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From London Safeguarding Children Board Child Protection Procedures ….
Recognition of abuse and neglect

4.3.1
The factors described below are frequently found in cases of child abuse or neglect. Their presence is not proof that abuse has occurred, but:

· Must be regarded as indicators of the possibility of significant harm; 

· Indicates a need for careful assessment and discussion with the agency’s nominated child protection person;

· May require consultation with and/or referral to the LA children’s social care and / or the police.

4.3.2
The absence of such indicators does not mean that abuse or neglect has not occurred.

4.3.3
In an abusive relationship the child may:

· Appear frightened of the parent;

· Act in a way that is inappropriate to their age and development.

4.3.4
The parent may:

· Persistently avoid routine child health services and/or treatment when the child is ill;

· Have unrealistic expectations of the child;

· Frequently complain about / to the child and may fail to provide attention or praise (high criticism / low warmth environment);

· Be absent or leave the child with inappropriate carers;

· Have mental health problems which they do not appear to be managing;

· Be misusing substances;

· Persistently refuse to allow access on home visits;

· Persistently avoid contact with services or delay the start or continuation of treatment;

· Be involved in domestic violence;

· Fail to ensure the child receives an appropriate education.

4.3.5
Professionals should be aware of the potential risk of harm to children when individuals (adults or children), previously known or suspected to have abused children, move into the household.
Recognising physical abuse

4.3.6
The following are often regarded as indicators of concern:

· An explanation which is inconsistent with an injury;

· Several different explanations provided for an injury;

· Unexplained delay in seeking treatment;

· The parent/s are uninterested or undisturbed by an accident or injury;

· Parents are absent without good reason when their child is presented for treatment;

· Repeated presentation of minor injuries (which may represent a ‘cry for help’ and if ignored could lead to a more serious injury);

· Frequent use of different doctors and accident and emergency  departments;

· Reluctance to give information or mention previous injuries.

Bruising

4.3.7
Children can have accidental bruising, but the following must be considered as indicators of harm unless there is evidence or an adequate explanation provided. Only a paediatric view around such explanations will be sufficient to dispel concerns listed below: 

· Any bruising to a pre-crawling or pre-walking baby;

· Bruising in or around the mouth, particularly in small babies which may indicate force feeding;

· Two simultaneous bruised eyes, without bruising to the forehead, (rarely accidental, though a single bruised eye can be accidental or abusive);

· Repeated or multiple bruising on the head or on sites unlikely to be injured accidentally;

· Variation in colour possibly indicating injuries caused at different times;

· The outline of an object used (e.g. belt marks, hand prints or a hair brush);

· Bruising or tears around, or behind, the earlobe/s indicating injury by pulling or twisting;

· Bruising around the face;

· Grasp marks on small children;

· Bruising on the arms, buttocks and thighs may be an indicator of sexual abuse.

Bite marks

4.3.8
Bite marks can leave clear impressions of the teeth. Human bite marks are oval or crescent shaped. Those over 3cm in diameter are more likely to have been caused by an adult or older child. 

4.3.9
A medical opinion should be sought where there is any doubt over the origin of the bite.

Burns and scalds

4.3.10
It can be difficult to distinguish between accidental and non- accidental burns and scalds, and will always require experienced medical opinion. Any burn with a clear outline may be suspicious, e.g:

· Circular burns from cigarettes (but may be friction burns if along the bony protuberance of the spine);

· Linear burns from hot metal rods or electrical fire elements;

· Burns of uniform depth over a large area;

· Scalds that have a line indicating immersion or poured liquid (a child getting into hot water of its own accord will struggle to get out and cause splash marks);

· Old scars indicating previous burns / scalds which did not have appropriate treatment or adequate explanation.
4.3.11
Scalds to the buttocks of a small child, particularly in the absence of burns to the feet, are indicative of dipping into a hot liquid or bath.

Fractures

4.3.12
Fractures may cause pain, swelling and discolouration over a bone or joint, and loss of function in the limb or joint.

4.3.13
Non-mobile children rarely sustain fractures.

4.3.14
There are grounds for concern if:

· The history provided is vague, non-existent or inconsistent with the fracture type;

· There are associated old fractures;

· Medical attention is sought after a period of delay when the fracture has caused symptoms such as swelling, pain or loss of movement;

· There is an unexplained fracture in the first year of life. 

Scars 

4.3.15
A large number of scars or scars of different sizes or ages, or on different parts of the body, may suggest abuse.

Recognising emotional abuse

4.3.16
Emotional abuse may be difficult to recognise, as the signs are usually behavioural rather than physical.

4.3.17
The indicators of emotional abuse are often also associated with other forms of abuse. Professionals should therefore be aware that emotional abuse might also indicate the presence of other kinds of abuse.

4.3.18
The following may be indicators of emotional abuse:

· Developmental delay;

· Abnormal attachment between a child and parent (e.g. anxious, indiscriminate or no attachment);

· Indiscriminate attachment or failure to attach;

· Aggressive behaviour towards others;

· Appeasing behaviour towards others;

· Scapegoated within the family;

· Frozen watchfulness, particularly in pre-school children;

· Low self esteem and lack of confidence;

· Withdrawn or seen as a ‘loner’ – difficulty relating to others.

Recognising sexual abuse

4.3.19
Sexual abuse can be very difficult to recognise and reporting sexual abuse can be an extremely traumatic experience for a child. Therefore both identification and disclosure rates are deceptively low. 

4.3.20
Boys and girls of all ages may be sexually abused and are frequently scared to say anything due to guilt and / or fear. According to a recent study
 three-quarters (72%) of sexually abused children did not tell anyone about the abuse at the time. Twenty-seven percent of the children told someone later, and around a third (31%) still had not told anyone about their experience/s by early adulthood.
4.3.21
If a child makes an allegation of sexual abuse, it is very important that they are taken seriously. Allegations can often initially be indirect as the child tests the professional’s response. There may be no physical signs and indications are likely to be emotional / behavioural. 

4.3.22
Behavioural indicators which may help professionals identify child sexual abuse include:

· Inappropriate sexualised conduct; 

· Sexually explicit behaviour, play or conversation, inappropriate to the child’s age; 

· Contact or non-contact sexually harmful behaviour;

· Continual and inappropriate or excessive masturbation;

· Self-harm (including eating disorder), self mutilation and suicide attempts;

· Involvement in sexual exploitation or indiscriminate choice of sexual partners;

· An anxious unwillingness to remove clothes for e.g. sports events (but this may be related to cultural norms or physical difficulties).

4.3.23
Physical indicators associated with child sexual abuse include:

· Pain or itching of genital area;

· Blood on underclothes;

· Pregnancy in a child; 

· Physical symptoms such as injuries to the genital or anal area, bruising to buttocks, abdomen and thighs, sexually transmitted disease, presence of semen on vagina, anus, external genitalia or clothing.

4.3.24
Sex offenders have no common profile, and it is important for professionals to avoid attaching any significance to stereotypes around their background or behaviour. While media interest often focuses on ‘stranger danger’, research indicates that as much as 80 per cent of sexual offending occurs in the context of a known relationship, either family, acquaintance or colleague
.  

Recognising neglect

4.3.25 It is rare that an isolated incident will lead to agencies becoming involved with a neglectful family. Evidence of neglect is built up over a period of time. Professionals should therefore compile a chronology and discuss concerns with any other agencies which may be involved with the family, to establish whether seemingly minor incidents are in fact part of a wider pattern of neglectful parenting. 

4.3.26 When working in areas where poverty and deprivation are commonplace professionals may become desensitised to some of the indicators of neglect. These include:
· Failure by parents or carers to meet essential physical needs (e.g. adequate or appropriate food, clothes, warmth, hygiene and medical or dental care);

· Failure by parents or carers to meet essential emotional needs (e.g. to feel loved and valued, to live in a safe, predictable home environment);

· A child seen to be listless, apathetic and unresponsive with no apparent medical cause;

· Failure of child to grow within normal expected pattern, with accompanying weight loss;

· Child thrives away from home environment;

· Child frequently absent from school;

· Child left with inappropriate carers (e.g. too young, complete strangers);

· Child left with adults who are intoxicated or violent;

· Child abandoned or left alone for excessive periods.

4.3.27 Disabled children and young people can be particularly vulnerable to neglect due to the increased level of care they may require.
4.3.28 Although neglect can be perpetrated consciously as an abusive act by a parent, it is rarely an act of deliberate cruelty. Neglect is usually defined as an omission of care by the child’s parent, often due to one or more unmet needs of their own. These could include domestic violence, mental health issues, learning disabilities, substance misuse, or social isolation / exclusion, this list is not exhaustive. 

While offering support and services to these parents, it is crucial that professionals maintain a clear focus on the needs of the child.

� Cawson et al’s 2000 study for the NSPCC


� Grubin. D (1998).
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