Health, Well-being and Sustainable Development – Reflective Essay
Bassot (2016) argued that critical reflection is an integral part of personal as well as professional development. Reflection provides the opportunity to challenge assumptions and approaches, engage in emotional responses and enable deeper thought processes, in order to gain self-awareness and strive for excellence (Bassot, 2016). For the purpose of this essay, Gibbs’ reflective cycle will be used, regarding my attendance to a level three safeguarding awareness course. Gibbs (1988) developed this model in 1988, which offers a structured framework to reflect on and learn from experiences. This essay will follow Gibbs’ six reflective stages: description, feelings, evaluation, analysis, conclusion and action plan (Gibbs, 1988). 
In November 2019, I undertook a level three safeguarding awareness course in Swansea, taught by a lecturer from Pembrokeshire College over an eight-hour period in one day. This course was undertaken as part of my workplace continuing professional development. Social Care Wales (2018) defined continuing professional development as the planned and ongoing development of professional knowledge and skills, to ensure such are kept up to date with new ideas and best practice, in order to provide high quality care and support. Social Care Wales (2018) suggested my attendance in the training course, as well as attending a conference, networking group or workshop are effective methods in obtaining continuing professional development. 
[bookmark: _Hlk32221639]Prior to the formalities of the course, an informal discussion was encouraged, that enabled participants to get to know one another, which made apparent the differing occupations and reasoning for undertaking such a course. The lecturer made clear expectations and outcomes, as well as expressed that active participation and communication would improve its effectiveness and efficiency. The course began by describing the concept of safeguarding, which has been defined as the protection from neglect or abuse, the prevention of impairment to health or development, and the promotion of well-being (GOV, 2018). It then went on to outline the types, signs and symptoms of neglect and abuse, followed by case studies in which such had occurred. Three case studies were discussed, which highlighted the failures that could have prevented such tragedies. To mitigate failures, my role and responsibilities regarding safeguarding and what to do if neglect or abuse is suspected or disclosed, was outlined with great importance. Recording and reporting timely, accurately and factually was not only outlined as important regarding safeguarding, but with great importance in every part of professional life. Lastly, the course described legislation that embed and enforce safeguarding, which included the Social Services and Well-being (Wales) Act 2014, and Well-being of Future Generations (Wales) Act 2015. 
The course content was presented as a formal power-point presentation. Informal discussions were also undertaken throughout, that expanded on content from personal experiences. Additionally, hand-outs regarding case studies, disclosure, recording and legislation were provided, which can be found in appendix one. To conclude the course, a multiple-choice exam was compulsory, to ensure content was understood and in order to obtain the course qualification. 
Prior to the formalities of the course, the informal discussion made me feel at ease to actively participate and communicate, as well as to expand on content from personal experiences. However, I maintained confidentiality, lawful under the Data Protection Act 2018, which enforces the protection of personal data within the workplace; I abided by this act by not disclosing the name of my workplace, rather the nature and principles of such, I also did not disclose names of the children and young people I support or data that could have detrimental effects (UK Government, 2018). 
Despite feeling at ease throughout the course, I did feel overwhelmed regarding its content. Neglect and four main types of abuse were outlined in detail, which included physical, sexual, emotional and financial, also highlighted by the National Society for the Prevention of Cruelty to Children (NSPCC) (2020); however, the course outlined that neglect and all times of abuse can occur in adulthood as well as childhood. Listening to the signs and symptoms of neglect and abuse, as well as their adverse effects on health, development and well-being, made me feel overwhelmed in a distressful and state of shock way. In addition, the discussion regarding the case studies, in particular the case study of Victoria Climbie, only exacerbated such feelings. Victoria Climbie died in 2000 at eight years old, after being victim of unimaginable neglect and abuse inflicted by family members; such tragedy lead to an inquiry and adaptions to United Kingdom (UK) legislations, in order to mitigate recurrence and strengthen the concept of safeguarding (Laming, 2003). 
On the other hand, the course was effectively structured in that my overwhelming feelings were mitigated when outlining my role and responsibilities regarding safeguarding. My role and responsibilities were outlined in relation to lessons learnt from previous safeguarding failures. Such course content gave me confidence in what to do if neglect or abuse is suspected or disclosed and how to implement the concept of safeguarding into my workplace practice. The course gave me the confidence in how to promote and protect the health, development and well-being of the children and young people I support, as well as how to prevent impairment, neglect and abuse. 
The effective structure in which content was presented could be argued a strength of the course. The structure of the course appeared to be skilfully planned, that enhanced its effectiveness in delivering knowledge. The structure ensured that the pre-determined expectations and outcomes outlined by the lecturer were met. In reflection, I feel the structure of the course was effective as content was presented systematically. To begin with concepts and definitions provided underlining knowledge that underpinned the content throughout. The provision of underlining knowledge assisted in my understanding of the terminology used and why safeguarding is of high importance. Discussing case studies prior to my role and responsibilities enabled contextual learning and justified the way in which safeguarding practice is shaped. Following on to legislation assisted the understanding of my lawful obligations, yet due to my role and responsibilities outlined prior, I felt confident in how to abide by such legislations. 
In addition, the provision of high-quality content was arguably a strength of the course. The content was validated, up to date and evidence based. The power-point presentation and hand-outs included references to where content had been sourced, as well as alternative resources for wider reading and independent learning. The case studies discussed were of a high profile, accessible in the public domain and included the consequences of failures and recommendations. Regarding the content, it could be suggested the course was evidence-based, which allows me to put such into practice. Lishman et al (2014) highlighted the importance of evidence-based practice, as it uses current research to address demands and needs, in order to provide high quality care and support. 
Furthermore, it could be argued that the multiple-choice exam to conclude the course was a strength. This exam ensured I and other participants had gained full knowledge regarding safeguarding, as well as that content is put into practice skilfully and safely. Although Sadeghi and Rahmati (2017) argued that this type of exam creates a barrier for reliability and validity, in reflection, I feel the purpose of the exam was effective, and I am grateful to have passed. I feel this achievement was made accessible due to my prior experience and skills in undertaking exams. I feel the anxiety and stress of undertaking an exam, highlighted by Pradhan, Mendinca and Kar (2014), Yusefzadeh, Iranagh and Nabilou (2019), was alleviated by my knowledgeable expectations and coping mechanisms, that assisted in my focus, attention, decision-making and predominantly in my successful performance. 
On the other hand, one weakness of the course was apparent. The course was undertaken within one day, arguably a weakness due to time constraints. Halton, Powell and Scanlon (2015) highlighted that time constraints are a significant barrier in undertaking continuing professional development, either due to demanding workplace commitments or the prior experience of an ineffective or irrelevant course. Although I feel knowledgeable and confident, I feel eight hours was restrictive as content could have been explored further, consequently expanding my knowledge and skills. In reflection, I feel the concept of health, development and well-being throughout different life stages could have been explored further, for example the differences in childhood than adulthood. The positive impact effective safeguarding practice has on health, development and well-being could have then been explored further. Case studies could have also been explored further than just in the hand-outs, exploring the failures of differing agencies involved. Similarly, legislation could have been explored further than just in the hand-outs, to provide an overall understanding of their principles and purposes. Arguably, this weakness could be rectified, and such suggestions of further exploration could be implemented by extended the safeguarding course to two days than just one. 
In comparison to a Paediatric first aid course I undertook in July 2019 over a two-day period, the benefits to health both have I feel were unequally presented; both safeguarding, and first aid have detrimental effects to health, with death highlighted as a result of failing either. I feel that safeguarding should be presented with equal importance as first aid. However, I feel fortunate that my knowledge regarding safeguarding has not solely derived from undertaking this course. I have learnt of safeguarding and leadership or management failures in such when undertaking a BTEC National Diploma in childcare, an access course to social care and in my current health management degree. According to Brod et al (2016) a new experience that correlates with existing knowledge is associated with successful memory formulations, that makes such remembered with ease; an advantage I feel I have as my knowledge is developing from prior and current learning regarding safeguarding.  
To conclude, in reflection I have learnt a great deal from undertaking this course. Professionally, I have learnt that undertaking a course is an informative and interactive way of implementing and evidencing continuing professional development. I have learnt the concept of safeguarding and its importance, the differing types of neglect and abuse, how to recognise the signs and symptoms of such, and my role and responsibilities if such is suspected or disclosed. This course also expanded my knowledge of significant UK legislations and how to abide by such in my everyday practice. As well as significant regarding safeguarding, I feel my knowledge of legislations gained from undertaking this course will also assist in my academic development within University. Personally, I have learnt that I am confident in actively participating and communicating in a course-like situation. Pikulina, Renneboog and Tobler (2018) highlighted that self-confidence is also an effective characteristic within in workplace, as it contributes to performance, progression and innovation. Similarly, Thompson (2018) highlighted that this personal characteristic and my effective communication is vital within the workplace, as it contributes to productive teamwork, trustworthy professional relationships, controlling complexities and demands, as well as desirable outcomes. 
Although I feel the strengths of the course outweighed the weaknesses, I could have adapted my own contribution to mitigate its apparent weakness, as well as to improve its effectiveness and efficiency. In reflection, I could have prepared questions prior to mitigate the gaps in my knowledge. Eckerlein et al (2019) highlighted that preparation is valuable in goal setting, motivational processes, self-regulated and effective learning, which arguably would have been valuable in pre-determining the previously identified suggestions of further exploration, that I could have challenged during the course. I could have prepared for the course by revisiting prior safeguarding content, that would have arguably prompted my pre-existing knowledge and such awareness may have also mitigated my overwhelming feelings. Preparing questions that challenged safeguarding and its impact on health, development and well-being, may have not only improved my own experience and development, but also of the other participants. Preparation could be argued an organisational skill that in reflection I need to further develop, which Hill et al (2018) highlighted as a valuable skill in undertaking future courses, within University and my workplace.  
As the safeguarding course I undertook is only valid for two years and requires continual renewal, reflecting on my experience and development can assist in planning future actions. For example, regarding the weakness of the course I will seek one in which is undertaken over a longer period, for further exploration and to suit my developmental processes. Due to the importance of safeguarding outlined in the course, I will ensure to renew such when applicable, as previously mentioned by Social Care Wales (2018) as valuable in keeping up to date with new ideas and best practice. 
In addition, prior to undertaking this course in the future I will prepare questions that may improve its effectiveness and efficiency regarding my own experience. This could be accomplished by researching safeguarding evidence, or as the content of the course has been argued as evidence-based, it could be revisited to prompt pre-existing knowledge in order to challenge the gaps in such. To ensure I am effectively prepared I will further develop my organisations skills. Sarkar et al (2016) suggested that I can accomplish this by transferring the planning strategies, time management and organisational skills I utilise in my academic development within University. 
Furthermore, the knowledge and confidence I have gained from undertaking this course allows me to put such into practice skilfully and safely. I will promote and protect the health, development and well-being of the children and young people I support by providing a person-centred approach. The fundamental principles of such an approach have been highlighted by Teater (2014), McCormack and McCance (2017) as treating each as an individual, tailoring care and support to meet individual needs or abilities, and promoting active involvement in decision-making that will directly affect their health, development and well-being. I will also prevent impairment, neglect or abuse by abiding by UK legislations as well as my workplace policies, and I will enact my role and responsibilities regarding safeguarding by recording and reporting if such is suspected or disclosed timely, accurately, factually and to the assigned safeguarding officer. However, to develop my knowledge further I will utilise the references included on the hand-outs and alternative resources to wider my reading regarding safeguarding and develop my independent learning, in order for my care and support to be of a high quality. 
[bookmark: _GoBack]In conclusion, for the purpose of this essay, Gibbs’ reflective cycle was used regarding my attendance to a level three safeguarding awareness course. This essay began by describing the course content and structure. My feelings during the course, of ease, confidence yet overwhelm were outlined, as well as my feelings following completion of the course. The strengths and weaknesses of the course were evaluated and analysed, with the provision of recommendations for improvement. The course was also compared to a previous course I attended in the months prior. Finally, the course was concluded and planning future actions were outlined in reflection of my experience.  
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Practice case review 3:
Jessica Chapman and Holly Wells

lan Huntley was convicted of the murder of Jessica Chapman and
Holly Wells in Soham 2002. The 10 year olds disappeared and after
an extensive search by police their bodies were found. lan Huntley
was the senior caretaker at a local school and Maxine Carr, Huntley’s
girlfriend, was a teaching assistant at the school the girls attended.

lan Huntley lived in Grimsby before moving to
Soham. He was investigated by the Humberside
Police regarding alleged sexual offences which
took place between August 1995 and 1999 (one
investigation resulted in a rape charge that was
subsequently dropped). Three of these
investigations involved underage girls. None
resulted in a conviction, despite which local police
had begun to regard Huntley as a possible serial
sex offender. Huntley was also charged in
connection with a burglary of a house in Grimsby
in November 1995. The case reached court in
March 1996 and was ordered to lie on file.

In September 2001, Huntley applied for the job of
caretaker at Soham Village College. By this time he
had changed his surname to Nixon, and applied for
the job under that name. He did, however, disclose
on the application form that his previous name had
been Huntley. Despite this, when the form was sent
for checking to the Humberside Police, they only
checked against Nixon — and found nothing. If they
had checked against Huntley, they would have
discovered the burglary charge left on file. The
headteacher of Soham Village College later said that
he would not have employed Huntley as a caretaker
if he had known about the burglary charge, since
one of the school caretaker’s key responsibilities was
to ensure security in the school grounds.

The then Home Secretary subsequently launched
an inquiry into the case. It emerged almost
immediately that the Humberside Police (where all
the alleged offences had taken place) had
destroyed information relating to the previous
allegations against Huntley, on the basis of a belief
that it was unlawful under the Data Protection Act
to hold data regarding allegations which did not

lead to a conviction. This was contradicted by
other police forces who thought it too strict an
interpretation of the Act. The Cambridgeshire
Constabulary was also criticised for failing to
contact Humberside Police during the vetting
procedure.

Recommendations of the Bichard Inquiry Report
included:

« The introduction of a national intelligence system
where information collected which points to
someone posing a threat is shared and acted upon
before that person is employed in a sensitive post.

* Those recruiting staff in schools must be properly
trained in safeguarding.

* There should be stronger, more consistent
vetting including the introduction of a system for
registering those working with children and
vulnerable adults.

« There should be a database of all alleged sexual
offenders involved with children that can be
searched.

¢ Underage sex between 15-year-olds and older
people is not always recognised strongly
enough, so the government should reaffirm its
guidance on this.

* A registration scheme for everyone working with
children or vulnerable adults, which employers
can access. It would show if there was a reason
why someone should not work with children.

Sources: The Independent 23-6-2004;

The Guardian 22-6-2004; Protecting Children
and Young People from Harm and Abuse
(2009) Kirwin Maclean Associates Ltd
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Practice case review 5:

Victoria Climbie

Victoria Climbie was born in November 1991 in the Ivory Coast.

She died in February 2000 in London aged eight. To escape the poverty
of Africa, her parents entrusted her to her great aunt who brought

her to Europe. Victoria was tortured to death by that great-aunt,

Marie Therese Kouao, and the woman’s boyfriend Carl Manning.
Police, doctors, social workers all had contact with her while she

was being abused. She had 128 injuries.

November 1998: Seven-year-old Victoria Adjo
Climbie leaves Abobo in the Ivory Coast to live
with her aunt, Marie-Therese Kouao initially in
Paris. Kouao takes the girl to London after she
is pursued by French authorities over benefit
payments.

April - June 1999: On arrival in England,
Victoria’s name is given as Anna because of the
assumed identity on the false passport used to
get her into Europe. Kouao takes a job as a
hospital cleaner and the pair initially live in a
hostel in north London. Some weeks later Victoria
is on a bus with her aunt when they meet Carl
Manning, the driver, for the first time.

July 1999: Kouao and Victoria, who speaks no
English, move into Carl Manning’s home in
Tottenham, north London. Within days, Victoria
would be suffering abuse at the hands of Carl
Manning. That abuse would lead to her torture
and death.

14 July 1999: Victoria makes her first visit to the
Central Middlesex Hospital after the daughter of
her childminder suspects the girl has non-
accidental injuries. The doctor accepts Kouao's
story that Victoria has inflicted the wounds on
herself by scratching at scabies sores. During this
period, doctors alert child protection authorities as
a precaution. Haringey social worker Lisa
Arthurworrey and PC Karen Jones are assigned to
the case. They later cancel a home visit scheduled
for 4 August after hearing about the scabies.

24 July 1999: Victoria is taken to North Middlesex
Hospital’s casualty department with scalding to her
head and face. Doctors immediately suspect that
the injuries have been deliberately inflicted. Kouao
tells Lisa Arthuworrey and PC Jones that she
poured hot water over Victoria to try and stop her
scratching her scalp. She says that Victoria caused
other injuries with utensils.

6 August 1999: Victoria is discharged from the
hospital and is collected by Kouao after her
explanation for the injuries is accepted by child
protection authorities.

October 1999: Trial evidence reveals that from
October 1999 until the following January, Carl
Manning forces Victoria to sleep in a bin liner in
the bath every night at this flat.

1 November 1999: Kouao tells social workers
that Carl Manning has sexually assaulted Victoria.
She withdraws the accusation the next day.

PC Jones is asked to investigate why but takes
no further action after her letter to Kouao
remains unanswered.

24 February 2000: Victoria is rushed to North
Middlesex Hospital suffering from a combination
of malnutrition and hypothermia. Doctors later
transfer her to an intensive care ward at St Mary’s
Hospital in west London.

25 February 2000: Victoria is declared dead
at 3.15pm at St Mary’s Hospital.
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Practice case review 10: _
Rochdale grooming: ‘Shocking’
failure over sex abuse

A serious case review by the Rochdale Safeguarding Children Board
highlighted failures by 17 agencies who were meant to protect the
children. Police and social workers failed the girls who were “passed
around for sex” by a gang of men, it said. The review recommended
a "speedy resolution” to leadership failures.

Failure of protection

The report paints a picture of the inability of
agencies to protect young people successfully.

The serious case review looked at six girls who
suffered sexual exploitation in Heywood,
Rochdale between 2007 and 2010.

A second serious case review looked at a separate
case involving a seventh girl.

Nine men from Rochdale and Oldham were
sentenced for up to 19 years in prison in May 2012
after being convicted of offences including rape.

Sir Peter Fahy, chief constable of Greater
Manchester Police, denied his officers had failed to
investigate allegations of rape made by underage
girls before a decision was taken not to prosecute
in 2008.

The view he put forward was that in most of those
cases, the girls themselves did not regard
themselves as victims and were not willing to
make complaints. The Police position is that a
number of girls in Rochdale that they believe were
being abused would not talk to them and, even if
they did, they would not tell them about what
was happening, much less make a complaint
because that would mean triggering the criminal
justice system.

Five of the girls had “clearly” needed help and
intervention by safeguarding agencies before the
abuse began, the report said.

'Actively ignored abuse’

Failures highlighted include:

« Greater Manchester Police - Failure to recognise
child sexual exploitation in the early stages.

* Rochdale Social Services - Lack of organisational
priority over child sexual exploitation, an
unstable duty and assessment team and a
“chaotic” duty system.

e Health services - GPs had explicit information
that some of the girls were at risk “that could
have helped them identify the possibility of
sexual exploitation at earlier points”.

e Crown Prosecution Service (CPS) - Recognition
of child sexual exploitation in the early years
“was very poor”, resulting in missed prosecution
opportunities in 2008.

The local MP said agencies had actively ignored
the abuse and that “social services believed these
girls were making lifestyle choices”. He felt the
biggest issue to come out of this report is that
Greater Manchester Police were effectively
discriminating against poor, white, working-class
girls, so that's not about a failure to spot abuse,
that is about actively ignoring abuse that was
going on when it was brought to their attention.

Greater Manchester Police felt the report failed to
confront a ‘fundamental’ problem faced by police
officers, who are repeatedly asked to track down
and return young people missing from children’s
homes, only for them to run away again. It
created a culture of hopelessness, where the
police officers think ‘what's the point?’
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Legislation/guidance

Social Services and Well-being (Wales)
Act 2014

How it protects the people we support

Those working under this Act must seek to promote
the well-being of people who have care and support
needs and carers who need support. Well-being
includes protection from abuse and neglect.

The Act identifies adults’ and children’s pathways in
safeguarding.

Adults’ pathway
Defines the term “adult at risk” as an adult who:
a) is experiencing or is at risk of abuse or neglect

b) has needs for care and support (whether or not the
local authority is meeting any of those needs) and

) as a result of those needs is unable to protect
himself or herself against the abuse or neglect,
orthe risk of it.

The term “at risk “allows for an early intervention, the
aim being to protect people who need it and help
prevent abuse or neglect.

It places a duty upon local authority partner
organisations, such as the police, local health boards,
NHS trusts and probation, to inform the

local authority if it suspects that an adult is at risk.

Local authorities have a new power to make enquiries
if it has reasonable cause to suspect an adult is at risk.

If required an ‘Adult Protection and Support Order’
(APSO) can be used in exceptional circumstances
to gain access to an individual to ensure a proper
assessment takes place.

What it requires you to do if you become aware
of harm, abuse and neglect

Promotes the principle that safeguarding is
everyone's business.

You should report adults at risk to the local authority
social services.

Ifa ‘relevant partner’ has reasonable cause to suspect
that a person is an adult at risk and appears to be
within the local authority’s area or within another local
authority’s area, it must inform the local authority of
that fact.

All Wales Basic Safeguarding
Awareness Training Version 3

Children’s pathway
The definition of a child at risk is a child who:

a) is experiencing or is at risk of abuse, neglect
or other kinds of harm, and

b) has needs for care and support (whether or not the
local authority is meeting any of those needs).

It places a duty upon relevant local authority partners
to inform the local authority if it suspects that a child
is at risk (police, local health boards, NHS trusts,
probation and the youth offending service).

When a child has been reported as at risk follow
up action is via the ‘duty to investigate’ by the local
authority as required by section 47 of the Children
Act1989.

What it requires you to do if you become aware
of harm, abuse and neglect a
If a member of the public or a practitioner has
reasonable cause to suspect that a child, including

an unborn child, is at risk the report must be made as
soon as possible to the local authority. However, if
there are immediate concerns about a child’s safety or
a criminal offence against a child they should contact
the emergency services without delay to protect the
child / children from the risk of serious harm.

Legislation/guidance

Social Services and Well-being (Wales) Act
2014 Working Together to Safeguard People:
Volume 1 - Introduction and Overview
Statutory Guidance

How it protects the people we support
Statutory guidance on safeguarding regarding adult
and child protection. It sets out the overarching
duties that must be complied with when working
under the Social Services and Well-being (Wales) Act
2014 and how these are to be carried out in-line with
the well-being principles and personal outcomes.

What it requires you to do if you become aware
of harm, abuse and neglect

Know where to find this if needed.
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Legislation/guidance
Children Act 1989 and 2004

How it protects the people we support

Places a duty on all agencies to safeguard and
promote the welfare and well-being of children,
which includes reporting suspicions at an early stage
to encourage preventative action.

If the local authority decides there is reasonable
cause to suspect that the child is:

(a) experiencing or is at risk of abuse, neglect or
other kinds of harm, and

(b) has needs for care and support (whether or
not the authority is meeting any of those)

then the local authority shall make, or cause to be
made, such enquiries as they consider necessary to
enable them to decide whether they should take any
action to safeguard or promote the child’s welfare
under Section 47 of the Children Act 1989.

Section 47 sets out particular circumstances when
there is a duty to make enquiries —when the local
authority is informed that a child is the subject of an
emergency protection order or in police protection,
or when there is suspicion of significant harm.

What it requires you to do if you become
aware of harm, abuse and neglect

You have a responsibility to support the local
authority in the making of their enquiries into
significant harm.

Legislation/guidance
Well-being of Future Generations (Wales)
Act 2015

How it protects the people we support

This is about improving the social, economic,
environmental and cultural well-being of Wales.

It will make the public bodies listed in the Act think
more about the long-term, work better with people
and communities and each other, look to prevent
problems and take a more joined up approach.
The Act puts in place well-being goals.

What it requires you to do if you become
aware of harm, abuse and neglect

Get to know the well-being goals.

Legislation/guidance

Regulation and Inspection of Social Care
(Wales) Act 2016

How it protects the people we support
Provides a streamlined framework for the regulation
and inspection of social care services in Wales.

It moves towards a system and culture, which takes
greater account of the impact that care and support
services have on people’s lives and well-being.

Brought into place Social Care Wales, which replaces
the Care Council for Wales, and is the regulatory
body with responsibilities for improving the quality of
social care services. Social Care Wales is responsible
for workforce registration and regulation of training.
CSSIW has now become the Care Inspectorate
Wales (CIW).

What it requires you to do if you become
aware of harm, abuse and neglect

Get to know any standards or requirements that
apply to your setting or role.
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Disclosure - do’s and don’ts

Disclosure - do's

* Stay calm / do not show shock.

* Listen carefully, gently and patiently rather than
asking questions.

* If you do ask for more information use TED:
‘tell me..." "explain to me..." ‘describe..." this
should mean you do not ask leading questions.

* Encourage them to talk and listen to them.
* Be non-judgmental.

e Start with an open mind and tell the
individual that you treat this seriously.

« Allow the individual to recall events and
describe what has happened in their own time.

© Reassure the individual they are doing the
right thing by telling you and that they are
not to blame.

* Be clear about your own position and what
action you must take such as telling the
individual that you need to pass the
information on.

 Write down what you have been told, using
the exact words if possible including the date,
time, place and people present which you
sign and date.

¢ Keep any drawings, etc that they may do.

* Make sure you preserve any ‘evidence’, keeping
it safe (e.g. no washing of clothes or showering)

and uncontaminated.

® Ask for their consent for their information to
be shared with other agencies on a ‘need-to-
know’ basis (you cannot, though, guarantee
confidentiality).

© Report the disclosure ASAP - inform your line
or senior manager, unless you suspect they
are implicated.

* Give the individual contact details so they can
ask questions or discuss issues (they need to
know who they can get information from).

Disclosure - don'ts
* Show shock, disgust or disbelief.
¢ Judge.

¢ Prompt them or ask detailed or leading
questions.

¢ Make assumptions or put words into their
mouth.

* Promise it will not happen again.

e Interrupt or stop them from freely
recalling events.

* Make them repeat their account unnecessarily.
e Pressurise the individual for more details
* Ignore what you have been told.

e Promise to keep secrets - or make promises
you can not keep.

¢ Do not contact or confront the alleged abuser.
¢ Don’t contaminate or remove any evidence.

e Expose the individual to an examination to
verify injuries.

* Dismiss your concerns or worry that you
may be mistaken.

* Discuss individual cases or give information
about the disclosure to anyone who doesn’t
need to know.
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Top tips for good records

¢ Factual information e.g. times, dates,
names, witnesses

= All contacts i.e. face to face, telephone,
correspondence

 Contact with other agencies
* Decisions made

» Records must be a clear, accurate record what
people said using their own words

* Keep objective

e List actions in correct order

e Date and sign your record

 Use a ball point pen - black ink preferable
= Legible hand writing

* Keep a copy for future reference

What to record

¢ What was observed

* What was heard

« What was disclosed / said to you
e Date incident took place

« Time incident took place

« People involved

 Location

« Sign and date record

Information should
be shared when:

* Risk to individual or others
¢ A law has been broken

How to share information

» Gain consent if possible, if not, let the person
know you will have to tell someone

» Need to know basis

e Secure sharing — no faxes, messages on answer
machines. If you can't verify identity of person,
not over the phone

e Record actions
e If in doubt, ask the manager

Data Protection Act
The law expects that all records are:

e Accurate, honest, and fair

e Kept securely

* Have a genuine purpose for being kept
e Relevant to their purpose




