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Practice Guidance


This guidance is specific to GPs completing a Child Protection Conference report for an Initial or Review Child Protection Conference
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Introduction 
Child protection is the set of multiagency activities and processes that follow a concern that a child is suffering or likely to suffer significant harm. Where those agencies working with the family agree that the child is suffering or likely to suffer harm, a strategy meeting will be called under s47 of The Children Act 1989 and subsequently, the decision could be made to proceed to Initial Child Protection Conference.
The Initial Child Protection Conference brings together family members, the child (where it is appropriate), supporters/advocates and those professionals most involved with the child and family to share information, assess risks and to formulate an agreed plan of management and services for the child/ren considered at risk.  The Review Child Protection Conference brings the same conference members together, to review the plan that was made at the Initial Child Protection Conference or a subsequent Review Child Protection Conference, and to decide whether that plan should continue and if so whether it should be amended to reflect the family’s changing circumstances.
Within both the Initial and the Review Child Protection Conference meetings, the multiagency group undertake the following tasks:
· To share and evaluate information in a multi-disciplinary setting about the family history, the child’s health, development and functioning and the parent/carer’s capacity to ensure the child’s safety and promote their well-being.
· To review the child/ren’s current Child Protection Plan and it’s impact for the child/ren and their family (Review Child Protection Conferences only)
· To consider the evidence and form a view about whether the child is suffering or likely to suffer Significant Harm.
· Where it is agreed a child is suffering or likely to suffer Significant Harm, the category of the harm.
· To devise an agreed, inter-agency Child Protection Plan setting out how and what actions will be taken forward and by whom and with what intended outcomes and time scales.
· To identify the membership of the multiagency Core Group to develop and monitor the Child Protection Plan between Conference.
· To set the date for the first Core Group meeting to take place within 10 working days of the Conference.
· To set the date for the next Child Protection Review Conference, if required.
· Where the child does not require a Child Protection Plan but is considered to be ‘in need’, to recommend if appropriate that services are provided to promote the child’s health and development under a Child in Need Plan or Family Support Plan.
All conferences are chaired by an Independent Chairperson, who will explore chronologies and information provided to conference, draw out evidence of risk/harm and ensure those matters are addressed within an onward plan for the child. 
The Independent Chairperson’s report will be ready 15 days after conference has taken place.  It will be distributed to the GP using the email address that they used to provide their own report. 
Purpose of the GP report
While GPs may not see the child and family members regularly or frequently, the Initial Child Protection Conference and the Review Child Protection Conference both rely on bringing together information from all partner agencies, to understand the lived experience of the child. 

Practitioners share their thinking and proposed recommendations with other practitioners who hold relevant information and
insight into the child and adults involved with the child. Practitioners comment, challenge, and jointly deliberate, before making a final decision about the likelihood of significant harm.  (Working Together 2023, pg 83)

GPs have a vital role to play in helping conference members understand the child’s and/or carers’ health needs, the impact of those needs upon the child’s life and their parents’ ability to provide ‘good enough’ care, based upon those needs.  In some instances, the GP does have longitudinal even generational, in-depth knowledge of a family.  In which case and where capacity allows, the option of attending conference in person is available to that GP. In many instances a report from the GP would still be illuminating and would support the Independent Chair to facilitate discussion to explore the information provided, alongside other agency reports.



Consent and information management  

When considering GDPR and Section 47 of the Children Act, it's crucial to understand that while GDPR outlines data protection rules, Section 47 of the Children Act mandates a duty for the Local Authority (in this case, Children’s Services) to investigate when there are reasonable grounds to suspect a child is suffering or at risk of significant harm, even if it means sharing personal data in certain situations where safeguarding the child is paramount.  A strategy discussion has already been held, which indicates there are reasonable grounds for suspecting a child is suffering significant harm.  Therefore, sharing personal data is possible.  

“All children have a right to be protected from abuse and neglect. Protecting a child from such harm takes priority over protecting their privacy, or the privacy rights of the person(s) failing to protect them. The UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018 (DPA) provide a framework to support information sharing where practitioners have reason to believe failure to share information may result in the child being at risk of harm”. 

You do not need consent to share information about a child and/or members of their family if a child is at risk or believed to be at risk of being harmed.  Wherever practical it is good practice to explain to a patient that you are sharing information about them, who with and what that information is.  However, you are not required to inform them, particularly if it would further increase the risks to the child in question.

“You need a lawful basis to share information under data protection law, but when you intend to share information as part of action to safeguard a child at possible risk of harm, consent may not be an appropriate basis for sharing. It is good practice to ensure transparency about your decisions and seek to work cooperatively with a child and their carer(s) wherever possible. This means you should consider any objection the child or their carers may have to proposed information sharing, but you should consider overriding their objections if you believe sharing the information is necessary to protect the child from harm”.  

For further information about consent and information sharing while safeguarding children, please see Information Sharing.  Advice or practitioners providing safeguarding services for children, young people, parents and carers, Department for Education, May 2024, or follow this link: DfE non statutory information sharing advice for practitioners providing safeguarding services for children, young people,parents and carers

It is important to remember that in the interests of being transparent and supportive to family members, they may see a copy of the GP report to conference if it supports efforts to protect the child.  Family members may also request to see a copy of the report a part of the child protection process with their children.



About the questions in the form, including examples
The below information provides guidance and examples for each section of the GP Report to Child Protection Conference

1 Child’s Medical needs
This would include details of any physical or psychological illnesses, and the treatment and management of them. Describe the ongoing medical and care needs. Details of any outstanding medical interventions for the child. How effective and appropriate is engagement with medical professionals, and advice. Significant contacts with GP practice, consultants and other health professionals recently. 

Please do not copy and paste information from the GP record.  This may not be easily understandable to practitioners from other agencies, and it is your summary and interpretation of any common themes in what you see on the record that is of importance here. 

2 Summary of missed appointments – primary and secondary care
Is there a pattern of the child not being brought to appointments, including in primary care, secondary care and community? If so, what impact has this had on the child? For example, child not brought to asthma reviews, or evidence of poor compliance with asthma treatment plan. 

3 Knowledge/observation of parenting and the care of the child/ren

This question should be answered if you had any observations that would offer an understanding of the child’s lived experience of being cared for by that adult that can be analysed later in the form.  It is evidential, but there is an element of professional judgement and common sense in answering. It could include examples of the following:
-first hand observation of the child’s physical presentation, such as hygiene and cleanliness of clothing
-first hand observation of the relationship between child and parent, such as whether there is emotional warmth between them and whether the parent was able to provide the guidance and boundaries necessary to support their child’s health.
-information about observations other health care practitioners have made that you see in the records.

Examples
“A” came into the surgery with his mother on 18 01 2024, complaining of a rash.  “A” looked well presented.  His mother was able to describe the rash and when it had started.  They spoke freely together and appeared to have a good rapport in surgery.  “A” was cooperative and his mother offered suitable encouragement.  I saw “A” and his mother in a follow up appointment on 01 02 2024.  They had followed advice given so the rash was much better.  Again, “A” was cooperative and looked well presented”.  

“B” came into the surgery with her mother and father on 01 06 2024. She was weighed and was small for her age.  Her clothing was heavily soiled, and she needed a nappy change.  She was a very active little girl and both parents were struggling to support her in the appointment.  I noted that although she is almost 3 years of age, there was no recognisable speech when her dummy was removed.  I gave them the opportunity to change her nappy, but they said they would do it later.  When I examined her, her clothes smelled strongly of urine and faeces”.


4 Parent/carer needs that impact on the child/ren
What needs do the parents have that may impact on their ability to parent and/or meet their children’s needs? This may include but is not limited to mental health conditions, substance misuse, domestic abuse, disabilities, chronic health conditions.  The following list are examples: 

· Parent with fibromyalgia may have restrictive energy and mobility levels, and they are finding taking their children to school difficult
· There is evidence from GP patient records that a parent has disclosed poor mental wellbeing due to behaviour of their partner 
· Parent is attending CGL for support with alcohol dependency 
· Parent has engaged with mental health services and remains compliant with her antipsychotic medication, attending annual reviews as required.
· Parent has taken steps to stop using cannabis and has been signposted to CGL
· Parent’s family member/friend is also a support and on occasion attends surgery with them
· Parent has a neurological condition or chromosomal disorder that would make learning new skills difficult for them

Example for what you might write about a parent’s needs:
“X has been attending surgery for the past 6 months due to excessive cannabis misuse and for treatment for depression.  X accepted a referral to CGL on 01/02/2024 and has attended sessions since.  (Medication name) provided and X comes in for regular reviews, from which I have established his mood has stabilised.  Potential impact could have been possible neglect of his child’s physical and emotional needs.   However, currently his mood is stable so I would not expect this to have any impact upon his ability to parent, and I would expect other agencies to see that they are managing daily life better”.

“X has a genetic condition called Townes-Brocks syndrome for which she has regular appointments with a heart specialist.  For many this does not affect their ability to learn new skills, but for X this comes with a degree of learning disability.  Her intelligence was assessed as being in the low average range.  Therefore, professionals may need to ensure that the work they do with X is supported by learning aids for it to be effective.  X attended a recent appointment with a heart specialist on 01/03/2024, indicating they are prioritising their health when they need to”. 

  
5 What does this lived experience mean for the child/ren?

This question is an opportunity to draw together an analysis from questions 1, 2, 3 and 4.   It is not designed to elicit any further information from you.  The bullet points serve to provoke analysis from the observations you have already made.

Example for what is working well:
“A”’s presentation in surgery led me to believe that their relationship with their mother was reasonable and that he could rely upon her to notice and take care of his health needs.  In a follow up appointment, “A” had been using the prescribed cream, indicating that in this instance his mother was able to provide good parental guidance and prioritise his health needs.

Example for what are you worried about:
“After seeing “B” with her parents, her appearance suggested to me that they were not keeping up with nappy changes and were not changing her clothes when they were soiled.  Her speech was like that of a younger child, which made me worry about the level of interaction she has with her parents.  If my observation is like regular observations from other professionals, I would be worried about neglect of her developmental and health needs.”

Example for the likely outcome:
“I would be worried for “B”’s health and development if her presentation is indicative of the attention she receives at home in other areas of her care.  There is a likelihood that she could be suffering from neglect.  I believe this could be concerning and become a long-term neglectful situation if the family do not receive support.”

6 Proposed recommendation
As mentioned above, one of the tasks of conference is to decide whether a child is at risk of significant harm and as such, needs compulsory involvement in their life to improve the care they receive.  Harm can be determined “significant” by “comparing a child’s health and development with what might be reasonably expected of a similar child” (S31(10) of the Children Act 1989).  Whilst there are no absolute criteria to determine whether harm is ‘significant harm’, the information drawn together at the s47 strategy discussion and the conference will help professionals to decide whether the observations made and events recorded indicate to them that this threshold is met, taken in the context of the family’s current strengths and supports.  

When considering whether a child is suffering significant harm you should consider the following:

· Is the child shown to have suffered ill-treatment or impairment of health or development as a result of physical, emotional or sexual abuse or neglect, and professional judgement is that further ill-treatment or impairment are likely? 
· Is your professional judgement, substantiated by finding of enquiries in this individual case or by research evidence, that the child is likely to suffer ill treatment or the impairment of health or development as a result of physical, emotional or sexual abuse or neglect?
If in your opinion, the threshold of significant harm is met you should explain why.  The decision making about the category of Harm is a statutory requirement in the CP process.

Scaling question
The second part of this question refers to ‘scaling’.  Scaling is a process all professionals are asked to take part in at the end of a child protection conference.  It is an expectation for all professionals to complete this in Norfolk.  It is designed to make sense of the complex information they have heard and communicate their worries clearly to each other and the family by using a scaling number between one and ten.  In this case, the concept is that we would score 0 if the child is at risk of significant harm and 10 if there was no risk of harm and their needs are fully met.  Scaling is a helpful way to track progress for families over time, when completed at subsequent conferences.  
Example
	Name of child/young person
	Scale 1 - 10
	Child Protection
	CP Category - Neglect / Physical Abuse / Sexual Abuse / Emotional Abuse  
Please indicate your view as to which form of harm the child has experienced
	Child In Need 
	No Further Action

	B
	5
	Y
	Neglect
	N
	N

	Reasons for your scaling decision:
Whilst I have only met B once, her presentation made me think that she is being neglected and I would like a social care team to intervene until B’s health and developmental needs are fully met.





Timescales for providing the report
The report should be made available to the Independent Chair at least 2 days prior to an initial conference and 3 days prior to a review conference.  If you received the request to complete a report late, please complete as soon as you can and return to cs.bsupport.bowthorpe@norfolk.gov.uk  

Frequently Asked Questions
· If Children’s Services now have the shared care record, why do GPs need to fill in this form?
While the shared care record can give some information about a child’s medical needs and appointments offered/attended, it cannot give a full overview.  Some systems GPs use cannot interact fully with the Children’s Services social care system, Liquid Logic.  In addition, social care staff are not adequately trained to interpret the information they see or understand some of the language that is used in the record.  This could lead to errors of judgement about a child’s medical history and what it means to their current lived experience and the care they need to thrive.  A GP can interpret their records and is trained to make this judgement.  
· Do I have to complete all the questions?
You may find that you have not had enough contact with the family to complete all the questions.  In which case complete the questions that are pertinent to the information you hold about the family.  For example, if GPs at your surgery have not seen a child, in sections 1 and 2 you merely state ‘I have not seen the child, so I have no information’. 
· What if I have never seen the family?
If you have no knowledge of the family, you need to email the mailbox above in blue to state this as the reason you cannot provide a report.
· Do I have to complete the scaling?
If you have provided information that indicates a safeguarding concern for the child, yes you do.  However, it will be considered that your scaling is limited to your own information, unless you are able to attend until the end of conference and scale with the other agency representatives.
· Isn’t scaling and some of the analysis quite subjective?
Yes, it is.  GP’s views may differ from other professionals’ and other professionals’ views may differ from yours, based upon the information you provide.  We are still interested in your scaling and your rationale behind it.  
· Do I have to give a view about whether the threshold of significant harm is met and the category of harm?
If you have provided information that indicates a safeguarding concern for the child, yes you do.  However, it will be considered that your opinion is limited to your own experience, unless you are able to attend conference and give your views having had the benefit of hearing all the available information.
· If it is a multiple sibling group, is there a form for each child?
Yes, there is.  This is to enable GPs to scan the reports to individual’s records more effectively and supports good GDPR.  It also enables GPs to differentiate between children if there have been interactions with multiple members of the family.  
· Do we discuss the report with the family?
This is your choice.  Best practice would be to discuss with the family, particularly if it contains something contentious.  Family members can read the report before or after conference. 
· Do we include examples of the family’s strengths too?
Yes, you should include any strengths you are aware of.  Your information about any strengths the family may have that could safeguard the child are just as important as any areas of difficulty you have observed.  Writing about strengths and difficulties gives us a fuller picture of the child’s lived experience.
· Can I give information about a parent’s personal condition/need if I think it could affect the child and could be important safeguarding information?
Yes you can.  Under s47 Children Act 1989, you can provide this information, provided it is for safeguarding purposes and in accordance with GDPR procedures.  If you are in doubt, please refer to your own practice Safeguarding procedures.  You can also contact Neda Javanshir, Named GP for Safeguarding Children, Norfolk and Waveney or access the following websites for information: A 10 step guide to sharing information to safeguard children | ICO  or Kafico Data Protection Consultancy | GDPR Consultant
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