
Stamford Hill Group Practice    Management 1 

Page 1 of 14 

 
CHILD PROTECTION PROTOCOL 

 
 
 
 
 
 

Author:                          Dr Anna Finkelstein 
Approval Date:             January 2013 
Version Number:          005 – updated June 2020 
Responsible Person:     Tania Fidler 
Review Date:                 10/05/2021- Dr Liam Barker 
Next Review Date:        10/5/2022   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Stamford Hill Group Practice    Management 1 

Page 2 of 14 

 
 

CHILD PROTECTION PROTOCOL 
 

INTRODUCTION 

The procedures set out in this document are to ensure that child protection concerns are 

recognised and addressed as they occur in the practice. By raising child protection issues 

within the practice all staff will be aware of how they may access advice, understand their role 

in protection, and understand the importance of effective Inter-agency communication. 

These guidelines draw primarily upon national guidance including those listed under the 

resources section below. It is however vital that practices are aware of, and comply with the 

procedures in place locally.  

Child protection is a difficult area for general practice, which must consider the welfare of the 

child first, but must also maintain a relationship with the family.  It is very important that all 

staff understand the need to get help early when they have concerns about a child.  

 
Education involving case discussion and encouraging reflective practice is helpful.  Case 
discussion with named or designated staff can be especially valuable.  Child protection issues 
in general practice need a robust system of note-keeping and recording, message handling 
and communication of concern.   The protocol will address: 

 Key staff training 

 Documentation 

 Reporting 

 Local procedures 

Key Factors 

 The welfare of the child is paramount  

 Be prepared to consult with colleagues  

 Be prepared to take advice from local experts  

 Keep comprehensive, clear, contemporaneous records  

 Be aware of GMC guidance about sharing confidential 

information  
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RECOGNISING CHILD ABUSE 

There are 4 main categories of child abuse: 

 Physical abuse 

 Sexual abuse 

 Emotional abuse 

 Neglect/failure to thrive  

These are not however exclusive, and abuse in one of these areas may easily be accompanied 

by abuse in the others. 

Physical abuse may include: 

 Hitting, shaking, throwing, poisoning, burning or scalding, or other forms of physical harm 

 Where a parent or carer deliberately causes ill-health of a child 

 Single traumatic events or repeated incidents 

Sexual abuse may include: 

 Forcing or enticing a child under 18 to take part in sexual activities where the child is 

unaware of what is happening 

 May include both physical contact acts and non—contact acts 

Emotional abuse may include: 

 Persistent ill-treatment which has an effect on emotional development 

 Conveyance of a message of being un-loved, worthless or inadequate 

 May instil feeling of danger, being afraid 

 May involve child exploitation or corruption 

Neglect may include: 

 Failure to meet the child’s physical or psychological needs 

 Failure to provide adequate food or shelter 

 Failure to protect from physical harm 

 Neglect of a child’s emotional needs 

Common presentations and situations in which child abuse may be suspected 
include: 

 Disclosure by a child or young person 

 Physical signs and symptoms giving rise to suspicion of any category of abuse 

 The history is inconsistent or changes. 

 A delay in seeking medical help 

 Extreme or worrying behaviour of a child, taking account of the developmental age of 

the child 
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 Accumulation of minor incidents giving rise to a level of concern, including frequent A&E 

attendances  

Some other situations which need careful consideration are: 

 Disclosure by an adult of abusive activities 

 Girls under 16 presenting with pregnancy or sexually transmitted disease, especially 

those with learning difficulties 

 Very young girls requesting contraception, especially emergency contraception 

 Situations where parental mental health problems may impact on children 

 Parental alcohol, drug or substance misuse which may impact on children 

 Parents with learning difficulties 

 Violence in the family 

RECOGNISING A CHILD IN NEED 

A child in need is defined as a child whose vulnerability is such that they are unlikely to reach 

or maintain a satisfactory level of health or development without the provision of services 

(section 17, Childrens’ Act 1989). This includes disabled children. The Childrens’ Acts 1984 and 

2004 define a child as someone who has not reached their 18th birthday. The fact that a child 

has reached their 16th birthday, and may be living independently, working, or be members of 

the armed forces, does not remove their childhood status under the Acts. 

Local authority social services departments working with other local authority departments and 

health services have a duty to safeguard and promote the welfare of children in their area who 

are in need. If you are considering making a referral to Social Services as a child in need, it is 

essential to discuss the referral with the child's parents or carers and to obtain consent for the 

sharing of information. Social Services will then follow local procedures to undertake an 

assessment of the child and their family. 

CHILD PROTECTION REGISTER / PROTECTION PLAN 

The guidance Working Together to Safeguard Children 2006 announced the replacement of 

the Child Protection Register with the ICS – Integrated Childrens’ System – from 1st April 2008, 

and more specifically this uses the mechanism of a Child Protection Plan. Every child on the 

register at the effective date will become the subject of a Plan. 

A list of children judged to be at continuing risk for whom there is a child protection plan in 

place, is maintained by social services. Social services, police and health professionals have 24 

hour access to this. A child on the register has a “key worker” to whom reference can be 

made.  

TRAINING 

All staff will be trained in child protection in accordance with current national guidelines.  

 
CHILD PROTECTION ADMINISTRATION 
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The Read Codes for alerts in use in the practice are: 
 

13IF-1 Vulnerable Child Known risk factors for abuse within a family 
ie. Domestic Violence, Mental illness of 
parents, Drug or alcohol abuse, frequent non 
attendance, poor immunisation record, past 
safeguarding issues/involvement with social 
services 

13IQ Vulnerable child in family For family members of the vulnerable child 

13Iv Subject to child protection register For children with a protection plan 

13IM Child on protection register For parents of child with protection plan 

13IN family member on child protection 
register 

For siblings of child on protection plan 

13IB1  Looked after child 

 
Children with a protection plan should have both the vulnerable child code (13IF-1) and 
subject to child protection plan (13Iv) and a brief reason (neglect, emotional abuse) as an 
significant active problems. 
 
Note: reference in the Read Coding system to “Register” is assumed to identify children at risk 
under the recent guidance. 
 
The Health Visiting team is normally routinely copied in to all inter-agency child protection 
correspondence and conference outcomes relating to children at risk and child protection 
issues.  However, as a precaution, clinicians will always check with the Health Visitor that they 
are aware of the case. This will be done routinely at the monthly safeguarding meeting and 
can also be done opportunistically at any time via telephone or email.  
 
CODING AND MAJOR ALERTS 
 
There should be a major alert for each member of the family as per the safeguarding code in 
the notes.  For each new family discussed at the monthly meeting for safeguarding reasons, 
coding and major alerts need to be put on for all household members after meeting.  
 
CHILD PROTECTION CASE CONFERENCE REPORTS 
 
When they come in by post need to be scanned urgently onto child/children in questions notes 
then given to Doctor who knows the child/family, if this is not clear then should go to 
safeguarding lead who will decide who deals with this. For other family members 
(Parents/siblings not named in report) you need to put an entry in their notes under an 
appropriate code, making reference to case conference report being in relevant child's notes - 
'see childs notes for recent Case Conference Report'.  Update coding as needed when reading 
report.  
 
REQUESTS FOR INFORMATION FROM SOCIAL SERVICES 
 
These always get scanned in under Doctor on calls name and an urgent task should be sent by 
the person scanning so there is an audit trail. Then it is that Doctors responsibility to look at 
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notes to see if another Doctor obviously knows the family/child. In that case the Doctor on call 
hands it over to that person to complete the report. If the report is urgent and the Doctor who 
knows the family is not available, it must be done by the Doctor on call.  If the family or child 
is not known to one clinician, then the Doctor on call must complete the report. If there are 
children aged up to 5 years in the family, then the Health Visitors must be informed to check 
they are aware of Social Services involvement with family Hackney or Haringey (Call Laurels 
for Haringey patients).  
 
CHILDREN NOT BROUGHT TO APPOINTMENTS 
 
It is important to recognise that children who are not brought to an appointment are not 
responsible for this course of action, and this may represent underlying concerns within a 
family that the child is vulnerable or at risk of harm. It is essential for Clinical staff to risk 
stratify each time a child is not brought to an appointment to assess the appropriate action to 
this.  
 
There is a policy in place for notification contacts from Secondary Care and other allied Health 
Care Professionals. Where we are informed either by letter or another means of contact that a 
child has not attended their appointment, the Clinician involved needs to first check through 
the records to risk stratify. On the records the code ‘child not brought to appointment’ 
must be added.  
 
If there are Safeguarding concerns, or if the family is known to be on the vulnerable list, then 
the Clinician must action this directly and contact the family as appropriate to review and find 
out the reasons for the non-attendance.  
 
If there are not concerns of this nature and it is felt to be appropriate then a task can be sent 
to the designated Safeguarding Administrative person in the Secretaries Office asking them to 
contact the Parent/Carer. They will then discuss the reasons and if there is a need for re 
referral with the Parents/Carer. This will then be fed back by task to the responsible Clinician 
who will decide on the appropriate course of action. If the Administrative team are unable to 
contact the family by phone after two attempts, they will send out a pre-formatted letter 
asking them to make contact to discuss this issue. They will be added to a recall list to make 
sure a response has be received within two weeks, and if not then this will be further actioned. 
A further phone call will be attempted and if unsuccessful then this information will be sent 
back to the Clinician via task to further risk assess and action.  
 
USE OF CONFIDENTIAL FILES 
 
Confidential files are kept at the front of each alphabetised section of Case conference reports 
files in Secretaries office and marked ‘confidential file’. Each patient’s information must be 
placed in a separate plastic folder marked with a patient identifier to avoid confusion. Any 
confidential information such as sensitive third party can be placed in here to avoid it being in 
main body of notes. If information is placed in here there must be a major alert and entry in 
notes stating 'information in confidential file'. If the patient then leaves the practice 
Administrative team have to be made aware of the information kept in file from the major 
alert. They will then send out the confidential information in a separate Lloyd George envelope 
marked with a sticker. 
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The Administrative team have the pre- printed stickers to use stating that this information has 
been kept in a confidential file.  
 
 
 
 
NURSING AND ADMINISTRATION STAFF 
 

 All Nursing and Administration staff will be made aware of the practice procedures 
regarding child protection. 

 If the Health Visitor is not immediately available, any member of staff who has concerns 
regarding the welfare of any child will report their concerns to the child’s GP or, in their 
absence, to the duty doctor.   

 Administration staff should be made aware of the need to look out for child protection 
related correspondence coming into the practice and ensure that it is dealt with 
appropriately and in strictest confidence. 

 
TRUST AND ATTACHED STAFF 
 
In the event of a member of the Trust's staff becoming aware of, or suspecting that a child 
has suffered significant harm, she/he should take appropriate action in accordance with the 
Trust’s Child Protection guidelines.   
 
GENERAL PRACTITIONERS 
 

 GPs will familiarise themselves with the systems used in the practice for making child 
protection referrals.  

 GPs will know how to access information and advice, and the referral pathways. 
 It may be appropriate to check the notes of a child’s siblings, parents, and other 

household members and to consider adding computer alerts to their records. 

 GPs should consider informing other clinicians and health care professionals as 
appropriate 

 A clear written entry of any action taken will be made by the GP. 
 GPs will ensure that the practice Health Visitors are aware of the child protection issues. 

This can be directly via email or telephone contact with them, or by liaising with the 
practice lead for safeguarding.  

 
 
IF A GP SUSPECTS THAT A CHILD IS AT IMMEDIATE RISK: 
 

 The GP should seek advice or make a referral. 
 Advice may be sought on a 'what if?' basis, which avoids consent issues.  
 Advice sought on a named patient basis should have appropriate consent unless there 

are good reasons why this cannot be obtained. 
 Advice may be sought from Social Services.  Out-of-hours advice may be sought from 

Social Services or a senior hospital paediatrician. Depending on which is thought to be 
clinically most appropriate at the time.  
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CONTACTING HACKNEY/HARINGEY CHILDREN’S SOCIAL CARE: 
 
See Contacts list below.  

 
GENERAL 
 

 All verbal referrals to Social Services must be followed up in writing by the referrer, 
giving full details, within 48 hours.   

 All health care professionals must ensure that they keep a complete contemporaneous 
and accurate record of the nature of the injury, suspicion and all actions taken.  Notes 
must be made as soon as possible, giving date, time and full legible signature. 

 

ATTENDENCE AT CHILD PROTECTION CONFERENCES 

"GPs should make available to child protection conferences relevant information about a child 

and family whether or not they, or a member of the primary health care team, are able to 

attend."  

Working Together to Safeguard Children 1999 Para 3.30 

The input of the GP at a Child Protection Conference can be extremely valuable. Often the GP 

is the only professional who has known the family and child over a period of years, and the GP 

can be in possession of relevant information not known to other agencies e.g. mental health of 

parents, or drug use.  

If the GP cannot attend, then a report or letter will be submitted, to include all relevant 

information. As an alternative it may be appropriate to provide a verbal update to the named 

Social Worker over the phone in some cases.  

CONFIDENTIALITY 

Doctors have a duty of confidentiality, and patients have a right to expect that information 

given to a doctor in a professional context will not be shared without their permission. The 

GMC emphasises the importance in most circumstances of obtaining a patient's consent to 

disclosure of personal information. In general, if you decide to disclose confidential information 

without consent, you should be prepared to explain and justify your decision and you should 

only disclose as much information as is necessary for the purpose. The medical defence 

organisation will be consulted in all cases. 

 

GMC guidance "Confidentiality: Protecting and Providing Information" (Sep 2000) describes the 

following circumstances when disclosure may be justified: 

Disclosures to protect the patient or others 
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"Disclosure of personal information without consent may be justified where failure to do so 

may expose the patient or others to risk or death or serious harm. Where third parties are 

exposed to a risk so serious that it outweighs the patient's privacy interest, you should seek 

consent to disclosure where practicable. If it is not practicable, you should disclose information 

promptly to an appropriate person or authority. You should generally inform the patient before 

disclosing the information." 

"Such circumstances may arise, for example: 

 

Where a disclosure may assist in the prevention or detection of a serious crime. Serious 

crimes, in this context, will put someone at risk of death or serious harm, and will usually be 

crimes against the person such as abuse of children." 

Paras 36 & 37c 

Children and other patients who may lack competence to give consent  

"If you believe a patient to be a victim of neglect or physical, sexual or emotional abuse and 

that the patient cannot give or withhold consent to disclosure, you should give information 

promptly to an appropriate responsible person or statutory agency, where you believe that the 

disclosure is in the patient's best interests. You should usually inform the patient that you 

intend to disclose the information before doing so. Such circumstances may arise in relation to 

children, where concerns about possible abuse need to be shared with other agencies such as 

social services. Where appropriate you should inform those with parental responsibility about 

the disclosure. If, for any reason, you believe that disclosure of information if not in the best 

interests of an abused or neglected person, you must still be prepared to justify your decision." 

Para 39 

Key Points: 

 You can disclose information without consent if you are making a child protection 

referral (subject to the guidance above) 

 You should always obtain consent if you are making a referral as a child in need 

 If you are in doubt about whether to refer a child as a 'child protection referral' versus a 

'child in need' referral, ask advice from one of your local advisers such as the 

Designated or Named Doctor or Nurse. 

 Clear and comprehensive records relating to all events and decisions will be maintained  

RECORDS 

Registration 

It is good practice to offer a medical examination. Record the following additional information: 

 Child’s name and all previous names 

 Current and previous address detail 
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 Present school and all previous schools 

 Previous GP, Health visitor and / or school nurse 

 Mother and father’s names, dates of birth and addresses if different to the child’s 

 Name of primary carer and any significant other persons 

 Name of person (s) with parental responsibility 

The practice will expect full co-operation in the supply of these details from the parent / 

carer otherwise registration will be refused. 

The Health Visitor will be informed within 5 days of registration of all children under 16 who 

register with the practice, including temporary registrations. 

Staff should be vigilant in the instance of multiple short-term temporary registrations for the 

same child, especially if consecutive. In the event of concern the permanent GP should be 

contacted. 

 

 

Medical Record 

An alert should be placed on the clinical system – see coding issues above 

Other aspects which may be recorded are: 

 Evidence of abuse 

 Criminal offences 

 A&E attendances 

 Child Protection Plan 

 Case Conferences 

 Meetings 

 Drug / substance abuse 

 Mental Health issues 

 Non-attendance at meetings or appointments 

 Hostility or lack of cooperation 

 Cumulative minor concerns 

Where a child moves away or changes GP the practice will inform both social services and 

the health visitor within 5 working days. 

Data Protection 
 

 Current guidance suggests that written records relating to child protection issues 
should  be stored as part of the child’s permanent medical records, either manually or 
on computer, or both. The practice should be alert to the fact that this guidance may be 
reviewed or amended in the future and must seek the guidance of the local 
safeguarding body in all instances.  
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 As a normal part of compliance with the data protection act it is likely that third party 
information will be stored within these records, and the normal duty of non-disclosure 
of this third party information may apply when information is to be released – it may be 
appropriate at such times to take advice. 

 
 

 
CONCERNS REGARDING MEMBERS OF STAFF 
 

If a member of the public or a member of staff has child protection concerns, or makes an 
allegation regarding a clinician or member of the practice staff, the Practice Manager or a 
Partner must be informed immediately. This is so that appropriate action and investigation can 
take place. Please refer to the whistleblowing policy for guidance.  Depending on the nature of 
the concern, if there is an identified potential risk to patients, the member of staff will be 
suspended pending investigation. Relevant professional bodies will be informed.  
 
If the allegation or concern about a member of staff relates to child protection concerns away 
from the workplace, so within the community and not involving patients, then Social Services 
and/or the police will be informed depending on the circumstances.  
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CHILD PROTECTION: SOURCES OF ADVICE & SUPPORT  
 CONTACT INFORMATION 

 

Named Doctor for Safeguarding based at 
Stamford Hill Group Practice 

Dr Liam Barker 
(Dr Laurence Blumberg Deputy Safeguarding Lead) 

Named Nurse for Safeguarding based at 
Stamford Hill Group Practice 

Glenda Williams 

Hackney Health Visitors 

Jane Horsfall 
07985545798 
jane.horsfall1@nhs.net 
 
Theresa Oseyenum 
07917517823 
theresa.oseyenum@nhs.net 

Haringey Health Visitors  
 

Tynemouth Road Health Centre 
0203 224 4307 
whh-tr.hv-tynemouth@nhs.net 

Hackney Children’s Social Services  

First Access and Screening Team (FAST) 
0208 356 5500 
Emergency team (after 5pm) 
0208 356 2710 

Haringey Children’s Social Services 

020 8489 4470 
 
Emergency Duty Social Work Team out of hours 
(after 5pm) 
020 8489 0000 

Community Named Doctor 
 

Dr Nick Lessof 
Nick.lessof@nhs.net 
 
Dr Emma Tukmachi 
emmatukmachi@nhs.net 
 

Community Named Nurse 

Reagender Kang 
Reagender.kang@nhs.net 
07867440696 
 
Anna Jones 
Designated Nurse for Looked after Children 
a.jones2@nhs.net 
07849938502 

Hospital Named Doctor 

Dr Sanjay Wazir via Homerton switchboard  
0208 510 5555 
If unavailable in urgent situation can contact 
Paediatric Consultant on call via switchboard  

Hospital Named Nurse 
Reggie Marriage  
020 8510 5750 

Named Midwife 
Tamsin Bicknell  
0208 510 7715 

mailto:Nick.lessof@nhs.net
mailto:Reagender.kang@nhs.net
mailto:a.jones2@nhs.net
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tamsinbicknell@nhs.net 

Police Child Protection Unit (Child Abuse 
Investigation team) 

020 8217 6552 based in Stratford 

  
 
The contact details are often subject to change. 
 
A comprehensive list of details is also kept on the CCG website and this can be found at: 
 
https://gps.cityandhackneyccg.nhs.uk/service/safeguarding-children

mailto:tamsinbicknell@nhs.net
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