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Safeguarding roles
· All staff recognise and know how to respond to signs and symptoms that may indicate a child is suffering from or likely to be suffering from harm. They understand that they have a responsibility to act immediately by discussing their concerns with the designated safeguarding lead or a named back-up designated safeguarding lead.
· The manager and Assistant manager are the designated safeguarding lead and back-up designated safeguarding lead, responsible for co-ordinating action taken by the setting to safeguard vulnerable children and adults. The designated safeguarding lead is also responsible for liaising with local statutory children’s services and with the Local Safeguarding Partners.
· All concerns about the welfare of children in the setting, at home, or elsewhere should be reported to the designated safeguarding lead or the back-up designated safeguarding lead.
· The designated safeguarding lead ensures that all educators are alert to the indicators of abuse and neglect and understand how to identify and respond to these. 
· The setting does not operate without an identified designated safeguarding lead at any time.
· The Directors and Trustees of the designated safeguarding lead is the designated officer.
· The designated safeguarding lead informs the Directors and Trustees about serious concerns as soon as they arise and agree the action to be taken, seeking further clarification if there are any doubts that the issue is safeguarding.
· If it is not possible to contact the directors or trustees, action to safeguard the child is taken first and the designated officer is informed later. If the designated officer is unavailable advice is sought from their line manager or equivalent.
· Issues which may require notifying to Ofsted are notified to the designated officer to decide regarding notification. The designated safeguarding lead and Director and Tsutees must remain up to date with Ofsted reporting and notification requirements.
· If there is an incident, which may require reporting to RIDDOR the designated officer immediately seeks guidance from the directors as appropriate. There continues to be a requirement that the designated officer follows legislative requirements in relation to reporting to RIDDOR. 
· The setting follows procedures of their Local Safeguarding Partners (LSP) for safeguarding and any specific safeguarding procedures such as responding to radicalisation/extremism concerns. Procedures are followed for managing allegations against staff, as well as for responding to concerns and complaints raised about quality or practice issues, through whistleblowing and escalation.


Responding to marks or injuries observed
· If a member of staff observes or is informed by a parent/carer of a mark or injury to a child that happened at home or elsewhere, the member of staff makes a record of the information given to them by the parent/carer in the child’s personal file on a pre-existing form, which is signed by the parent/carer.
· The member of staff advises the designated safeguarding lead as soon as possible if there are safeguarding concerns about the circumstance of the injury. The DSL reads and signs the pre existing injury form so has been informed. 
· If there are concerns about the circumstances or explanation given, by the parent/carer and/or child, the designated safeguarding lead decides the course of action to be taken. 
· If the mark or injury is noticed later in the day and the parent is not present, this is raised with the designated safeguarding lead and staff complete a pre existing form and get parents/carers to sign on collection.
· If there are concerns about the nature of the injury, and it is unlikely to have occurred at the setting, the designated safeguarding lead decides the course of action required, taking into consideration any explanation given by the child.
· If there is a likelihood that the injury is recent and occurred at the setting, this is raised with the designated safeguarding lead.
· If there is no cause for further concern, a record is made on an Accident form, with a note that the circumstances of the injury are not known.
· If the injury is unlikely to have occurred at the setting, this is raised with the designated safeguarding lead. 
· The parent/carer is advised at the earliest opportunity.
· If the parent/carer believes that the injury was caused at the setting this is still recorded in the Accident form and an accurate record made of the discussion is made on the child’s personal file.
Responding to the signs and symptoms of abuse
· Concerns about the welfare of a child are discussed with the designated safeguarding lead without delay.
· A written record is made of the concern on a concerns and disclosure form as soon as possible.
· Concerns that a child is in immediate danger or at risk of significant harm are responded to immediately and if a referral is necessary this is made on the same working day.
Responding to a disclosure by a child
· When responding to a disclosure from a child, the aim is to get just enough information to take appropriate action.
· The member of staff listens carefully and calmly, allowing the child time to express what they want to say.
· Staff do not attempt to question the child but if they are not sure what the child said, or what they meant, they may prompt the child further by saying ‘tell me more about that’ or ‘show me again’.
· After the initial disclosure, staff speak immediately to the designated safeguarding lead. They do not further question or attempt to interview a child.
· If a child shows visible signs of abuse such as bruising or injury to any part of the body and it is age appropriate to do so, the key person will ask the child how it happened.
· When recording a child’s disclosure on a Concerns and disclosure form, their exact words are used as well as the exact words with which the member of staff responded.
· If marks or injuries are observed, these are recorded on a body diagram on a pre existing form.
Decision making (all categories of abuse)
· The designated safeguarding lead makes a professional judgement about referring to other agencies, including Social Care using the Local Safeguarding Partnership (LSP) threshold document:
· Level 1: Child’s needs are being met. Universal support.
· Level 2: Universal Plus. Additional professional support is needed to meet child’s needs. 
· Level 3: Universal Partnership Plus. Targeted Early Help. Coordinated response needed to address multiple or complex problems.
· Level 4: Specialist/Statutory intervention required. Children in acute need, likely to be experiencing, or at risk of experiencing significant harm.
· Staff are alert to indicators that a family may benefit from early help services and should discuss this with the designated safeguarding lead, also completing a disclosure and concern form if they have not already done so.
· We will follow local procedures published by the LSCP. https://ciossafeguarding.org.uk/scp/p/our-policies-and-procedures/policy 
https://ciossafeguarding.org.uk/assets/1/resolving-preofessional-differences-and-flowchart.pdf 

Seeking consent from parents/carers to share information before making a referral for early help (Tier 2/3)
Parents/carers are made aware of the setting’s Privacy Notice which explains the circumstances under which information about their child will be shared with other agencies. When a referral for early help is necessary, the designated safeguarding lead must always seek consent from the child’s parents to share information with the relevant agency. 
· If consent is sought and withheld and there are concerns that a child may become at risk of significant harm without early intervention, there may be sufficient grounds to over-ride a parental decision to withhold consent.
· If a parent/carer withholds consent, this information is included on any referral that is made to the local authority. In these circumstances a parent should still be told that the referral is being made beforehand (unless to do so may place a child at risk of harm).
*Tier 2: Children with additional needs, who may be vulnerable and showing early signs of abuse and/or neglect; their needs are not clear, not known or not being met. Tier 3: Children with complex multiple needs, requiring specialist services in order to achieve or maintain a satisfactory level of health or development or to prevent significant impairment of their health and development and/or who are disabled.
Informing parents/carers when making a child protection referral
In most circumstances consent will not be required to make a child protection referral, because even if consent is refused, there is still a professional duty to act upon concerns and make a referral. When a child protection referral has been made, the designated safeguarding lead contacts the parents/carers (only if agreed with social care) to inform them that a referral has been made, indicating the concerns that have been raised, unless social care advises that the parent/carer should not be contacted until such time as their investigation, or the police investigation, is concluded. Parents/carers are not informed prior to making a referral if:
· there is a possibility that a child may be put at risk of harm by discussion with a parent/carer, or if a serious offence may have been committed, as it is important that any potential police investigation is not jeopardised
· there are potential concerns about sexual abuse, fabricated illness, FGM or forced marriage
· contacting the parent/carer puts another person at risk; situations where one parent may be at risk of harm, e.g. abuse; situations where it has not been possible to contact parents/carers to seek their consent may cause delay to the referral being made
The designated safeguarding lead makes a professional judgment regarding whether consent (from a parent/carer) should be sought before making a child protection referral as described above. They record their decision about informing or not informing parents along with an explanation for this decision. Advice will be sought from the appropriate children’s social work team if there is any doubt. 
Referring 
· The designated safeguarding lead or back-up follows our LSP procedures for making a referral. 
· If the designated safeguarding lead or Deputy DSL is not on site, the most senior member of staff present takes responsibility for making the referral to social care.
· If a child is believed to be in immediate danger, or an incident occurs at the end of the session and staff are concerned about the child going home that day, then the Police and/or social care are contacted immediately.
· If the child is ‘safe’ because they are still in the setting, and there is time to do so, the senior member of staff contacts the setting’s designated officer for support.
· Arrangements for cover (as above) when the designated safeguarding lead and back-up designated safeguarding lead are not on-site are agreed in advance by the setting manager and clearly communicated to all staff.
Further recording
· Information is recorded using CPOMS once concerns and disclosure forms are completed. Discussion with parents/carers and any further discussion with social care is recorded. If recording a conversation with parents/carers that is significant, regarding the incident or a related issue, parents/carers are asked to sign and date it a record of the conversation. It should be clearly recorded what action was taken, what the outcome was and any follow-up.
· If a referral was made, copies of all documents are kept and stored securely and confidentially (including copies) in the child’s safeguarding file, and on CPOMS. 
· Each member of staff/volunteer who has witnessed an incident or disclosure should also make a written statement on Concerns and Disclosure form. 
· The referral is recorded on Concerns and Disclosure form.
· Follow up phone calls to or from social care are recorded in the child’s file; with date, time, the name of the social care worker and what was said.
· Safeguarding records are kept up to date and made available for confidential access by the designated officer to allow continuity of support during closures or holiday periods. 
Reporting a serious child protection incident
· The designated safeguarding lead is responsible for reporting to the designated officer and seeking advice if required prior to making a referral as described above.
· For child protection concerns at Tier 3 and 4 it will be necessary for the designated safeguarding lead to complete relevant forms. 
· Further briefings are sent to the designated officer when updates are received until the issue is concluded.
Tier 3: Children with complex multiple needs, requiring specialist services in order to achieve or maintain a satisfactory level of health or development or to prevent significant impairment of their health and development and/or who are disabled. Tier 4: Children in acute need, who are suffering or are likely to suffer significant harm.
Professional disagreement/escalation process
· If a member of staff disagrees with a decision made by the designated safeguarding lead not to make a referral to social care they must initially discuss and try to resolve, it with them.
· If the disagreement cannot be resolved with the designated safeguarding lead and the member of staff continues to feel a safeguarding referral is required, then they discuss this with the designated officer.
· If issues cannot be resolved the whistle-blowing policy should be used, as set out below.
· Supervision sessions are also used to discuss concerns, but this must not delay making safeguarding referrals. 
Whistleblowing
The whistle blowing procedure must be followed in the first instance if:
· a criminal offence has been committed, is being committed or is likely to be committed
· a person has failed, is failing or is likely to fail to comply with any legal obligation to which he or she is subject. This includes non-compliance with policies and procedures, breaches of EYFS and/or registration requirements
· an injustice has occurred, is occurring or is likely to occur
· the health and safety of any individual has been, is being or is likely to be endangered
· the working environment has been, is being or is likely to be damaged
· that information tending to show any matter falling within any one of the preceding clauses has been, is being or is likely to be deliberately concealed
There are 3 stages to raising concerns as follows:
1. If staff wish to raise or discuss any issues which might fall into the above categories, they should normally raise this issue with the manager/designated safeguarding lead. 
2. Staff who are unable to raise the issue with the manager/designated safeguarding lead should raise the issue with the Directors and Trustees. 
3. If staff are still concerned after the investigation, or the matter is so serious that they cannot discuss it with a line manager, they should raise the matter with Jan Allen. 

After a concern has been raised, the manager/ Assistant Manager will decide how to respond in a reasonable and appropriate manner. Normally this will involve making internal enquires first, but it may be necessary to carry out an investigation. 
Whilst it is hoped that such disclosures will never be necessary, the settings management recognises that it may find itself in circumstances which are new to it. Each case will be treated on its own merits.
Managers’ responsibilities 
The Manager/assistant manager will:
• ensure that concerns raised are taken seriously.
• treat the matter in confidence, within the parameters of the case;
• where appropriate, investigate properly and make an objective assessment of the concern;
• keep the person raising the concern updated with progress, without breaching confidentiality;
• ensure that the action necessary to resolve a concern is taken;
• take appropriate steps to ensure that the employee’s working environment and/or working relationship is/are not prejudiced by the fact of disclosure.
If an issue cannot be resolved and the member of staff believes a child remains at risk because the setting or the local authority have not responded appropriately, the NSPCC have introduced a whistle-blowing helpline 0800 028 0285 for professionals who believe that:
· their own or another employer will cover up the concern
· they will be treated unfairly by their own employer for complaining
· if they have already told their own employer and they have not responded

Signs and Indicators of Abuse 
A more comprehensive list will be considered within staff training however this will give staff some indication of what to look out for. Although these signs do not necessarily indicate that a child has been abused, they may help staff recognise that something is wrong. 

If you have any concerns you must pass these to your DSL immediately. 

Physical Abuse 
Most children will collect cuts and bruises and injuries, and these should always be interpreted in the context of the child’s medical/social history, developmental stage and the explanation given. Most accidental bruises are seen over bony parts of the body, e.g. elbows, knees, shins, and are often on the front of the body. Some children, however, will have bruising that is more than likely inflicted rather than accidental. Important indicators of physical abuse are bruises or injuries that are either unexplained or inconsistent with the explanation given; these can often be visible on the ‘soft’ parts of the body where accidental injuries are unlikely, e g, cheeks, abdomen, back and buttocks. Occasionally a ‘pattern’ may be seen e.g. fingertip or hand mark. 
A delay in seeking medical treatment when it is obviously necessary is also a cause for concern. 

The physical signs of abuse may include: 
· Unexplained bruising, marks or injuries on any part of the body. 
· Multiple bruises- in clusters, often on the upper arm, outside of the thigh. 
· Cigarette burns. 
· Human bite marks. 
· Broken bones. 
· Burns- shape of burn, uncommon sites, friction burn Changes in behaviour that can also indicate physical abuse: 
· Fear of parents being approached for an explanation. 
· Aggressive behaviour or severe temper outbursts. 
· Flinching when approached or touched. 
· Reluctance to get changed, for example in hot weather. 
· Depression. 
· Withdrawn behaviour. 
· Running away from home. 

Neglect 
It can be difficult to recognise neglect, however its effects can be long term and damaging for children. It is also impossible to recognize that aspects of neglect can be very subjective. We may need to challenge ourselves and others and remember that people can have different values and 35 that there will be differences in how children are cared for which may be based on faith or cultural issues that our different to ours. In respecting these differences, we must not be afraid to raise our concerns if we believe the care being given to the child may be impacting on its safety and welfare. 

The physical signs of neglect may include: 
· Being constantly dirty or ‘smelly’. 
· Constant hunger, sometimes stealing food from other children. 
· Losing weight, or being constantly underweight (obesity may be a neglect issue as well). 
· Inappropriate or dirty clothing. 
· Neglect may be indicated by changes in behaviour which may include: 
· Mentioning being left alone or unsupervised. 
· Not having many friends. 
· Complaining of being tired all the time. 
· Not requesting medical assistance and/or failing to attend appointments 

Emotional Abuse 
Emotional abuse can be difficult to identify as there are often no outward physical signs. 
Indications may be a developmental delay due to a failure to thrive (also known as faltering growth) and grow, however, children who appear well-cared for may nevertheless be emotionally abused by being taunted, put down or belittled. They may receive little or no love, affection or attention from their parents or carers. Emotional abuse can also take the form of children not being allowed to mix or play with other children. 

Changes in behaviour which can indicate emotional abuse include: 
· Neurotic/anxious behaviour e.g. sulking, hair twisting, rocking. 
· Being unable to play. 
· Fear of making mistakes. 
· Sudden speech disorders. 
· Self-harm. 
· Fear of parent being approached regarding their behaviour.
· Development delay in terms of emotional progress. 
· Overreaction to mistakes. 

Sexual Abuse 
It is recognised that there is underreporting of sexual abuse within the family. All Staff and Trustees at Kea Preschool should play a crucial role in identifying/reporting any concerns that they may have through, for example, the observation and play of younger children and understanding the indicators of behaviour in older children which may be underlining of such abuse. 
 All Staff and Governors should be aware that adults, who may be men, women or other children, who use children to meet their own sexual needs abuse both girls and boys of all ages. 
Indications of sexual abuse may be physical or from the child’s behaviour. In all cases, children who tell about sexual abuse do so because they want it to stop. It is important, therefore, that they are listened to and taken seriously. 

The physical signs of sexual abuse may include:  

· Pain or itching in the genital area.
· Bruising or bleeding near genital area.
· Sexually transmitted disease.
· Stomach pains.
· Discomfort when walking or sitting down.

Changes in behaviour which can also indicate sexual abuse include:  
Sudden or unexplained changes in behaviour e.g. becoming aggressive or withdrawn.
  Fear of being left with a specific person or group of people.
  Sexual knowledge which is beyond their age, or developmental level.
  Sexual drawings or language
  Eating problems such as overeating or anorexia.
  Self-harm or mutilation, sometimes leading to suicide attempts.
  Saying they have secrets they cannot tell anyone about.
  Acting in a sexually explicit way towards adults.
Note: A child may be subjected to a combination of different kinds of abuse. It is also possible that a child may show no outward signs and hide what is happening from everyone. 

Child Sexual Exploitation (CSE) and Child Criminal Exploitation (CCE) 
Different forms of abuse can often overlap and perpetrators may subject children to may forms of abuse Many aspects of CSE take place online so it may be difficult to identify this within preschool. The behaviours also need to be considered within the context of the child’s age and stage of development. As they get older this may be more difficult to identify. However, abuse indicators may include:  
Children talking about having lots of ‘friends’ online whom when asked the do not know personally 
 Associate with other children involved in exploitation
· Disengagement from education
· Using drugs or alcohol
· Unexplained gifts/money
· Repeat concerns about sexual health
· Children who suffer from sexually transmitted disease or are pregnant
· Suffer from changes in emotional wellbeing
· Talking about physically meeting up with someone they met online
· Posting lots of images of themselves online
· Going missing or regularly coming home late
· Talking about friendships with older young people/adults
· Children who have older girlfriends/boyfriends
· Engagement with offending
· Exclusion or unexplained absences from preschool
· Isolation from peers/social network
· Frequently in the company of older people – association with ‘risky’ adults
· Accepting lifts or being picked up in vehicles
· Physical injury without plausible explanation
· No parental supervision/monitoring of online activity
· Poor school attendance
· Secretive behaviour
· Self-harm or significant changes in emotional well-being
· Concerning use of internet or other social media
· Returning home late
· Chronic tiredness.

County Lines
County Lines is a form of criminal exploitation where urban gangs persuade, coerce or force children and young people to store drugs and money and or/transport them to Surburban areas, market towns and coastal towns. It is against the law and is a form of child abuse. 

Cuckooing (Termed by the police) is a type of criminal exploitation in which a drug dealer will take over somebody’s home to use as a base for country lines drug trafficking.

Criminals often target vulnerable people to target, victims may often have drug and or mental health issues, single parents and those living in poverty. Coercion, intimidation, violence (including sexual violence) and weapons are often used. Cuckooing will often take place in a multi- occupancy or social housing property.  

Indicators may include:  
· Have been the victim or perpetrator of serious violence (e.g knife crime) 
· Go missing and are subsequently found in areas away from their home

· Are involved in receiving request for drugs via phone line, moving drugs, handing over
 and collecting money for drugs  
· avoid detection  or ‘cuckooing’ or hotel room where there is drug activity  
· Owe a ‘debt bond’ to their exploiters

Prevent Duty 
In Line with section 26 of the counter terrorism and security act (2015) we understand the importance of staff members being able to recognise and identify vulnerable children and to have “due regard to the need to prevent people from being drawn into terrorism”. 
We recognise the importance of protecting children from the risk of radicalisation and promoting British values in the same way we would protect and safeguard children from any other abuse. 

We will ensure all staff members are able to notice changes in children’s behaviour as we would do with any kind of safeguarding matter as there is no single way of being able to identify a child who is at risk of being venerable or susceptible to radicalisation/extremism. 

Regular reviews on our e-safety policy and use of mobile phones and internet policy are carried out as we recognise the increased risk of online radicalisation. 

All staff members are also aware of the appropriate time to make a referral to the “Channel Programme” 
 

Female genital mutilation (FGM)
Staff should be alert to symptoms that would indicate that FGM has occurred, or may be about to occur, and take appropriate safeguarding action. Designated safeguarding leads will contact the police immediately as well as refer to children’s services local authority social work if they believe that FGM may be about to occur.
It is illegal to undertake FGM or to assist anyone to enable them to practice FGM under the Female Genital Mutilation Act 2003, it is an offence for a UK national or permanent UK resident to perform FGM in the UK or overseas. The practice is medically unnecessary and poses serious health risks to girls. FGM is mostly carried out on girls between the ages of 0-15, statistics indicate that in half of countries who practise FGM girls were cut before the age of 5. LSP guidance must be followed in relation to FGM, and the designated person is informed regarding specific risks relating to the culture and ethnicity of children who may be attending their setting and shares this knowledge with staff.
Symptoms of FGM in very young girls may include difficulty walking, sitting or standing; painful urination and/or urinary tract infection; urinary retention; evidence of surgery; changes to nappy changing or toileting routines; injury to adjacent tissues; spends longer than normal in the bathroom or toilet; unusual and /or changed behaviour after an absence from the setting (including increased anxiety around adults or unwillingness to talk about home experiences or family holidays); parents are reluctant to allow child to undergo normal medical examinations; if an older sibling has undergone the procedure a younger sibling may be at risk; discussion about plans for an extended family holiday
Further guidance
NSPCC 24-hour FGM helpline: 0800 028 3550 or email fgmhelp@nspcc.org.uk
Government help and advice: www.gov.uk/female-genital-mutilation
 Important Signs & Symptoms to look out for if you suspect the child has had FGM 

· Child regularly attends GP appointments, has frequent Urinary Tract Infections (UTI’S) 
· Increased emotional and physiological needs e.g. withdrawals, depression, or significant changes in behaviour. 
· Child talks about pain/discomfort between legs 
· Child has difficulty walking, sitting for extended periods of time- which was not a problem previously

Witchcraft 
Child abuse linked to faith or belief (CALFB) occurs across the country and can happen in families when there is a concept of belief in: 
· Witchcraft and spirit possession, demons or the devil acting through children or leading them astray (traditionally seen in some Christian beliefs) 
· The evil eye or djinns (traditionally known in some Islamic faiths) and dakini (in the hindu context) 
· Ritual or multi murders where the killing of children is believed to bring supernatural benefits, or use of their body parts is believed to produce potent magical remedies. 
· Use of belief in magic or witchcraft to create fear in children to make them more compliant when they are being trafficked for domestic slavery or sexual exploitation. 

Families and children can be deeply worried by the evil forces, and abuse often occurs when an attempt is made to “exorcise” and “deliver” the child. 

Reasons for the child being identified as “different” may be disobedient or independent nature, bet wetting, nightmares, or illness. Attempts to “exorcise” the child may include but are not limited to; beating, burning, starvation, cutting or stabbing.  


Fabricated Illness 
Fabricated or induced illness (FII) is a rare form of child abuse. It occurs when a parent or carer exaggerates or deliberately causes symptoms of illness in the child. (NHS)   
FII was previously known as “Munchausen’s Syndrome by proxy” (not to be confused with “Munchausen’s Syndrome, where a person pretends to be ill or causes illness of injury to themselves). 

The following is a list of some of the behaviours exhibited by carers, which can be associated with fabricating or inducing illness in a child; 

· Inducing symptoms in children by administering medication or other substances, or by intentional suffocation 
· Interfering with treatments by overdosing with medication, not administering them or interfering with medical equipment such as infusion lines and feeding apparatus 
· Claiming the child has symptoms which are unverifiable unless observed directly, such as pain, frequency of passing urine, vomiting or fits, causing professionals to undertake investigations and treatments which may be invasive, are unnecessary and therefore are harmful and possibly dangerous 
· Obtaining specialist treatments or equipment for children who do not require them 
· Falsifying test results and observation charts 
· Alleging unfounded psychological illness in a child 

Carers may be observed to be intensely involved with their children, never taking a much-needed break nor allowing anyone else (either family members or professionals) to undertake any of their child’s care, others may spend little time interacting with their child. 
A key professional skill is to distinguish between a very anxious carer who may be responding in a reasonable way to an extremely sick child, and those who exhibit abnormal behaviour. 

Staff should be alert to the possibility of FII when a child; 
· Has frequent and unexplained absences 
· Is frequently unwell and parents repeatedly claim that he/she requires medical attention for symptoms which, when described, are vague in nature, difficult to diagnose and which carers have not themselves noticed e.g. headache, tummy aches, dizzy spells, blank episodes etc 

Children and young people vulnerable to extremism or radicalisation 
Early years settings, schools and local authorities have a duty to identify and respond appropriately to concerns of any child or adult at risk of being drawn into terrorism. LSP’s have procedures which cover how professionals should respond to concerns that children or young people may be at risk of being influenced by or being made vulnerable by the risks of extremism. 
There are potential safeguarding implications for children and young people who have close or extended family or friendship networks linked to involvement in extremism or terrorism. 
· The designated safeguarding lead is required to familiarise themselves with LSP procedures, as well as online guidance including:
· Channel Duty guidance: Protecting people vulnerable to being drawn into terrorism www.gov.uk/government/publications/channel-and-prevent-multi-agency-panel-pmap-guidance
· Prevent Strategy (HMG 2011) www.gov.uk/government/publications/prevent-strategy-2011
· The prevent duty: for schools and childcare providers www.gov.uk/government/publications/protecting-children-from-radicalisation-the-prevent-duty
· The designated safeguarding lead will follow LSP guidance in relation to how to respond to concerns regarding extremism and ensure that staff know how to identify and raise any concerns in relation to this with them.
· The designated safeguarding lead knows how to refer concerns about risks of extremism/radicalisation to their LSP safeguarding team or the Channel panel, as appropriate.
· The designated safeguarding lead ensures that they and all other staff working with children and young people understand how to recognise that someone may be at risk of violent extremism.
· The designated safeguarding lead also ensures that all staff are aware of their responsibilities with regard to equality and inclusion and children’s rights. If available in the area, the designated safeguarding lead completes WRAP (or equivalent) training and support staff to access the training as offered by local authorities. WRAP training covers local arrangements for dealing with concerns that a child may be at risk of extremism and/or radicalisation. 
· The designated safeguarding understands the perceived terrorism risks in relation to the area that they deliver services in.


Parental consent for radicalisation referrals
LSP procedures are followed in relation to whether parental consent is necessary prior to making a referral about a concern that a child or adult may be at risk of being drawn into terrorism. It is good practice to seek the consent of the person, or for very young children, the consent of their parent/carer prior to making a referral, but it is not a requirement to seek consent before referring a concern regarding possible involvement in extremism or terrorism if it may put a child at risk, or if an offence may have been or may be committed. Advice will be sought from managers and local agencies responsible for safeguarding, as to whether consent should be sought on a case-by-case basis. Designated safeguarding leads are mindful that discussion regarding potential referral due to concerns may be upsetting for the subject of the referral and their family. Initial advice regarding whether an incident meets a threshold for referral is sought from the relevant local agency without specific details such as names of the family being given in certain circumstances.
Consent is required prior to any individual engaging with a Channel intervention. Consent is usually sought by Channel partners, but LSP procedures should be followed regarding this.
If there is a concern that a person is already involved in terrorist activity this must be reported to the Anti-Terrorist Hot Line 0800 789 321-Text/phone 0800 0324 539. Police can be contacted on 101.
Concerns about children affected by gang activity/serious youth violence
Educators should be aware that children can be put at risk by gang activity, both through participation in and as victims of gang violence. Whilst young children will be very unlikely to become involved in gang activity they may potentially be put at risk by the involvement of others in their household in gangs, such as an adult sibling or a parent/carer. Designated safeguarding leads are familiar with their LSP guidance and procedures in relation to safeguarding children affected by gang activity and ensure this is followed where relevant.

Human Trafficking and Modern slavery 
Child trafficking and modern slavery is becoming a more frequent form of child abuse. Children are recruited, moved, transported, and then exploited, forced to work or are sold on.  For an adult or child to have been a victim of human trafficking there must have been: 
· Action- recruitment, transportation, transfer etc 
· Means- threat or use of force, coercion, abduction, abuse of power/vulnerability. 
· Purpose- sexual exploitation, forced labour or domestic servitude, slavery, financial exploitation, illegal adoption, removal of organs. 

Toxic Trio 
The ‘toxic trio’ is made up of three issues: 
· Domestic abuse
· Mental ill-health, 
· The Children’s Commissioner reported in 2018 that 100,000 children in England were in a household where one adult faces all three ‘toxic trio’ issues to a severe extent, and 420,000 children were in a household where one adult faces all three to a moderate/severe extent. 
· One reason why these issues often co-exist is that a parent misusing drugs, or alcohol is more likely to be in a relationship where domestic abuse occurs – those who misuse drugs or alcohol have a greater chance of experiencing mental ill-health. Conversely, adults with mental health problems are more likely to abuse drugs or alcohol; there are many different situations that could lead to all three of the toxic trio arising. 
· It is important to be aware of the toxic trio, because it is viewed as a key indicator of increased risk of harm to children and young people. Studies such as Brandon et al. (2012) have shown that, in 86% of incidents where children were seriously harmed or died, one or more of the trios played a significant role – similar findings are reported inside Botham et al. (2016). 

Forced marriage/Honour based violence
Forced marriage is a marriage in which one or both spouses do not consent to the marriage but are forced into it. Duress can include physical, psychological, financial, sexual and emotional pressure. In the cases of some vulnerable adults who lack the capacity to consent coercion is not required for a marriage to be forced. A forced marriage is distinct from an arranged marriage. An arranged marriage may have family involvement in arranging the marriages, but crucially the choice of whether to accept the arrangement remains with the prospective spouses. 
Forced marriage became criminalised in 2014. There are also civil powers for example a Forced Marriage Protection Order to protect both children and adults at risk of forced marriage and offers protection for those who have already been forced into marriage. 
Risks in relation to forced marriage are high and it is important that educators ensure that anyone at risk of forced marriage is not put in further danger. If someone is believed to be at risk it is helpful to get as much practical information as possible, bearing in mind the need for absolute discretion, information that can be helpful will include things likes, names, addresses, passport numbers, national insurance numbers, details of travel arrangements, dates and location of any proposed wedding, names and dates of birth of prospective spouses, details of where and with whom they may be staying etc. Forced marriage can be linked to honour-based violence, which includes assault, imprisonment and murder. Honour based violence can be used to punish an individual for undermining what the family or community believes to be the correct code of behaviour.
In an emergency police should be contacted on 999. 
Forced Marriage Unit can be contacted either by professionals or by potential victims seeking advice in relation to their concerns. The contact details are below.
· Telephone: +44 (0) 20 7008 0151
· Email: fmu@fco.gov.uk
· Email for outreach work: fmuoutreach@fco.gov.uk

It is important to be alert to signs/ symptoms, distress and indications of such abuse: 
· Self harm 
· Absence from preschool
· Changes in how they dress/act 
· Visible injuries 

Further guidance
Multi-agency practice guidelines: Handling cases of Forced Marriage (HMG 2014) https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/322307/HMG_MULTI_AGENCY_PRACTICE_GUIDELINES_v1_180614_FINAL.pdf
Developing an effective safeguarding culture in early years education  (Alliance Publication)
Legal framework

Primary legislation
· Children Act (1989 s47)
· Protection of Children Act (1999)
· The Children Act (2004 s11) 
· Children and Social Work Act 2017
· Safeguarding Vulnerable Groups Act (2006)
· Childcare Act (2006)
· Child Safeguarding Practice Review and Relevant Agency (England) Regulations 2018
· Keeping Children Safe in Education for Schools and colleges September 2022

Secondary legislation
· Sexual Offences Act (2003)
· Criminal Justice and Court Services Act (2000)
· Equality Act (2010)
· General Data Protection Regulations (GDPR) (2018)
· Childcare (Disqualification) Regulations (2009)
· Children and Families Act (2014)
· Care Act (2014)
· Serious Crime Act (2015)

Further guidance

· Working Together to Safeguard Children https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
· What to do if you’re Worried a Child is Being Abused (HMG, 2015) https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/419604/What_to_do_if_you_re_worried_a_child_is_being_abused.pdf
· Framework for the Assessment of Children in Need and their Families (DoH 2000)
· The Common Assessment Framework for Children and Young People: A Guide for Practitioners 
(CWDC 2010)
· Statutory guidance on making arrangements to safeguard and promote the welfare of children under section 11 of the Children Act 2004 (HMG 2008)
· Hidden Harm – Responding to the Needs of Children of Problem Drug Users (ACMD, 2003)
· Information Sharing: Advice for Practitioners providing Safeguarding Services (DfE 2018)
· Disclosure and Barring Service: www.gov.uk/disclosure-barring-service-check
· Revised Prevent Duty Guidance for England and Wales (HMG, 2015)
· Inspecting Safeguarding in Early Years, Education and Skills Settings, (Ofsted, 2016)
· Keeping Children Safe 2022 file:///C:/Users/Kea%20Pre%20School/Downloads/Keeping_children_safe_in_education_2022%20(2).pdf 
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