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Background
Canberra Health Services (CHS) is committed to keeping children and young people safe; protecting and promoting their rights, safety, health and wellbeing. 

As part of this commitment all CHS staff are to be equipped with the knowledge and skills to identify and respond to abuse and neglect of children and young people through ongoing education and training, in line with the National Principles for a Child Safe Organisation. 

This guideline provides instruction for CHS staff on Child Concern Reporting and Prenatal Reporting, where there is a reasonable belief or suspicion that a child or young person is experiencing, has experienced, or is at risk of experiencing abuse or neglect. This includes where CHS staff believe or suspect that an unborn child will be at risk of harm once they are born.

Key Objectives
CHS staff will:
understand CHS requirements for Child Concern and Prenatal Concern Reporting
be able to identify suspected abuse and neglect
understand the six steps of Sensitive Practice and how to offer additional support to children, young people and families
understand the process to submit a Child Concern and Prenatal Concern Report, as well as share ‘safety and wellbeing’ information with Child and Youth Protection Services (CYPS), including associated documentation 
be aware of what level of Child Protection Training to complete
be culturally and developmentally aware when working with different communities and individuals
understand the impact of vicarious trauma and have access to support.

Alerts 
[bookmark: _Hlk165383046]If a child or young person is at immediate risk of harm, contact ACT Emergency Services (requesting Police) on 000 or 0 000 if internal to CHS. 
All CHS staff are mandatory reporters and are legally required to report any belief or suspicion of abuse or neglect of children to CYPS. 
Allegations relating to CHS staff involvement in the ill treatment, neglect, psychological harm, misconduct of a sexual nature, or where the staff has committed criminal offences involving a child must be reported, as per the CHS ACT Reportable Conduct Scheme Procedure. 
Where there are allegations relating to CHS consumers experiencing sexual misconduct while under the care of CHS, also follow the CHS Sexual Misconduct (alleged) towards Consumers under the care of Canberra Health Services Procedure.
[bookmark: _Hlk165383208]Any adult who reasonably believes that a sexual offence has been committed against a child or young person is legally required to report this offence to ACT Policing. If a person has a reasonable belief and does not report this to ACT Policing, they can be charged under the Failure to Report offence. 
Mandated Reporters who report to CYPS do not also need to report to ACT Policing, as ACT Policing will receive this information from CYPS where necessary. 
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This guideline applies to all CHS Network staff, meaning any person performing work for CHS, on a permanent, temporary, or casual basis, including volunteers, contractors, visiting medical officers, students, consultants, and researchers performing work within CHS facilities.

CHS Network includes the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community-based services.
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[bookmark: _Hlk111706983]CYPS is a division within the Community Services Directorate. CYPS is delegated by the ACT Government’s Director General to deliver child protection services. 

CHS is a community partner with CYPS; pro-actively providing early identification of families who may need additional support, and children or young people who may be at risk of harm. CHS shares information with CYPS as mandated under legislation and by direction of CHS Policy and Guidelines. 

The Children and Young People Act 2008 provides CYPS with a legal framework to carry out its responsibility to receive and respond to Child Concern and Prenatal Concern Reports, and for CHS staff to share information, including information from a patient’s health record, where it is in the best interest of the child or young person. This Act is available at the ACT Legislation Register: Children and Young People Act 2008

CYPS receives and responds to concerns raised around child abuse and neglect. When information is received it is recorded in a Child Concern or Prenatal Concern Report.

ACT Policing is responsible for investigating allegations outside of the family environment. CYPS shares information with ACT Policing where a crime may have been committed. 
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Mandatory Reporting
All CHS staff are Mandated Reporters. Mandated Reporters are legally required to make a Child Concern Report to CYPS if they have a reasonable belief that a child or young person has experienced, is experiencing, or is at significant risk of experiencing physical or sexual abuse, and they form this belief through the course of their employment, whether paid or unpaid. For a full list of mandatory reporting professions, see  Children and Young People Act 2008 Section 356 via the ACT Legislation Register. 

It is an offence for a Mandated Reporter not to report physical and sexual abuse.

CHS Policy
The CHS Child Protection Policy states that all CHS staff must report where they have a belief or suspicion that a child or young person is experiencing, has experienced or is at risk of experiencing:
sexual abuse
physical abuse
emotional or psychological abuse including exposure to family violence
neglect including medical neglect.

[bookmark: _Hlk165471692]Prenatal Concern Reports are voluntary under the Children and Young People Act 2008 and CHS Policy. CHS staff are encouraged to report concerns where they believe an unborn child may be at risk of harm and in need of protection after birth. Prenatal Reporting follows the same pathway as Child Concern Reporting. 

CHS staff do not require proof of abuse or neglect to submit a Child Concern or Prenatal Report. 

CHS staff are not required to make a Child Concern Report if:
They are aware (through clinical records) CHS staff have already submitted a Child Concern Report with the same information - if different information or concerns are identified, a separate/new Child Concern Report is required. 
The child or young person (the injured person) has experienced or is experiencing physical abuse caused by another child or young person, and a person with parental responsibility for the injured person is willing and able to protect them from further injury. However, if the CHS staff member feels it is in the best interest of either child or young person to share this information, they are encouraged to submit a Child Concern Report.




Alert
A Child Concern Report cannot be delegated to another staff member. 
A person who gives child concern information honestly and without recklessness does not breach professional ethics and is protected from civil liability. 
Submitting a Child Concern Report with knowingly false or misleading information is an offence. 
The identity of a person submitting a Child Concern Report is protected by legislation. The only exceptions to this protection are if ACT Policing request the identity of a reporter, or a court order may require access to the report in full. See Attachment A.
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Protecting children and young people is a shared community responsibility. Most damaging to children and young people are the experiences of abuse, neglect and violence, which are prevalent in more circumstances than one would expect. The experience of abuse, neglect and violence is associated with adverse outcomes in childhood through to adult life
(Australian Child and Adolescent Trauma, Loss and Grief Network, 2023).

Child abuse is the term used to describe different types of maltreatment inflicted on a child.  It includes non-accidental physical injury, sexual abuse, emotional abuse, and psychological harm (including exposure to Family Violence). 

Neglect is a failure to provide a child with the basic needs for their physical, emotional, psychological or intellectual development (including neglect of their medical needs).

Child abuse and neglect are serious and complex problems and there is no simple explanation for why they occur. They can be a single incident, episodic or a chronic pattern of behaviour over time which may be intentional or unintentional. 

There are common physical and behavioural signs that may indicate abuse or neglect. The presence of one of these signs does not necessarily mean abuse or neglect. Other factors need to be considered, such as the circumstances of the child, young person or family, for example disability or chronic illness.  Staff should consider every indicator they observe, looking for patterns, discrepancies, inconsistencies with the child and their family’s circumstances and explanations.

Reducing the underlying factors that increase vulnerability 
Social inequalities such as unemployment, food insecurity, homelessness, financial hardship, and racism place greater stress on families and increase the likelihood of childhood adversities occurring. Other underlying factors that may impact the ability to parent well include a history of childhood trauma, childhood sexual assault, mental health challenges, illness, disability, or drug and alcohol dependence. See Attachment B – Understanding communities and individuals.

Health services are uniquely placed to provide a trauma informed response and interventions appropriate to address these underlying factors, with significant benefits to children and young people.  Submitting a Child Concern or Prenatal Concern Report does not negate the need for the family, child, or young person to access health care, rather health staff should seek to facilitate access to health and support services and consider referrals that may reduce the underlying factors that increase the incidence of abuse and neglect.  Details of referrals that are put in place should be included in a Child Concern or Prenatal Concern Report if one is made. 

Reasonable Belief
Reasonable belief is a position or conclusion a person has come to, based on observing, listening and gathering information, and which other people in similar circumstances would reasonably come to a similar conclusion.  Reasonable belief may be formed immediately as a result of a single incident, such as disclosure of abuse, or may be formed over a period of time due to emerging patterns or the presence of clear or multiple indicators.

There is a complex interplay of processes that occur when a person forms a reasonable belief that child abuse or neglect is occurring or has occurred. These processes include:
· an initial suspicion, gut or intuitive feeling
· observing, listening or receiving information
· professional and clinical assessment of the child’s symptoms, injuries, behaviour and general health and wellbeing
· discrepancies and contradictions in explanations about the child’s condition (e.g. between history and clinical findings)
· behaviour and interactions with the child and within the family
· incidents, patterns and other indicators, and
· disclosure of abuse or neglect by the child or a third party (e.g. a relative or friend).

Even when such indicators are evident, a staff member may feel uncertain about reporting their belief or suspicion of child abuse or neglect. This may result from their: 
· uncertainty about the suspected abuse or neglect
· fear of possible consequences for the reporter, or for the child and their family
· lack of knowledge about what to do        
· limited knowledge about child abuse and neglect
· poor documentation leading to inability to detect previous patterns of behaviour, or
· a perception that there is not enough information to prove the abuse.

While staff may think, feel or experience any one or several of these factors during their contact with a vulnerable child or family, they are still required to submit a Child Concern Report once they have formed a belief that a child or young person is at risk of serious harm.
Failure to consider the possibility of abuse or neglect may result in the child being returned to an abusive environment that is not safe and is a breach of legislation and CHS policy.

Sensitive Practice
CHS has adopted a ’Sensitive Practice’ approach to identify and respond to people experiencing trauma and social inequality. The six steps to Sensitive Practice outlined below aims to facilitate feelings of safety, choice, and control for the person during their interaction with health professionals. Sensitive practice acknowledges that people have the right to be provided with options and choice to accept information and support when they are ready to do so. Sensitive practice supports a Trauma Informed Care approach.

For further information on Trauma Informed Care, see the ACT Position Statement on Trauma Informed Practices for Children and Young People or go to the Blue Knot Foundation website at www.blueknot.org.au.  

STEP ONE: NOTICE THE SIGNS
Child abuse and neglect refers to behaviours and treatment that result in the actual and/or likelihood of harm to a child or young person (Australian Institute of Family Studies, 2023). 

Child abuse and neglect have been divided into categories, however it is common for the different types of abuse and neglect to coexist. There are a variety of indicators which may raise some concerns that child abuse and neglect is occurring or escalating. Clinicians should be aware of these indicators.

While there is no set pattern for how children disclose abuse, it is not uncommon for any of the following to occur: 
giving hints there is something they want to be asked about
denying they have been abused when asked directly
claiming to have forgotten they have been abused when asked directly
initially denying abuse, only to disclose later
disclosing abuse but minimising the abuse or its impact and
disclosing abuse, only to retract what they have said later.

See Attachment C for: 
a list of examples of physical abuse, sexual abuse and consent, neglect, emotional, psychological abuse and Family Violence
information on prenatal reporting
other concerns that require a Child Concern Report. 

STEP TWO: ASK SENSITIVELY 
There are several factors to consider before conducting sensitive enquiry. Information given by a health consumer must not be shared with a person or agency outside of the health service without consent unless you receive information about a child who is, or is at risk of, being abused or neglected. When deciding whether to conduct a sensitive enquiry the staff member must consider consent, privacy, timing, safety, who is present during the conversation including children, and cultural considerations including use of interpreters. 

When introducing themselves the staff member should inform the consumer of their obligations to report a child concern:
‘As a staff member of CHS, I am required to make a Child Concern Report if I suspect or believe that a child(ren) or young person is experiencing abuse or neglect…’

They may then choose to sensitively enquire, for example:
‘We often ask people about how safe they feel at home, as that’s important to their overall health….’
‘My role is to support positive health outcomes for our patients and I have noticed…’

STEP 3: RESPOND RESPECTFULLY
Where children or young people disclose abuse or neglect, the role of CHS staff is to believe them, provide support and listen, stay calm, and to help them access the help they need. 
Disclosure takes significant courage for the discloser. It is important to respond in a way that is strength-based, fosters empowerment, and builds a sense of safety. 

When a child or young person wants to disclose: 
create a sense of safety – for example finding a private and quiet space to talk
allow the time, understanding that disclosures are often difficult
listen carefully and maintain a calm appearance
reassure that they are believed, and that disclosing was the right thing to do
reassure that they are not to blame for the abuse or neglect
acknowledge how difficult it is to talk about these matters
explain what will happen next.

CHS staff must not:
confront the alleged perpetrator or discuss allegations with them
make promises that cannot be kept, including keeping disclosures confidential
pressure for more information or details beyond what they are comfortable disclosing
respond with anger, shock, or disgust towards the alleged abuser.

It is not uncommon for a disclosure of abuse or neglect to be retracted. This may be due to:
pressure from the perpetrator or from family members
intense and overwhelming emotions including fear and/or feelings of guilt
feeling overwhelmed by possible investigations or court proceedings.

Where a disclosure is retracted, CHS staff must still complete a Child Concern Report. 
Examples:
‘Thank you for telling me about your circumstances. I understand that talking about this may be difficult.’
 	‘You are not alone; it isn’t your fault, and I can assist you to get help.’
STEP 4: ACTION PLAN 
When the abuse or neglect disclosed is still occurring, the immediate priority is the child or young person’s safety. Where there is immediate or imminent risk:
contact Emergency Services on 0 000 if in CHS or 000 if outside CHS – requesting Police  
call a Code Black or an equivalent emergency protocol when at Canberra Hospital or North Canberra Hospital on 2222
advise CYPS, including the emergency response taken
complete a Child Concern Report (see Section 4).

Collaboration and consultation with the consumer and the wider health team are key when forming an action plan. 
It is best practice to work with the consumer in forming an action plan around what to do next. This may involve engaging other members of the treating team such as social work, or contacting the Child Protection Liaison team, Child Youth Protection Services and Health Justice Partnership. See further information about these services on the relevant Child Protection Intranet page for your facility.

Informing the family about a Child Concern Report
Reporters have a right to confidentiality, protected by legislation. There is no obligation to let the family know that a Child Concern Report is being made, however the relationship with the family is more likely to be maintained or repaired if the requirement to make a Child Concern Report, and the reasons for this, are discussed with them transparently. 

CHS staff should not tell the family about a Child Concern Report if:
doing so increases the risk to the child or young person 
doing so will put the CHS staff member’s safety at risk
doing so may interfere with the investigation of a criminal offence
it delays or impedes the assessment of allegations of significant harm 
it relates to a disclosure from a child or young person about that family member.

For further advice CHS staff may discuss the situation with:
colleagues within the treating team, especially if they witnessed the same incident or participated in the diagnosis or treatment of the child
their manager or supervisor
CYPS Health Liaison Officer on 0434 603 702 (08:30-17:30 Mon-Fri)
CYPS Intake line on 1300 556 728 (24 hours a day, 7 days a week)
CHS Child Protection Liaison Team on 0439 415 820 (08.30-17.30 Mon-Fri) – Canberra Hospital staff only
NCH Social Work Team Leader on 6201 6835 or CHSNCH.swap@act.gov.au (08.30-17.00 Mon-Fri) – NCH staff only)

STEP 5: OPTIONS AND REFERRAL PATHWAYS 
It is important to have a sound working knowledge of the relevant resources in the ACT and to understand what level of assistance a person may require should they choose to do so. A range of internal and external referral pathways have been established to facilitate access to specialist generalist supports. 

Referrals are more effective when a ‘warm’ referral is provided rather than supplying the consumer with details for them to initiate the contact. Warm referrals support the consumer to connect with services. This may include phoning the service together, sharing information with the service on behalf of the consumer (with the consumer’s consent) and in some cases, where more support is required, helping the consumer to navigate health services. 

Key internal CHS referral pathways 

The Canberra Hospital
Access Mental Health – Phone 1800 629 354 or 6205 1065 
The central point of entry to access mental health services. Available 24 hours a day, 7 days a week, providing immediate help if someone is experiencing a mental health crisis.
Aboriginal and Torres Strait Islander Liaison Service – Phone 5124 2055, Email ALOService@act.gov.au
Providing support for Aboriginal and Torres Strait Islander families accessing Canberra Health Services
Social Work Department at Canberra Hospital and University of Canberra Hospital – Phone via switch 5124 0000. 

North Canberra Hospital
· Access Mental Health – Phone 1800 629 354 or 6205 1065
· Aboriginal and Torres Strait Islander Liaison Service – Phone 6264 7097 or 0460 290 742, email CHSNCH.ALO@act.gov.au
NCH Social Work Team Leader at North Canberra Hospital – 6201 6835 or CHSNCH.swap@act.gov.au (08.30-17.00 Mon-Fri) 

Key external referral pathways to consider: 
CYPS – 1300 556 729
For advice on CYPS involvement, services in place and current case management. 
Health Justice Partnership – HJP (Legal Aid): 0427 143 401, available Monday-Friday, 10.00am to 4.00pm. HJP can provide free legal advice on family violence (and related) legal matters
Onelink – 1800 176 468
Provides advice on all the community services available to support families, including for those experiencing homelessness
Winnunga Nimmityjah Aboriginal Health and Community Service – Phone 6284 6222
Provides health and other services to support the health and wellbeing of the Aboriginal and Torres Strait Islander Community.
Canberra Rape Crisis Centre – Phone 6247 2525
A support service for people affected by sexual violence 
CSD Child and Family Centres
Providing a range of programs to support families of children up to 12 years of age:
· Gungahlin Child and Family Centre – Phone 6207 0120
· Tuggeranong Child and Family Centre – Phone 6207 8228
· West Belconnen Child and Family Centre – Phone 6205 2904
Domestic Violence Crisis Service – Phone 6280 0900
A support service for those affected by family violence.
Junction Youth Health Service – Phone 6232 2423
Health care and support services for young people aged 12-25 years, along with their dependent children, with a particular focus on those experiencing, or at risk of disadvantage including homelessness
Tresillian QEII Family Centre Parent Help Line – Phone 1300 272 736
Refer through Central Health Intake on Phone 5124 9977 
For families with children under 3 years of age experiencing significant parenting challenges that require intensive intervention and strategies to promote family health and wellbeing
ADACAS Advocacy – Phone 6242 5060
Provides free advocacy and information to people in Canberra and on the South Coast of NSW living with disability, experiencing mental ill-health, older persons and their carers.
The ACT has many other services available to support families and individuals. Refer to the Child Protection intranet page for your facility for further information regarding supports.

STEP 6: DOCUMENT 

Child Concern Report process
A Child Concern Report should be submitted as soon as possible after the CHS staff member has formed a belief or suspicion that a child or young person is experiencing abuse or neglect.

	Step 1
	Document Child Concern Report for CYPS
Complete Child Concern Report in RiskMan. 
Riskman will send an email of the Child Concern Report to CYPS. 

	Step 2
	Canberra Hospital, University of Canberra Hospital and community-based services

Include the Child Concern Report in the Digital Health Record (DHR) Safeguarding Navigator tab
For instruction on how, open the child’s profile on the DHR. 
Click F1 – a Help drop down box will appear.
Follow the process within the Safeguarding Guide on Documenting Child Protection Concerns. If details of a child or young person are unknown e.g. parent is the consumer, documentation should be on the parent’s file.
	[bookmark: _Hlk165906047]North Canberra Hospital

Include the Child Concern Report in the Digital Health Record (DHR) by creating an FYI Flag
Open the woman or the child’s profile on the DHR. Open an additional activity (Ctrl + D) and create an “FYI Flag” 
4229 Child and Youth Protection Services
4212 Care and Protection Order (Child Protection Order)
Details of the Pre-birth alert/CYPS involvement/Child Protection order can be documented here. 
Once saved, the flag appears in the patient details as a red patient FYI under allergies and MEWS score

Once the report is submitted, the original should be uploaded into media on the patient DHR.

	Step 3
	Contact CYPS Intake on 1300 556 728 - 24 hours a day, 7 days a week 
Only phone if the concern requires an urgent response and you are unable to complete a Child concern report via Riskman or you need to add additional information on a current report.



[bookmark: _Hlk142389337][bookmark: _Hlk142382086]After receiving a Child Concern Report, CYPS staff will investigate the matter based on the report and any other information they have received. While there is no requirement that the staff member who provided the report receive feedback on the investigation and its outcomes, staff may call CYPS to request any information they may be able to provide. In a limited number of circumstances, mandated reporters may receive information regarding whether further action will be taken. However, CYPS may not provide feedback to a person who is no longer part of the child’s treating team or care team.

If the child or young person resides in NSW, whether they are an inpatient or outpatient, reports should be made via the Department of Communities and Justice (DCJ) portal. NSW Child Protection Helpline 132 11.

Where there is an immediate risk, and the child or young person is in the ACT, a concern report should be submitted to CYPS. CHS staff do not need to report the concern twice. 


Prenatal Concern Report Process
A Prenatal Concern Report can be made if, during a pregnancy, a person believes or suspects that a child who may be born as a result of the pregnancy may be in need of care and protection.

	Step 1
	Document Prenatal Concern Report for CYPS
Complete Prenatal Concern Report in RiskMan. 
Riskman will send an email of the Prenatal Concern Report to CYPS. 

	Step 2
	Canberra Hospital, University of Canberra Hospital and community-based services

Include the Prenatal Concern Report in the Digital Health Record (DHR) Safeguarding Navigator tab, as above
	North Canberra Hospital

Document the Prenatal Concern Report in the Digital Health Record (DHR) using FYI flag, as above.

	Step 3
	Contact CYPS Intake on 1300 556 728 - 24 hours a day, 7 days a week 
Only phone if the concern requires an urgent response and you are unable to complete a Child concern report via Riskman or you need to add additional information on a current report.




Alert
Avoid using medical jargon or abbreviations and acronyms in the report. CYPS Intake staff are not health professionals. If the concern is around medical neglect, ensure that the consequences of the neglect are clearly outlined. 

Assessment of suspected physical abuse and sexual abuse
[bookmark: _Hlk165472056]If urgent medical care is required this should be attended to within the Emergency Department. 

[bookmark: _Hlk165536842]CHS staff must contact CYPS on 1300 556 728 to discuss concerns of suspected physical abuse or sexual assault of a child or young person. CYPS will contact ACT Policing and refer for forensic medical assessment where required.

For an expert medical assessment, or to discuss child abuse medical concerns, contact the Child Protection Medical Service on 5124 2712 during business hours. The Child Protection Medical Service provides forensic medical assessments to children and young people from birth to 13 years. Referrals for a forensic medical assessment must be received from CYPS or ACT Policing. 

For young people, 14 to 18 years, CHS staff can contact the CHS Forensic and Medical Sexual Assault Care (FAMSAC) on 5124 2185 during business hours, or if urgent on 5126 9139 after hours. Forensic medical assessments also require a referral from ACT Policing.  Refer to CHS Referral to Forensic and Medical Sexual Assault Care (FAMSAC) Procedure for more information.
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Consumers of health services have a right to confidentiality and privacy under the Health Records (Privacy and Access) Act 1997 however, where the ‘safety and wellbeing’ of a child is being considered, the best interest of the child takes precedence and information must be shared with CYPS as the delegate of the Director General, as per the Children and Young People Act 2008.

The Children and Young People Act 2008 sets out the legal framework for information sharing. This includes requests from CYPS for safety and wellbeing information about children and young people (Section 862) and prenatal information sharing (Section 362). 

Section 862
A Section 862 request is a request from the Director General asking for information about a child or young person regarding their ‘safety and wellbeing’.  The information may be about the child, their family or someone else. This information may also be about an unborn child. 

Examples include: 
information needed to assess whether a child or young person is at risk of abuse or neglect
information needed to assess whether a child or young person is in need of care and protection
information needed to implement a care and protection order
information needed to respond to a serious risk of harm to a child or young person
information about the health of the child or young person
information about the educational needs of the child or young person
information about the immunisation history of the child or young person.

CHS must share safety and wellbeing information (including providing information through a verbal report) promptly when requested by CYPS. Information may be requested about a child, young person or their parent/guardian.  If CYPS advise that it is an urgent request, CHS must provide the information within 24 hours.

A Section 862 request only authorises sharing of information held at the time, not ongoing sharing of information. A new Section 862 must be made for each additional request for information. 

After the request is received, information can be shared with CYPS in writing, verbally, at meetings, by phone or by email, depending on the circumstances (e.g. urgency). 

CHS staff should not share information from a clinical record that is not related to the safety and wellbeing of a child. If uncertain, CHS staff should clarify with CYPS how their request meets the criteria for Section 862.

If CHS staff have any concerns about sharing safety and wellbeing information with CYPS they should seek advice from their manager/supervisor or contact Child Protection Liaison on 0439 415 820 (for Canberra Hospital, UCH and community-based services) or the Social Work Team Leader on 6201 6835 or CHSNCH.swap@act.gov.au (for NCH).

CHS can also request safety and wellbeing information from CYPS, where it relates to the health, safety and wellbeing of CHS consumers.

Section 362 
This applies if, during a pregnancy, a person believes or suspects that a child who may be born as a result of the pregnancy may be in need of care and protection.

This prenatal information sharing provision applies regardless of whether a pregnant woman agrees or refuses to work with CYPS, or agrees, then withdraws her consent.

Examples include:
information needed to assess any likely risks to the child after birth
information needed to develop voluntary strategies to engage the pregnant woman before the birth
information needed to develop intervention plans to be implemented at birth that are proportionate and appropriate to the level of risk
information needed to decide whether a care and protection application should be made for the child at birth
information needed to assess the father’s parenting capacity, including the father’s ability and willingness to protect the child after birth 
information needed to engage other family members to be voluntarily involved in protecting the child after birth.

CYPS request for a copy of the Clinical Record
If CYPS require a copy of the Clinical Record they must provide a Section 862 or Section 362 Request Form to the following:
· Health Information Service on CHSHISROI@act.gov.au - for Canberra Hospital, University of Canberra Hospital and community-based services
· NCH Clinical Records – CHSNCH.HIS@act.gov.au for North Canberra Hospital.

If a CHS staff member receives a Section 362 or Section 862 Request Form from CYPS it can be forwarded to the relevant Information Service (Health Information Service or NCH Clinical Records Service). The request and provision of information to CYPS should be recorded in the medical record. For further information on sharing information review Clinical Records Management Policy and Clinical Records Management Procedure.
Interstate requests for information
Where information requests are received from interstate statutory Child Protection authorities, and there is a serious and imminent risk to the life or physical, mental, or emotional health of a child or young person, CHS staff should share the information required from the Clinical Record. 

Where the information required is not related to a serious or imminent risk to the life or physical, mental, or emotional health, the request needs to be received through CYPS under Section 862 of the Children and Young People Act 2008.

CHS staff are advised to forward the request to healthliaisonchildprotection@act.gov.au or contact the CYPS Health Liaison Officer on 0434 603 702.
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Child Protection Foundation eLearning – available on Human Resources Information Management Systems (HRIMS)
This is a mandatory requirement for all CHS staff, that must be completed within 2 weeks of commencement with CHS. The completion of this training is a pre-requisite for staff who need to complete the face-to-face workshop (see below).

CHS staff are required to complete the Foundation eLearning every 3 years.

Child Protection Workshop – register on HRIMS
CHS staff that come into contact with children, young people and their families where this contact is part of their core service activity must complete this mandatory two-hour face to face workshop within 3 months of completing their foundation eLearning. 

CHS staff are required to complete the extension workshop every 3 years. 

Training Team 
On-site targeted training sessions are also available on request.

For further information on child protection training contact the following:
· CHS Training Coordinator on 5124 2712 or email ChildProtectionTrainingUnit@act.gov.au (Canberra Hospital, UCH and community-based services) or
· NCH.corporateLnD@act.gov.au (for NCH)

[bookmark: -2081476473]Information, links and resources are also available on the Intranet Page for each facility. 
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Responding to concerns about child abuse and neglect can be complex, stressful, and traumatic for staff and may bring up both personal and professional issues. 

CHS staff are encouraged to talk with their manager or supervisor for support, and access the staff health and wellbeing program.

All CHS employees have access to free professional and confidential counselling services through the Employee Assistance Program (EAP).

Staff impacted by vicarious trauma should be encouraged to complete a Staff Incident Report through Riskman system. Psychological Support for Staff – A Manager’s Guide is accessible on the CHS Policy and Guidance Documents Register.

For more information about supports available, staff can also contact the Child Protection Liaison Team on 0439 415 820 (Canberra Hospital, UCH and community-based services) or the Social Work Team Leader on 6201 6835 or CHSNCH.swap@act.gov.au (for NCH).
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Outcome
CHS staff understand and act on their legislative and organisational responsibilities regarding child safety. This includes understanding their requirements to report concerns of child abuse and neglect in line with the Children and Young People Act 2008 legislation and CHS Child Protection Policy. 
CHS staff wellbeing is supported to reduce the impact of vicarious trauma. 

Measures
CHS staff completion rates for Child Protection Training 
Evaluation of CHS staff understanding of child abuse and neglect, and Child Concern and Prenatal Concern Reporting through surveys before and after Child Protection Training
Annual review of staff incidents reported through Staff Incident report via Riskman system related to vicarious trauma. 
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Policies
Family Violence 
Informed Consent (Clinical)
Child Protection 
Clinical Records Management 
Insurance and Legal Management
Consumer Privacy 

Procedures
Aboriginal and Torres Strait Islander Impact Statement and Declaration
Education and Training – Governance Processes and Staff Requirements 
CHS ACT Reportable Conduct Scheme 
CHS Psychological Support for Staff - A Manager's Guide
Identifying and Responding to Family Violence
Information and Communication Technology Resources Acceptable Use 
Recruitment Procedure
Responding to notifications of sexually transmissible infections in children and young people 
Clinical Records Management 
Sexual Misconduct (alleged) towards Consumers under the care of Canberra Health Services 
Referral to Forensic Medical Sexual Assault Care (FAMSAC)

Guidelines 
Child and Youth Protection Service working within Canberra Health Services 

Legislation
Children and Young People Act 2008
Crimes Act 1900
Family Violence Act 2016
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Ombudsman Act 1989
Privacy Act 1988
Public Sector Management Act 1994
Working with Vulnerable People (Background Checking) Act 2011
Freedom of Information Act 2016
Health Practitioner Regulation National Law (ACT) Act (2010)
ACT Reportable Conduct Scheme
Territory Records Act 2002

Other
The Royal Commission into Institutional Responses to Child Sexual Abuse
United Nations Convention on the Rights of the Child 
Australian Charter of Healthcare Rights
National Principles for Child Safe Organisations
ACT Charter of Rights for People Who Experience Mental Health Issues
The Our Booris, Our Way review
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Australian Child an Adolescent Trauma, Loss and Grief Network
Australian National University 2023

Child protection and Aboriginal and Torres Strait Islander children | Australian Institute of Family Studies (aifs.gov.au)
Australian Institute of Family Studies, Australian Government 2023
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Adult - A person aged 18 years or older
Young Person - A person who is 12 years old or older, but not yet an adult
Child - A person aged under 12 years
CYPS - Children and Youth Protection Services 
Parent - A parent or legal guardian for a child or young person.
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Child, protection, abuse, children, young people, neglect, welfare, safety, voluntary reporting, CYPS, maltreatment, family violence, mandatory reporting, sexual abuse, emotional abuse, psychological abuse.
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Attachment A: Protection for people who make a Child Concern or Prenatal Concern Report
Attachment B: Understanding communities and individuals
Attachment C: Fact sheets (adapted from Keeping Children and Young People Safe guide, accessible via Community Services Directorate website)
Attachment D: Responding to unmet medical needs
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Attachment A: Protection for people who make a Child Concern or Prenatal Concern Report

Under Section 874 of the Children and Young People Act 2008, if a person makes a mandatory or voluntary child concern report or a prenatal report honestly and without recklessness, this cannot be considered a breach of confidence, professional etiquette, ethics or a rule of professional conduct. There can be no civil or criminal liability as a result of these reports.
There are also a number of legislative protections to ensure the identity of a reporter is not divulged. Under most circumstances, the identity of a mandated person or voluntary reporter is classified as sensitive information under Section 845 of the Children and Young People Act 2008 and therefore cannot be disclosed. It is a criminal offence for anyone to recklessly divulge this information.                                                      
The only exceptions where a reporter’s identity may be disclosed are when:
· CYPS refers a Child Concern Report to the Sexual Assault and Child Abuse Team (SACAT) of ACT Police, and the identity of the reporter must also be provided to ACT Police or
· A court order that it be provided with a document containing sensitive information.
If a reporter is called to court to give evidence in a matter, support and advice is available from CYPS and relevant bodies at each health facility. 
The identity of reporters is also protected under the Freedom of Information Act 2016. On occasions, Freedom of Information requests may be made by members of the community seeking access to information about a Child Concern Report. Under Section 1.9 of Schedule 1 of the Act, it is contrary to the public interest to release information that would disclose, or could reasonably be expected to disclose, the identity of a person who has made a mandatory or voluntary report under the Children and Young People Act 2008. Therefore, such information would not be released.
Similarly, people may attempt to access information about a Child Concern Report by using provisions in the Health Records (Privacy and Access) Act 1997. While the Act sets out a consumer’s entitlement to access their own health records, there are circumstances in which a health record (or part of the record) will not be made available. These include if the health record relates to a report under the Children and Young People Act 2008 and the person who made the report could be identified from information in that record.


Attachment B: Understanding communities and individuals

Aboriginal and Torres Strait Islander people
Australia’s Aboriginal and Torres Strait Islander people have a long history of culturally strong child-rearing practices that remain a prominent part of their communities and contribute to the creation of safe and nurturing environments for their children.
However, the colonisation, assimilation and dislocation of Aboriginal populations following European settlement have led to high levels of unresolved trauma and grief. This has been compounded by the forced removal of children historically, which had, and continues to have, profound traumatic impacts on Aboriginal and Torres Strait Islander people and communities. 
These intergenerational cycles of adversity and trauma have contributed to some Aboriginal and Torres Strait Islander communities experiencing entrenched social problems, including poverty, substance abuse, and high levels of violence, child abuse and neglect, together with individual, family and community dysfunction. As a result, Aboriginal and Torres Strait Islander children are over-represented in child protection and out-of-home care services when compared to other Australian children.
In recognition of the impact of past assimilation and child removal policies, the Children and Young People Act 2008 has incorporated an Aboriginal and Torres Strait Islander Children and Young People Principle, which requires decision-makers to take into account: the need for the child or young person to maintain a connection with the lifestyle, culture and traditions of the child’s or young person’s community; submissions made by or on behalf of any Aboriginal or Torres Strait Islander people or organisations providing ongoing support services to the child or their family; and the traditions and cultural values of the child’s family, kinship relationships and community with which they have the strongest affiliation.
In addition, CHS incorporates the relationship principles within the ACT Aboriginal and Torres Strait Islander Agreement 2019 -2028 in service models of care as outlined in the CHS Statement of Commitment, and the Aboriginal and Torres Strait Islander Impact Statement and Declaration Procedure. 

Culturally and linguistically diverse people
In addition to the common risk factors that bring families to the attention of the child protection system, families from culturally and linguistically diverse and refugee backgrounds may also experience additional challenges related to their experiences, including:
· stress from migration and settlement
· conflicting cultural identities
· displaced sense of belonging
· perceived or actual discrimination and racism
· intergenerational conflict
· low proficiency in English
· isolation, lack or loss of extended family and community supports and
· lack of awareness or understanding of local services, and institutional systems.
When working with culturally and linguistically diverse or refugee communities to safeguard children, staff should: 
· be aware of cultural differences in child rearing practices and beliefs, and recognise that interpreting differing standards of parenting or child rearing practices from culturally and linguistically diverse communities can be difficult and complex
· recognise that the family’s history, experiences and background may have resulted in trauma, a distrust of government services, and had an impact on their capacity and resilience
· address language barriers and low English proficiency through use of accredited interpreters (See Language Services: Interpreters Procedure)
· be aware that for some specific cultural groups, deviating from their own culturally appropriate child-rearing practices may be considered by that community to be abusive 
· use culturally competent practices and avoid cultural stereotyping.
Some cultural views or beliefs practiced by culturally and linguistically diverse communities are inconsistent with Australian law (e.g. female genital mutilation or cutting or excessive physical punishment as discipline). Staff must distinguish between those cultural or child rearing traditions that can cause harm, from those that can positively enhance the child’s cultural identity (e.g. breastfeeding, showing respect to elders).
Telephone interpreting is available 24 hours-a-day, seven days a week, through the national Translating and Interpreter Service (TIS) on 13 14 50. 
People with disability
Children with a disability are more vulnerable to abuse and neglect, due to:
· their varying levels of dependence on others for their day-to-day personal care and safety
· restrictions or inability to advocate for, and defend, themselves; disclose abuse; or be heard or seen by people other than their carers
· their significant social isolation from their peers and others, often leaving them invisible or marginalised
· the added stresses (emotional, social, physical, economic) that families face in caring for a child with a disability
· detection of abuse being hampered by difficulties in distinguishing between accidental injuries as a result of the impairment and abuse related injuries 
· managing challenging behaviours. 
Parents with an intellectual disability are not homogenous, and cognitive limitations vary from individual to individual. While intellectual disability is a poor indicator of parental capacity, some factors may affect these families, for example, they may: 
· be more vulnerable to perpetrators of physical and sexual assaults who may specifically target or groom them and their children, heightening the risk of sexual/physical abuse
· experience challenges such as social isolation, past histories of abuse and neglect, poverty, and physical and mental health problems. Each of these is associated with an increased risk of child abuse and neglect.
When working with families where there is a disability, CHS staff should: 
· advocate for the child and family and contact a specialist disability service when necessary
· contact and seek advice from agencies with expertise in working with people with a disability and coordinate support through these agencies to assist with meeting the needs of the child
· seek advice from disability agencies if concerned about how challenging behaviours are being managed (e.g. whether it is an appropriate strategy or if it poses a risk to the child).

People with a mental illness
Children who have a parent with a mental illness may be at increased risk of abuse or neglect due to:
· impaired parental capability (e.g. being emotionally withdrawn and disengaged, disorganised and inconsistent parenting, or inability to meet the child’s basic needs such as providing nutritious food, and ensuring school attendance)
· children taking on the parental role and responsibility for providing care for an ill parent or sibling, which causes significant emotional stress and disruption to the child’s health, wellbeing and learning
· children being at greater risk of developing mental illness themselves.
When working with parents with a mental illness, it is important to:
· intervene early and provide support to families to reduce the impact of parental mental illness and improve the psychological and social wellbeing of children
· routinely make enquiries about the care and welfare of children
· outline the needs of children when developing an advanced agreement or family support plan, in anticipation of possible parental illness or hospitalisation
· work collaboratively with the parent and family, support agencies and schools to minimise any risks to, or impacts on, the child and link the family to support services.
For additional assistance, contact:
· Child and Adolescent Mental Health Service: (02) 6205 1971 Mon-Fri. 

People with alcohol or other drug issues
Parental alcohol or other drug misuse frequently co-occurs with other behaviours which, combined, place children at heightened vulnerability to, or risk of, abuse and neglect (e.g. unstable accommodation, low income or unemployment).
Parental substance misuse may also affect parenting capability and compromise a person’s ability to provide adequate care and protection of their children. This risk may be heightened when parents are intoxicated or engaging in risky behavior. Some of the potential impacts of parental substance misuse include:
· inability to maintain regular routines, prepare a meal, or get children to school
· impaired ability to focus on the needs of their child, reduced responsiveness and sensitivity to their child's emotional needs
· reduced parental supervision resulting from extreme drowsiness, impaired concentration and attention, impaired judgement and perception, while using drugs, which in turn can increase the risk of injury, neglect or harm of children
· social isolation and exclusion from community supports and community activities
· exposure of children to risks from their parent’s engagement in illegal activities to support their habit, such as theft or drug dealing
· risks of exposure of children to drugs, other adults who use substances, injecting equipment, and physically dangerous environments
· severe adverse effects when withdrawing from addictive drugs impacting on parenting ability (e.g. anxiety, irritability, sleeplessness, depression and paranoia).



Attachment C: Fact Sheets (based on Keeping Children and Young People Safe guide, accessible via Community Services Directorate  website - Keeping Children and Young People Safe - Community Services (act.gov.au)

	
Recognising physical abuse 

	Physical abuse is any non-accidental injury by an adult.  This may be a single act or repeated acts.
CHS staff must report suspicions or beliefs of physical abuse to CYPS. Where there is suspicion of abuse perpetrated by a significantly older child where the parents/guardians are not acting protectively, notification is also required.

	Examples include:
Hitting, shaking, burning, excessive physical discipline, attempted suffocation, pushing, strangulation
Providing alcohol and/or non-prescribed drugs to children and young people
Female genital circumcision (FGC) or the removal of a child or young person from the ACT for FGC to be perpetrated.

	Indicators for non-accidental physical injury include but are not limited to:
Direct or indirect disclosures
Unexplained injuries including bruising, broken bones, dislocations, multiple scars and burns
Injuries that are inconsistent with the history provided
Caregivers delaying seeking treatment 
Avoiding contact with someone at home or elsewhere 
Flinching or being fearful
Frozen watchfulness
Presenting to different GPs/health services for the assessment of injuries
Caregivers absent or undisturbed by the injury
Reluctance to discuss history including past injuries. 



	Recognising sexual abuse

	Sexual abuse is any sexual act or threat including unwanted sexual acts on a young person under the age of consent. This may be a single act or repeated acts.
Children are most likely to be sexually abused by someone who is known to them, such as a family member, neighbour or friend of the family. Child sexual abuse is usually a planned process that follows a pattern where a child is identified and targeted. This process is known as ‘grooming’. The perpetrator gradually engages the child in sexual activity using inducements, bribes, rewards or threats.  The process relies on secrecy. The offender puts great effort into silencing the child and hindering potential suspicion and protection by adults in the child’s life. Child sexual abuse is difficult to detect because of the secrecy that surrounds it. Children are frequently threatened or coerced into remaining silent and are frightened of the consequences if they disclose the abuse.
Sexual abuse of children and young people is a crime
CHS staff must report suspicions or beliefs of sexual abuse to CYPS.

	Examples include:
Sexual touching	Intercourse including oral sex
Touching including over or under clothes
Kissing
Non touch		Sexual harassment
		Sexually explicit conversation 
Exposure to sexual imagery including pornography
Exhibitionism
Voyeurism
Child exploitation 	Involvement in sexual imagery including pornography 
Marriage or removal from the ACT for this purpose
Manipulation or grooming into sexual activity – this may be through gifts, attention, gradually increasing physical touch, threats, bribes or violence

	Age of consent
The legal age of consent to sexual activity is 16 years. 
To assist in determining if a Child Concern Report is required:
16 and 17 years:
Sexual activity is not sexual abuse if the consenting participants are 16 years and above – or, if one participant is under 16 years, and there is less than 2 years age difference.  
Sexual activity is sexual abuse if there is an imbalance of power - where one participant is in a position of authority or is a supervisor of the young person. Examples include a teacher, a sports coach, youth worker, counsellor, foster carer, religious instructor, health professional, police officer or employer.  
Sexual activity is sexual abuse if it is with a close family member, including a parent, stepparent, sibling, or grandparent.
10 years to 15 years:
Sexual activity is not sexual abuse if the consenting participants are less than 2 years age difference.  
Under 10 years: 
It is never legal for a person to have sexual activity with a child under 10 years
Sexual activity is sexual abuse for any age if it is with a close family member, including a sibling.
Definition of Consent
Consent is an individual’s free agreement to participate in an activity. Consent can only be given if it is free and voluntary, without fear, coercion, intimidation, or anything else that inhibits free agreement (Australian Law Reform Commission, 2010). Consent cannot be given if intoxicated, asleep, unconscious or where the person is unlawfully detained. It is not enough to say that an individual consented just because they did not refuse or resist. 
Consent to participate in a sexual act is not to be presumed. Every person has the right to choose not to participate. Consensual sexual acts involve ongoing and mutual communication and decision making by the participants.

	Indicators of possible sexual abuse may include but are not limited to:
Physical	Pain, bleeding or itching of genital area
		Blood on underclothes
		Pregnancy where the father is not disclosed 
Injury to the genitals, anal area, bruising to the buttocks, abdomen and thighs, sexually transmitted infections, presence of semen
Behavioural 	Intentional or unintentional disclosures
Sexually explicit behaviour, play, conversation - not normative for age
		Continual, inappropriate, or excessive masturbation 
Self-harm including disordered eating, self-injury, and suicide attempts
	Involvement in prostitution or indiscriminate choice of sexual partners 
Anxious unwillingness to remove clothes e.g. for swimming, sport, assessment (although this may be related to cultural norms or physical difficulties)
Significant changes in level of performance at school. 



	
Recognising emotional or psychological abuse including exposure to Family Violence

	Emotional or psychological abuse is repeated experiences of emotionally or psychologically damaging events within the family context, causing harm to wellbeing and development. This includes exposure to Family Violence. 
Family Violence is any behaviour by one family member towards another that constitutes physical or sexual violence or abuse; emotional or psychological abuse; economic abuse; threatening, intimidating or abusive behaviour; or coercion that controls or dominates or causes a family member to feel fear for their own or another person’s safety or wellbeing. Family Violence includes damaging property, harming an animal, stalking and deprivation of liberty.
Perpetrators often attack the mother-child relationship and use children in committing violence, such as threats to harm the children. Causing a child to hear, witness or otherwise be exposed to any of these behaviours, or the effects of these behaviours, is also considered to be Family Violence. Research shows that children do not have to be present to be impacted by Family Violence. 
Family Violence can occur in any familial relationship, including spouses and partners (same or opposite sex), ex-spouses and partners, siblings, parents and children. The perpetrator may be an adolescent who has abusive or intimidating behaviour towards a parent or another sibling.
The first incidence of violence can often occur during pregnancy. Violence can also continue after a separation, with separation being a particularly dangerous time. Children continue to be at risk from the effects of violence during and after parents’ separation.
Living with and witnessing Family Violence has a profound and significant adverse impact upon children and young people’s health, wellbeing and development. Children exposed to Family Violence are more likely to experience a wide range of poor psychosocial and behavioural outcomes and are likely to be at high risk of other forms of child abuse and neglect.
Like other forms of abuse and neglect, Family Violence is often hidden. Shame, fear of not being believed, and concerns for their own (and others’) personal safety often prevent victims from disclosing the violence. This is particularly the case for children.
CHS staff must report suspicions or beliefs of emotional or psychological abuse, including exposure to Family Violence, to CYPS.

	Examples include:
Verbal abuse including yelling, belittling, threatening
Exposure to Family Violence – this includes seeing, hearing and/or seeing the consequences like broken furniture or injuries
Rejection, isolation
Mis-socialising to engage in destructive antisocial behaviour

	Some indicators of emotional or psychological abuse may include but are not limited to:
Direct or indirect disclosures
Emotional dysregulation 
Developmental delays – cognitive, emotional, social
Disordered attachment 
Psychological distress 
Fearful 
Hypervigilant 
Feelings of hopelessness, of being unwanted and unloved. 

	

	Recognising neglect, including medical neglect 

	Neglect is where the necessities for healthy growth and development are not provided. Neglect includes not providing the medical care required to meet health and wellbeing needs. Neglect may be episodic or related to a particular crisis or it may be chronic and persistent, characterised by the repeated failure to meet a child’s needs or to protect them from harm.
Neglect can seriously affect a child’s social, psychological, educational or physical wellbeing and development.
Where neglect is due to an inability for parents or caregivers to provide adequate care for a child or young person, clinicians should seek through sensitive enquiry to understand the cause, and if possible, address through adjustments in service delivery and/or referral to alternative support services (Attachment D). 
CHS staff must report suspicions or beliefs of neglect to CYPS.

	Examples include:
Abandonment 	By parents or carers 
Physical		Inadequate nutrition 
Inadequate or unsuitable clothing 
Unreasonably unclean clothing 
Inadequate hygiene 
Exposure to chronically unhygienic, unsafe, chaotic, or cluttered environment
Medical		Delays in medical or health care
		Failure to source health care 
		Failure to seek therapy for developmental delay
Psychological 		Deprivation of emotional nurturance 
		Emotional absence 
Developmental	Failure to recognise developmental capacities or limits 
Failure to address developmental needs
		Failure to foster ordinary developmental milestones
Supervisory 	Being left alone for extended or unreasonable periods given capabilities 
		Being left in a locked/closed vehicle 
Parent or carer incapacitated 
Guidance 		Exposure to antisocial/criminal behaviours by parent or carer
		Exposure to illicit drug use by parent or carer
Failure to prevent or discourage risk taking or criminal behaviour 
Educational 		Failure to ensure attendance at educational institution 
		Failure to discourage frequent absenteeism 

	Some indicators of neglect may include but are not limited to:
Direct or indirect disclosures
Malnutrition, hunger, stealing food
Inappropriate clothing for weather
Homeless
Frequently unwell including health conditions that are not addressed
Tired, lethargic
Poor hygiene
Not meeting developmental milestones 
Being left unsupervised for long periods
Being exposed to adults who are intoxicated or violent 
Frequent absences from school 



	Prenatal Concern Reporting 

	Prenatal Concern Reports are voluntary under the Children and Young People Act 2008 and CHS Policy. 
Where there is a concern that a child born from a current pregnancy, may be in need of care and protection, CHS staff are encouraged to report their belief or suspicion to CYPS under Section 362 of the Children and Young People Act 2008.
As a CHS staff member, you must make a report if you suspect or believe that siblings of the unborn child are at risk of abuse/neglect; or if the pregnant woman is under the age of 16 and the alleged father is more than two years older than the pregnant woman (i.e. the concern report is about the pregnant woman). 
When CYPS receives a Prenatal Report they may, with the woman’s consent, conduct a Prenatal Assessment to determine what supports may be needed to assist the family to reduce risk to the child. On these occasions CYPS may provide advice or assistance, coordinate services and support, arrange case conferencing or provide referrals to other agencies. 

CYPS may issue a Prebirth Alert to maternity services in the ACT to obtain information on:
· whether a pregnant woman is engaging in antenatal services (this information assists CYPS to put supports in place for the woman during her pregnancy)
· if the woman presents in labour and
· if a vulnerable baby has been born (knowing when a baby has been born assists CYPS to take emergency action, if it is required).

CHS requires its staff to provide information requested in a Prebirth Alert.  Prebirth Alerts are official documents and must be recorded in the pregnant woman’s clinical record. For more information see the CYPS Working within CHS Guideline (for Canberra Hospital, NCH and community based services only).

	Examples may include where the pregnant person is:
Dependent on drugs or alcohol 
Other children in care of CYPS and consistent concerns held for the care and protection of baby when born
Adolescent parents without strong supports 
Parent with an intellectual disability affecting ability to care for a child and the parent is not engaging with required supports
Mental illness that may impact the person’s ability to care for a child and the parent is not engaging with required supports 
Experiencing family violence including coercive control
Non engagement with any pre-natal care 
Ambivalence towards pregnancy or becoming a parent
Incarcerated


	
	Other concerns that may require a Child Concern Report  

	Self-harm 
Self-harm is a coping mechanism that some children and young people utilise when experiencing psychological distress. Psychological distress may be associated with a mental health condition and/or in response to trauma including child abuse or neglect. 
Self-harm must be reported to CYPS if CHS staff:
Have a suspicion or concern that it is associated with abuse or neglect
Believe that there is no parent or carer willing and able to support access to the health care indicated by the self-harm.
Outside of this criteria, CHS staff can report self-harm as a voluntary report.

	Suicidal ideation 
Some children and young people experience suicidal ideation in response to psychological distress. Psychological distress may be associated with a mental health condition and/or in response to trauma including child abuse or neglect.
Suicidal ideation must be reported to CYPS if CHS staff:
Have a suspicion or concern that it is associated with abuse or neglect
Believe that there is no parent or carer willing and able to support access to the health care indicated by the suicidal ideation.

Outside of this criteria, CHS staff can report suicidal ideation as a voluntary report.



	Danger to self or others
Young people may engage in risk taking behaviour, including using alcohol or other drugs and/or engaging in consensual but high-risk sexual activity. 
Risk taking behaviour must be reported to CYPS if CHS staff:
Have a suspicion or concern that it is associated with abuse or neglect
Believe that there is no parent or carer willing and able to provide support and guidance
Outside of this criteria, CHS staff can report dangers to self or others as a voluntary report.





[bookmark: _Toc531357974]Attachment D: Responding to unmet medical needs 

Before concluding that a child’s medical needs are being neglected, health professionals and care teams must address any barriers to medical care or other contributing factors that may exist for the child’s family. These may include:
· limited parental or carer health literacy and communication in the healthcare setting (e.g. family mistrust of healthcare professionals, or misunderstanding of complicated medical instructions or of explanations as to why treatment is necessary)
the child’s family is unaware of signs or symptoms of illness or injury and are unable to respond to the child's needs in an effective manner
· the parents or carers beliefs prohibit or limit medical care (e.g. healing through religion or alternative therapies)
· social and economic reasons (including poverty) hinder uptake of medical care (e.g. difficulties taking time off work, cost of medication or treatment, lack of transport or limited childcare options for other children)
· parental capability is impaired (e.g. intellectual or physical disability, developmental delay, mental health issues, substance misuse)
· the child exhibits challenging attitudes or behaviours (e.g. rejecting medical care and refusing to comply with advice).

Following consideration of these factors, health professionals or care teams should consider the following actions:
· booking an interpreter if the family does not have English proficiency. Do not use family members or children as interpreters
· engaging with the family and ensuring any barriers or concerns they have to medical care are understood and addressed
· counselling and advising the family about the health condition, recommended treatment and likely consequences of non-treatment
· involving family, carers, extended family, and any respite carers in the development of care plans
· ensuring family members can read and understand the care plan
· enlisting community services, resources and supports to provide assistance to the child and family (e.g. social workers, community nurses, transport services, Aboriginal and Torres Strait Islander liaison officers, respite support, special schools)
· exploring with the family any supports and community networks that could support them (e.g. church members, sports clubs, playgroups)
· considering alternative methods of service delivery (e.g. home visits or other outreach services) 
· using assertive and sustained follow-up for non-attendance.

If after taking the steps above the child’s medical needs continue to be unmet, the health professionals or care team should consider more proactive and assertive follow-up and engagement, including: 
· a comprehensive and multi-disciplinary case-study report highlighting history, basis for harm, and effects of non-compliance for the child
· organising case conference(s), with or without the parents, including nurses, doctors, allied health and the Enhanced Child Health Service to plan further assertive follow-up, engagement and care-planning
· developing a written contract (understood and agreed to by the family) that details what care or treatment is to be provided, and the implications for the child if this advice is not followed
· undertaking regular case reviews.

If, following these actions, CHS staff remain concerned for the immediate and ongoing health and wellbeing of the child, they must submit a Child Concern Report to CYPS.
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