 


 Consider the need for a contingency plan under certain circumstances e.g. in 


cases where the abuser receives a custodial sentence, the family withdraw 


co-operation or fail to comply with agreements. 


 Clarify the different purpose and remit of the initial conference, the core group 


and the child protection review conference. 


 Recommend, if appropriate, that social services give consideration to the 


need for legal action to protect the child. 


 Plan any health assessment or care needed. 


All parties should be clear about the respective roles and responsibilities of family 
members and different agencies in implementing the plan. 


The core group is a multi-agency group of practitioners with responsibility for 
developing and delivering care and support protection plan. 
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 The care and support protection plan co-ordinator (social worker) should 
convene the group. 


 All members of the core group have equal ownership of and responsibility for 
the detailed care and support protection plan and should co-operate to 
achieve its aims. 


 Core group members have a responsibility to challenge and report concerns 
where they believe the plan is not protecting the child from risk of abuse, 
neglect or other forms of harm. 


 
8.3.1.1 Core group membership 


Membership is decided at the time of registration and will include: 
 


 The child (and/or advocate – with the child’s agreement). 


 The care and support co-ordinator (social worker). 


 Relevant family members (including other children). 


 Practitioners and/or foster caregivers who have direct contact with the family. 


 All practitioners who have significant involvement with the child and family and 
may include practitioners from leaving care or relevant adult services. 


 If another agency becomes involved with the family, whilst the child is on the 
register, the co-ordinator may invite them to join the core group. 


Membership is not limited and can include health, education, voluntary sector etc. 


8.3.1.2 The initial core group 


The initial meeting should be held within 10 working days from the child protection 


conference at which the child was registered. 


The aim is: 
 


 Develop the outline plan constructed at the initial child protection conference 
into a detailed care and support plan. 


 Establish what family members need to do to keep their children safe. 


 Ensure the family understand what is expected of them and why. 


 Clarify roles and responsibilities of practitioners and family members engaged 
in the child protection plan. 


 Agree the frequency of contact with the child by the social worker and/or other 
core group members. 


 Establish child-focused milestones and specific outcome measures. 


 Identifying contingency arrangements in the event of family members not 
complying with the plan. 


 
The health practitioner is required to complete a summary report (Appendix 4) 
following the Initial Core Group and subsequent Core Groups and this is shared with 
relevant health practitioners. 
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8.3.1.3 Developing the care and support plan 


By the end of the first core group meeting both the family and practitioners should 
have a clear understanding of: 
 


 The identified risks of the child. 


 The rationale for the plan. 


 The content of the care and support protection plan. 


 What is expected of each family member and practitioner. 


 The wishes and feelings of the child. 


 The views of the parent/s. 


8.3.1.4 Subsequent core group meetings 


Further core group meetings should take place at least once every six weeks, more 
frequently if required. The purpose is to ensure the care and support protection plan 
is being delivered and is achieving the agreed child-focused outcomes. 
 
The tasks for these meetings are: 
 


 Review actions completed by the family and practitioners. 


 Identify in detail the risks of ongoing significant harm to the child and how 
these are to be addressed. 


 Review nay completed assessments of the needs of the child and their family 
and how findings will contribute to further developing the plan. 


 Agree how the core group will continue implementing the multi-agency work in 
accordance with conference recommendations. 


 Ensure that parents are fully engaged in the implementation of the plan. 


 Ensure any instances of a practitioner being denied access to the child and/or 
home is reported. 


 Consider the work undertaken and the degree of success, as measured 
against objectives and positive outcomes for the child. 


 Respond to requests to prepare reports for courts or conferences. 
 


All health practitioners should report all health appointments attended or not 
attended and prepare a summary of work they have completed on the plan and the 
outcomes achieved against what was expected.  
 
Health practitioners must attend all core group meetings. If they are unable to attend 
a report must be provided that provides sufficient detail regarding contact, work 
undertaken, challenges and successes, to enable those at the core group to assess 
the quality and effectiveness of the family and practitioner’s engagement with the 
plan. 
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8.3.1.5 Chairing and participation 


Any practitioner member (Including health) can chair – it is not the sole responsibility 
of the care and support protection co-ordinator (social worker) 
 
The chair should: 
 


 Ensure the group remain task-focused and the timescales for actions do not 
drift. 


 Probe to ensure actions are achieving child-centred outcomes. 


 Challenge both the family and practitioners if there is a lack of meaningful, 
engagement with the plan. 


 
8.3.1.6 Record core group meetings 


All core group meetings must be recorded in writing, and distributed to core group 
members, within 5 working days.  
 
8.3.2 The review conference 


The review conference is tasked with making the decision as to whether a child on 
the register continues to be at risk of significant harm. If this is the case the 
conference should consider: 
 


 Whether the category of registration remains the same. 


 The care and support protection plan to safeguard their well-being and protect 
the child from harm. 


 Changes required to the care and support protection plan. 
 


The first review child protection conference should be held within three months of 
the initial conference and further review conferences should be held at regular 
intervals (at least every six months). 


Every review conference should explicitly consider the safety, well-being and 


development of the child against the outcomes set out in the care and support 


protection plan and determine whether the child is at continued risk of significant 


harm 


A decision should be taken separately for each child who is subject of the child 
protection conference. 


All practitioner members of the core group are required to attend. This includes 


health practitioners. Individual reports and updated chronologies are required for the 


review conference (Appendix 3). These reports should detail: 


 Any contacts the child and family have had with BCUHB and the nature of 
relevant contacts. 


 A summary of the work the health practitioner and BCUHB have completed on 
the plan and the outcomes achieved against what was expected. 


 An account of the child and family’s engagement with BCUHB. 
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 An analysis of information as to whether registration should continue and 
reasons for this or whether to de-register and if so evidence that the child is 
no longer at risk of significant harm. 


All practitioners reports should be shared with the child and family face to face, 
where appropriate, to enable discussion and at least 5 working days prior to the 
review conference. 


The records are confidential and should not be shared with other practitioners or 
parties without the permission of the chair. 
 
8.3.2.1 Bringing forward a review conference 


A review conference should be brought forward if: 
 


 Significant change of circumstances has taken place which may place the 
child at risk of harm. 


 There have been further incidents or allegations of significant harm 


 The plan is not protecting the child from harm. 


 Practitioners are experiencing significant problems implementing the plan. 


 The plan has been more successful than anticipated and the core group 
request a review conference is brought forward to consider de-registration. 


 
8.3.2.2 De-registration 


A child’s name can only be removed from the child protection register and identified 
as no longer requiring a care and support protection plan if: 
 


 A decision to this effect is made at a review conference. 


 The child reaches the age of 18, has died or has permanently left the UK. 
 


If a child has complex or continuing health care needs, it is good practice for 
information to be sought from the medical practitioner/GP, to ensure the conference 
has the must up to date health information. 


If the child and family move permanently to another local authority, the receiving 
local authority should convene a child protection conference with 15 working days 
of being notified of the permanent move. The original local authority must only end 
involvement when a transfer child protection conference has taken place. 


De-registration should never lead to automatic withdrawal of care and support. 
Consideration should be given as to whether: 
 


 Services through a care and support plan under part 4 of the SSWWA 2014 
will be required with parental/carer agreement. 


 Support services provided, with parental/carer agreement, to help maintain 
the conditions which have led to de-registration. 
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8.3.2.3 Action required when a practitioner believes a child on the register is 
not being adequately protected 


All practitioners have a duty to inform the care and support protection plan co-
ordinator of significant events or changes of circumstance relevant to the child. This 
should not preclude making a new report in the event of further risk or concerns 
being identified, and such concerns should be followed up in writing. It cannot be 
assumed that a child on the register is safe. If any practitioner has concerns that a 
child on the child protection register is not being adequately protected, this must be 
brought to the immediate attention of their manager and follow relevant escalation 
processes as appropriate. A review conference will be convened as necessary. 
 
8.3.3 Moves by children on the child protection register 


Any health practitioner who becomes aware that a family with a child who is subject 
to child protection registration moves into or out of an area, must notify all agencies 
involved as well as the custodian of the register. 
 
8.3.3.1 Where a family moves out of the area 


When it becomes known that a family who has a child who is subject to child 
protection registration has moved, is planning to move, either permanently or 
temporarily out of a local authority area, this information must be shared immediately 
with the care and support protection plan co-ordinator (social worker) and the 
relevant team manager. 
 
8.3.3.2 Missing children on the child protection register 
 
All practitioners should immediately notify the social worker and the police if they 
become aware that a child whose name is on the child protection register is missing. 
 
8.4 Disagreement with a decision made by social services: resolving difference 
 
It is the responsibility of the practitioner to ensure their concerns about a child at risk 
of harm are taken seriously and followed through. 
 
Discussion should take place with line managers and the DSP within BCUHB. If a 
practitioner continues to be concerned this should be raised with senior managers in 
social services.  
 
The Regional Safeguarding Board’s Resolution of Professional Concerns and 
Differences protocol can be instigated 
 
http://howis.wales.nhs.uk/sitesplus/861/searchresultssql/?q=resolving%20profession
al%20differences 
 
 
  



https://www.safeguarding.wales/chi/c4/c4.p10.html#tooltip

https://www.safeguarding.wales/chi/c4/c4.p10.html#tooltip

https://www.safeguarding.wales/chi/c4/c4.p11.html#tooltip

https://www.safeguarding.wales/chi/c4/c4.p11.html#tooltip

http://howis.wales.nhs.uk/sitesplus/861/searchresultssql/?q=resolving%20professional%20differences

http://howis.wales.nhs.uk/sitesplus/861/searchresultssql/?q=resolving%20professional%20differences
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9. ALL WALES PRACTICE GUIDES 
 


 Safeguarding Children from Child Criminal Exploitation. 
 


 Safeguarding Children from abuse related to cultural and religious beliefs. 
 


 Safeguarding Children who may be trafficked. 
 


 Safeguarding Children affected by Domestic Abuse. 
 


 Safeguarding Children from child neglect. 
 


 Safeguarding Children from Online Abuse. 
 


 Safeguarding Children where there are concerns about Harmful Sexual 
Behaviour. 


 


 Safeguarding Children who are home educated. 
 


All the above guidance’s can be located in Section 6 of the Wales Safeguarding 
Procedures 2019. 
 
10. EQUALITY INCLUDING WELSH LANGUAGE 
 


An Equality Impact Assessment has been completed with no adverse impacts 
identified. 


 


The Local Authority, who are the lead agency in the child at risk process, strive to 
give equal opportunities to staff attending child protection conferences and core 
groups and will provide translation services if required.  


 
11. ENVIRONMENTAL IMPACT 


 
None identified 
 
12. RESOURCES 


 
Staff will be required to attend safeguarding child at risk training relevant to their 
roles. This is mandatory training but will require time commitments. Staff will be 
required to access to the intranet and will need relevant resources to access 
safeguarding procedures.  
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13. TRAINING 
 
The Corporate Safeguarding Team will be responsible for delivering Child at Risk 
training and other relevant training relevant to this subject.  
 
All staff training is recorded via ESR and the compliance data will be shared on a 
quarterly basis with the relevant service area who will have the ultimate 
accountability. 
 
Staff will require an update depending on their roles/responsibilities as to how 
frequent this is and at what level of training is required. 
 
This Child at Risk Procedure will be embedded in all Child at Risk training and other 
training relevant to this subject and will be delivered by the Safeguarding Specialists 
in the Corporate Safeguarding Team.  
 
14. IMPLEMENTATION 
 
The Procedure will be implemented through training sessions, safeguarding 
supervision sessions, shared at safeguarding forum/groups and via the bulletin and 
webpage.  
 
The Wales Safeguarding Procedures 2019, are due to be implemented across 
Wales on the 1st September 2020 and thus the timescales are that this procedure 
can be used as a final working draft document prior to ratification. 


 
15. FURTHER INFORMATION - CLINICAL DOCUMENTS 


 


The Wales Safeguarding Procedures were launched in November 2019 with an 
implementation date of the 1st September 2020. These procedures support the 
BCUHB Child at Risk Procedure. 


 
16. AUDIT 


 


Both local authority and the Head of Safeguarding Children closely monitor the child 
at risk process. This monitoring includes quality of child at risk reports, outcomes, 
attendance at child protection conferences, quality of report presented, sharing of the 
report with the family, decision-making, attendance at core groups and regarding 
professional differences. 


 
17. REVIEW 


 


This procedure will be reviewed in three years following the date of approval. 
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https://www.legislation.gov.uk/ukpga/2005/9/contents

https://www.legislation.gov.uk/ukpga/2005/9/contents

http://howis.wales.nhs.uk/sitesplus/861/searchresultssql/?q=resolving%20professional%20differences

http://howis.wales.nhs.uk/sitesplus/861/searchresultssql/?q=resolving%20professional%20differences

https://www.legislation.gov.uk/ukpga/2003/42/part/1

https://www.legislation.gov.uk/anaw/2014/4/pdfs/anaw%202014004%20en.pdf

https://www.northwalessafeguardingboard/
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1. Introduction 


 
All employees working in the NHS are bound by a legal duty of confidentiality and 
under the Common Law Duty of Confidentiality, any employee may be personally 
liable in a court of law for unauthorised disclosure of personal data.  This means they 
are obliged to keep any personal data, commercially sensitive and business in 
confidence details, they become party to as part of their employment, strictly 
confidential.  The Health Board has a responsibility to ensure that the privacy of all 
individuals is protected and the confidentiality of their records is preserved. 
 
2. Statement 
 
This document assists with the Health Board’s aims and objectives to enable and 


maintain compliance with its Information Governance responsibilities and duties, in 


line with data protection legislation, which includes the General Data Protection 


Regulation (GDPR) 2016, and the Data Protection Act (2018).  It contains advice on 


the standards of conduct expected of all staff. 


3. Aims/Purpose 
 
The purpose of this code is to inform staff of the importance of maintaining the 
confidentiality of personal / sensitive data, and of staff’s responsibilities associated 
with this aspect of their work within the Health Board.  It is important to note, that 
where facilities to maintain the confidentiality and security of personal/sensitive data 
have not been provided, staff should bring this to the attention of their Line Manager. 
 
This document aims to help ensure that staff use information effectively, whilst at all 
times maintaining appropriate levels of confidentiality.  Staff should be aware that 
any breaches of confidentiality or IT security will be taken very seriously by the 
Health Board.   
 
Staff should also be aware that in certain instances this may amount to gross 
misconduct, the ultimate sanction for which is summary (instant) dismissal from 
employment.  In addition, unauthorised disclosure of confidential or personal data is 
an offence under the law and could lead to prosecution of individual members of staff 
and/or the Health Board. 
 
4. Objectives 
 
This document has been developed with the aim of providing guidance for Health 
Board staff, ensuring continued and improved compliance with legislation. 
 
5. Scope 
 
This document applies to all aspects of patient or staff personal data and commercial 
or business sensitive information within the Health Board. It includes all aspects of 
processing, using or sharing of this data either verbally, manually, electronically, 
email, post, fax and via the many clinical systems used across the Health Board. 
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It applies to all Health Board employees or any other individual conducting business 
on behalf of the Health Board, such as contractors, agency workers, temporary staff, 
students and volunteers. 
 
6. Roles and Responsibilities 
 
6.1      Chief Executive 


The Chief Executive has overall responsibility for Data Protection and 
Confidentiality within BCUHB.  As accountable officer, they are responsible for 
the management of the organisation and for ensuring appropriate 
mechanisms are in place to support safe and secure handling of confidential 
and personal data. 


 
6.2  Senior Information Risk Owner (SIRO)  


The Director of Finance is also the identified Senior Information Risk Owner 
(SIRO), and will take ownership of information risk. The SIRO is a key factor 
in successfully raising the profile of information risks and embedding 
information risk management into the Health Board’s culture. 


 
6.3  Caldicott  


The Caldicott Guardian has specific responsibilities regarding confidentiality 
and consent, in relation to personal data. 


 
6.4  Data Protection Officer  


The Data Protection Officer has delegated responsibilities from the Chief 
Executive, specifically with regards to compliance with Data Protection 
legislation and the rights of data subjects. 


 
6.5  All Staff  
 


All Health Board staff, including temporary, agency, contractors, students, 
volunteers and anyone else providing a service on behalf of the Health Board, 
as well as Health Board employees working from a non-Health Board site, are 
responsible for the appropriateness of accessing information available to 
them.  Staff also have a responsibility to adhere to information governance 
policies, procedures and standards. 


 
7. Principles 
 
The principles relating to security and confidentiality apply to all Personal Data, 
which is any information relating to any living or deceased individual who can be 
identified.  This will include patients, health care professionals, other staff, suppliers, 
contractors etc. Such personal data may be manually held or automated, and so 
includes (but is not limited to), for example: 
 


 all patient information including medical records; 


 personal records which include those held by Line Managers and those held 
centrally by Workforce and Organisational Development (W&OD); 


 CCTV footage, videos and other audio/visual recordings; 


 photographs, x-rays and other images; and 
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 computer disks, tapes, CD ROMs and other electronic media 
 
The access and use of all such personal data is governed by the Common Law 
duty of confidentiality, the General Data Protection Regulation (GDPR) 2016, 
the Data Protection Act 2018, the NHS Code of Confidentiality 2003, the 
Computer Misuse Act 1990 and the Caldicott Principles. The Access to Health 
Records Act 1990 was largely superseded by the Data Protection Act 1998, but still 
applies to the records of deceased persons.  Article 8 of the European Convention of 
Human Rights (the Human Rights Act in UK law) may also be relevant. 
 
The Common Law duty of confidentiality requires that information that has been 
provided in confidence may be disclosed only for those purposes about which the 
subject has been informed and has consented to, unless there is a statutory or court 
order requirement to do otherwise. 
 
GDPR and the Data Protection Act centres around six principles with an 
overarching principle of Accountability.  These apply to all staff handling personal 
data (no matter in what particular format this is held).  The six Caldicott Principles 
apply specifically to the handling of patient identifiable information. Further details 
can be found within the All Wales Information Governance Policy. 
 
8. Consent to disclosing and use of confidential / personal data 
 
Patients and staff have the right to object, in some cases, to the use and disclosure 
of confidential / personal data and need to be made aware of this right. Staff must 
also seek consent from patients should their information be required to be used for 
purposes other than direct patient care, or other than for the purpose for which it has 
originally been obtained. 
 
Staff must therefore ensure that patients and other staff are aware that the 
information they give may be recorded, and shared, and for which purposes. Checks 
should also be made to ensure that information about the choices available, in 
respect of how information may be used or shared, is given and that they have no 
concerns or queries about this. Staff should be able to answer any queries about use 
of information or be able to direct the query to someone who can. In addition, you 
should be able to explain the implications of disclosing or not disclosing information 
so that valid choices can be made.   Please refer to the MD01 Policy on consent to 
examination and treatment for more information. 
 
Care must be taken to ensure that information is provided in a suitable format or 
language that is accessible, including information for children and vulnerable adults.   
 
Consent will not normally be sought to disclose information to other essential 
healthcare providers.  However, patients have a right to object to the disclosure of 
confidential / personal data. Where the patient is competent to make this decision, 
this should be respected, but the implications must be clearly explained to the 
patient. 
 
The Health Board recognises that in order to provide a service to patients, health 
records must be readily accessible to staff.  However, access to that information 
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must be restricted as far as possible and every effort should be made to ensure the 
security of the information. 
 
To ensure compliance with the requirements outlined above, there are certain 
procedures that staff must always follow in the course of their work: 
 


 Staff must find out from their line manager / supervisor who their local 
Information Governance Manager / Lead is. 


 


 Access to health records will be on a named person basis only. There is no 
automatic right of access to health records. Access must be agreed in advance 
with the Line Manager and/or Caldicott Guardian and they must only be 
accessed where there is a clinical or administrative reason to do so. 


 


 Confidential and / or personal staff or patient identifiable information must never 
be left unattended, or where it might easily be accessed by a third party who is 
unauthorised to have access to this information. This includes, for example: 
 


o leaving information in an unlocked and unmanned office; 
o leaving information on the screen of an unattended PC or laptop; 
o allowing another person access to another staff members password ; or 
o positioning a PC screen such that it is readily visible to others 


 
Before leave the desk / work area/station at the end of a working day / shift, all 
confidential paperwork (of any description) and portable storage devices (such 
as laptops) should be stored away in a locked drawer or filing cabinet, and not 
left in view (i.e. clear desk routine must be followed). This will help to limit the 
risk of loss or inappropriate access to the confidential information. If 
information cannot be locked away, access must be restricted e.g. by ensuring 
window blinds are closed, office door is locked at the end of the day and any 
other security measures are adhered to. 
 
If staff are adding information to records, then its current accuracy and relevance 
must be checked and any queries raised with the data owner. 
 
Confidential paper records must be shredded and confidential data stored on other 
media, such as CDs or tapes, is destroyed appropriately when no longer required as 
per the IG11 Procedure for the handling and disposal of confidential waste.  Staff 
must also comply with the Health Boards IG01 Records Management Policy and  
IG02 Records Management Procedure and any other associated procedures for the 
creation, storage, retention and destruction of corporate and health related 
information. 
 
Records or other confidential information must only be taken out of the office or off-
site if on approved business (this includes the use of laptops and working from 
home). The security and confidentiality of the information must be safeguarded at all 
times and staff should ensure that a list of the records that are taken off-site is 
retained at base.  Please refer to the IG15 Procedure for the safe transport and 
storage of personal data 
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Staff should ensure that appropriate arrangements are in place across the Health 
Board to ensure compliance with Data Protection requirements in respect of 
personal data being transferred outside of the European Economic Union (EEU).  
Further advice may be sought from the Information Governance team. 
 
All correspondence containing confidential or personal patient or staff identifiable 
data must always be addressed to a named recipient e.g. addressed to a named 
person, a post holder, a consultant, a designated group (this will cover the receipt of 
pooled referrals) or a legitimate safe haven, not merely to a department or 
organisation. 
 
Internal mail containing confidential or personal patient or staff identifiable data must 
only be sent in a securely sealed envelope / polybag, and marked accordingly e.g. 
“Confidential” or “Addressee Only”, as appropriate. 
 
External mail containing confidential or personal patient or staff identifiable data must 
also be sent in a securely sealed envelope / polybag, and marked accordingly e.g. 
“Confidential” or “Addressee Only”, as appropriate. If deemed appropriate and 
wherever possible, sensitive / confidential mail should be sent by recorded delivery. 
It is also advisable to obtain a receipt as proof of delivery, e.g. when sending copies 
of patient records. 
 
Electronic media such as laptops and USB sticks must be encrypted. Further 
guidance regarding this can be found in the IG14 Information Management & IT 
(IM&T) Security Procedure 
 
If there is a need to email confidential and/or personal, patient or staff identifiable 
data, the Health Board’s IG08 Email procedure must be followed. 
 
9. Disclosures  
 
In general, disclosures of confidential or personal patient or staff identifiable data 
should only be made in accordance with the Data Protection and Caldicott principles 
and if the person making the disclosure is authorised to do so as part of their job. 
 
A disclosure of confidential or personal patient or staff identifiable data can only be 
made if the individual concerned has been informed and been given the opportunity 
to object (taking due regard to any statutory restrictions or obligations and any need 
for disclosures in the public interest). 
 
For any other disclosures of patient information, additional to those that the patient 
has been informed about, then “explicit documented consent” should be obtained. 
 
Even when consent has been obtained, confidential or personal patient or staff 
identifiable data must still only be used in ways that safeguard the confidentiality of 
that information, including appropriate anonymity whenever and wherever possible. 
 
The need for data subjects to be informed and to give consent is also central to the 
common law duty of confidentiality and Data Protection / GDPR. This duty is not 
absolute, but should only be overridden if the holder of the information can justify 
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disclosure as being in the public interest (e.g. in order to protect the vital interests of 
the data subject, or another person, or for the prevention and detection of crime). 
 
Requests for information from the media must always be referred to the Health 
Board’s Communication Team, via the line manager. 
 
Requests for information from the police may be refused. However, an exemption 
under data protection legislation, allows disclosure in the public interest, at the 
discretion of the Data Controller, for the prevention or detection of crime. The Police 
must present a form (sometimes referred to as an “SA3”) duly signed by a Sergeant 
or above in order to request release of information. Where the crime is of a 
particularly serious nature, then the form must be countersigned by a higher ranking 
officer i.e. Inspector or above.  If in any doubt, always refer such requests to the 
Information Governance Team.  If requests are received during out of hours then 
they should be referred to the Duty On-call Manager. 
 
If a request for information is received regarding a patient, staff member, etc., and it 
is not part of your job to respond, or you are in any way unclear or unsure about it, 
refer the request to the Information Governance Team. Enquiries from relatives and 
friends must be handled in accordance with the wishes (consent) of the patient and 
the enquirer must be identified in the first instance. 
 
Consider whether it is appropriate to disclose personal data about staff. There is no 
absolute requirement for staff names and contact details to be regarded as  
confidential as many staff roles are public facing. However, it may not be appropriate 
to disclose an individual staff name, e-mail account or telephone number if this 
member of staff is not expecting to receive any communications, may go on leave, or 
be otherwise unavailable. If there is any doubt, seek the member of staff’s 
permission or consult the Information Governance Team. 
 
Staff must validate the identity of people requesting such information and follow the 
procedures under the Access to Information policy and associated procedures. 
Always be mindful that people may try to obtain information by deception. 
 
All staff are employed in a position of trust and therefore they must never abuse that 
trust by passing confidential or personal data to relatives or friends or by using such 
information for personal or commercial gain. 
 
If, as part of a member of staff’s job, they need to (and are authorised to) disclose 
patient information to others, the amount of information disclosed must be kept to an 
absolute minimum. This should always be on a “need to know” basis. Only make 
essential duplicate copies of records for a particular purpose, and ensure as far as 
possible, that the person the personal data is being disclosed to will not use it 
inappropriately. Any information shared on a regular basis with a non-NHS 
organisation should be done so in accordance with an agreed information sharing 
protocol (ISP) that has been developed within the Welsh Accord on the Sharing of 
Personal Information (WASPI) guidance and templates, and has been signed by the 
Caldicott Guardian. Development of ISPs should be facilitated by an Information 
Governance Manager.  Contact the Information Governance Team for further 
information. 
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10.   Possible sanctions for breach of confidentiality or data loss 
 
All staff must be aware that there are possible disciplinary sanctions for failure to 
comply with their responsibilities, such as: 
 


 deliberately looking at records without authority; i.e. inappropriate or unauthorised 
access; 


 discussing personal details in inappropriate venues; 


 transferring confidential personal data electronically without appropriate 
protection causing a breach of the IG14 IM&T Security Procedure  
 


Sanctions can include disciplinary action, ending a contract, dismissal or bringing 
criminal charges. 
 
From May 2018, the Information Commissioner's Office (ICO) may order 
organisations to pay up to £17 million or 4% of global annual turnover as a penalty 
for serious breaches of GDPR.  Any suspected data security breaches should be 
reported immediately via the Health Board’s on-line incident reporting procedures 
(Datix) so that consideration may be given by the Information Governance Team with 
regards to notifying the ICO.  This a mandatory requirement and breaches must be 
reported within 72 hours. 
 
11. Resources 
 
The IG team should have sufficient resource in order to assist Managers and staff ti 
ensure compliance with legislation. 
 
12. Training 
 
12.1 New staff will receive Information Governance training as part of the Health 


Board’s Orientation programme. This includes issues of confidentiality 
outlined in this document. 


 
12.2 All staff within BCUHB are mandated to undertake IG training.  This training 


must be renewed every two years and is delivered by the IG team.  More 
details on training and availability of sessions can be found on the Information 
Governance intranet pages 
http://howis.wales.nhs.uk/sitesplus/861/page/42260  


 
12.3 This and additional training needs will be identified through the individual 


personal and development review. 
 
13. Implementation 
 
This document will be published in line with the Corporate Policy on Policies and 
awareness is raised via communication channels such as the Corporate Bulletin,  
Information Governance quarterly Bulletin, staff alerts and IG mandatory training. 
 
14. Equality including Welsh Language 



http://howis.wales.nhs.uk/sitesplus/861/page/42260
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There is no evidence to suggest that this document would have a negative effect in  
relation to race, disability, gender, age, sexual orientation, religion and belief or  
infringe on the individual’s human rights.  This will therefore have a positive effect  
on individuals. 
 
 
15. Well-Being of Future Generations 
 
This document has been developed in accordance with the Health Board’s well-
being objectives and the five ways of working under the Well-being of Future 
Generations Act 2015.  
 


Health Board Well-being Objectives: 
 
To improve physical, emotional and mental health and well-being for all;  
To target our resources to those with the greatest needs and reduce inequalities; 
To support children to have the best start in life;  
To work in partnership to support people – individuals, families, carers, 
communities - to achieve their own well-being;  
To improve the safety and quality of all services;  
To respect people and their dignity;  
To listen to people and learn from their experiences 


Five Ways of Working Evidence 


Long Term, 


Prevention, Integration, 


Collaboration, 


Involvement 


The purpose of this document is to ensure compliance 
with data protection legislation / GDPR, by 
safeguarding patient or staff personal data and 
commercial or business sensitive information.  
 
It is also aimed at providing assurance that all personal 
data, commercially sensitive and business in confidence 
information is retained safely and securely, and the 
privacy of all individuals is protected.  Further 
assurance is given that an efficient and robust service / 
system is in place to comprehensively manage the 
handling of information and personal data, preventing 
adverse impact on individuals (distress due to data 
breaches / loss of confidence) and the organisation (lost 
revenue due to fines, negative reputational impact). 


 
16. Audit 
 
16.1 Every attempt is made to ensure that new policies and procedures, revised 


policies and procedures are disseminated widely throughout BCUHB.  
 
However, all staff must also take responsibility for familiarising themselves 
with the above on a regular basis. All documents and guidance will be 
available on the BCUHB intranet site and disseminated via noticeboard 
announcements, bulletins etc.  
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16.2 Compliance with this procedure will be subject to periodic review. Any 
recommendations will normally be implemented after review by the IGG. 


 
16.3 Regular audits to review compliance with the mandated IG training will be 


carried out to ensure compliance. 
 
16.4 Audits will also be carried out by BCUHB’s internal audit team. 
17. Review 
 
This procedure adheres to legislative and statutory requirements and will be 
reviewed at least every 3 years or sooner if there is a change to legislation. 
 
16. References 
 
The General Data Protection Regulation 2016 
https://gdpr-info.eu/ 
 
ISO 27001 International Standard of Information Systems Security 
http://www.iso.org/iso/catalogue_detail?csnumber=42103 
 
Confidentiality: Code of Practice for Health and Social Care in Wales 
http://www.wales.nhs.uk/sites3/documents/950/codeofpractice.pdf 
 
Computer Misuse Act 1990 
http://www.opsi.gov.uk/acts/acts1990/UKpga_19900018_en_1.htm 
 
Information Governance Policies and Procedures: 
Betsi Cadwaladr University Health Board | Information Governance Policies and Key 
Documents (Governance and Communications) 
  



https://gdpr-info.eu/

http://www.iso.org/iso/catalogue_detail?csnumber=42103

http://www.wales.nhs.uk/sites3/documents/950/codeofpractice.pdf

http://www.opsi.gov.uk/acts/acts1990/UKpga_19900018_en_1.htm

http://howis.wales.nhs.uk/sitesplus/861/page/46715

http://howis.wales.nhs.uk/sitesplus/861/page/46715





 


13 
 


Appendix A 


 
 


GOOD PRACTICE CONFIDENTIALITY CHECKLIST 
 


Information flows: 
For all the ways in which person-identifiable data flows into and out of the organisation, 
check that no unnecessary data is included. For example: 


 Check solicitors’ letters have written consent 


 Check complaints made on behalf of others have written consent 


 Take care when giving information to relatives 


 Take care when giving information about children to separated parents 


 Take care how you deal with telephone requests for results 
 


Fax machines: 


 Ensure fax machine is sited where unauthorised people cannot see it 


 When sending information by fax, do not include person-identifiable details unless 
absolutely necessary 


 Programme numbers into fax memory to avoid misdialling 
 


Written documentation: 


 Do not access patient records where there is no clinical or administrative reason 
to do so 


 Ensure that medical notes are not left unattended and in unlocked rooms 


 Check no unauthorised people can access medical records 


 Ensure incoming letters / letters for signature files are secure and are not in 
transparent envelopes 


 Do not leave confidential paperwork lying on desks/in trays especially in offices 
where the public have access 


 Where information is no longer required, shred all paper containing person-
identifiable data. For example: 


 Post-it notes 
 Memos 
 Theatre lists 
 Un-issued scripts 
 Culled letters (e.g. when tidying notes) 
 Remove all person-identifiable information from meeting rooms,  
 following completion of meeting 


 
Spoken communication: 


 Check spoken conversations cannot be overheard. For example: 
 Are the reception desks and consulting rooms private, can your 


conversation be overheard? 
 
Computers: 


 Check that your computer passwords are adequate, they are kept confidential 
and changed regularly 


 Always lock your screen when away from your desk “Ctrl/Alt/Del”, even for short 
periods of time 


 Computer screens should be sited where they cannot be seen by unauthorised 
people / members of the public 






