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Harrow 

Local Safeguarding Children Board
Safeguarding Children in whom Illness is Fabricated or Induced (FII):

Documents on which this guidance is based

“Safeguarding Children in Whom Illness is fabricated or induced” (Fabricated or Induced Illness by Carers” (Royal College of Paediatricians and Child Health (RCPCH)
Introduction:

The Dept. of Health document makes clear that there is no need for special or different guidance around this type of child abuse.

This paper is not about new procedures or policy but is to highlight certain issues particularly pertinent to these situations.

Safeguarding children where FII is suspected is the greatest test of inter-agency working. Inter-agency working is central to managing such situations but sorely tried because of the enormous difficulties, doubts, varying levels of knowledge and understanding and the emotions such cases generate. Joint decisions may be difficult to reach. The families are often particularly difficult to work with and may split professionals or become highly litigious. 

Failure to work together or failures in trust will undermine attempts to reach decisions and protect the child.

Key issues

Definition

The definition is within the name which describes these situations. The child presents as unwell, with signs or symptoms or with abnormal findings and the paediatrician cannot find any likely organic cause. There may be a history of previous and, often many, previous such presentations. 

The situation can be seen as triangular. The child presents or is presented as the patient; the carer has the intention of misleading or deceiving the health professional and the health professional responds to the presentation, often initially accepting the carer’s account. In FII, at some point, a paediatrician reaches the conclusion that the illness or symptoms are induced or fabricated.
Illness that is fabricated or induced in a child by a carer can be seen as lying at a point along a continuum of health seeking behaviours by carers, apparently on behalf of the child. 

At one end (the lower left end) is neglect where the child is at risk because his health needs are wholly neglected, at the other (the upper right end) is the killing of the child by deliberate means, i.e. assault or harm through induced illness. In the centre is normal health seeking behaviour. The over anxious carer or the carer who overreacts to, or exaggerates minor symptoms is to the right of the midpoint with FII near the right hand extreme of malicious harm. Distinguishing where on this continuum a presenting situation lies can be difficult. Similarly predicting the level of risk to the child can be difficult in some situations.

Types of Presenting Behaviour

Fabrication of signs and symptoms

Includes:

· Giving false details of past medical history, 

· reports of fits or cessation of breathing

· Falsely describing psychiatric symptoms 

· Making false allegations of abuse

· Somatisation” (the expression of psychological problems as physical symptoms' - when no organic cause can be found for these symptoms (assuming the patient actually receives a medical assessment) a psychological cause may be suspected).
Fabrication of signs and symptoms and falsification of records/documents 
Includes:

· Forging, altering or disposing of hospital charts and records, 

· Tampering with clinical specimens, 

· falsification of letters and other documents relating to treatments or conditions.

Inducing illness or physical harm by a number of means 

Includes:

· attempts at suffocation, 

· poisoning, 

· giving of harmful medications.

Department of Health Guidance: Key points

The following are essential principles in the management of these cases:

· Early identification

· Early sharing of information

· Early joint working

· Early police involvement

· Continuing review of the need for a Case Conference (the guidance allows for exemption from the 15 day rule).
1. Early identification:

The identification of Fabricated or Induced Illness in children is a medical issue/diagnosis and in the province of the paediatrician. A paediatrician must remain central to planning and management of the situation. 

2. Early sharing of information

The paediatrician must convey his/her concerns to Social Care at the earliest opportunity and a strategy meeting must be convened involving the Police Child Abuse Investigation Unit. 

The paediatrician must make his/her concerns clear.

From the outset a clinician must be identified as  “The Case Lead Doctor” who leads and collates the health information and to whom all health concerns must be conveyed. The consultant continues to have medical responsibility for the child.

From the beginning consideration must be given to when or if the parents/ carers should be involved and how to confront them with the concerns. This must be actively addressed from an early stage and not avoided.

CHILD PROTECTION PROCEDURES

THE ONLY DIFFERENCE FROM NORMAL PROCEDURES IN THE CURRENT GUIDANCE  IS THE NEED FOR CAUTION WHEN:

· Informing the parents/carers of the nature of concerns

· Seeking the consent of parents/carers for the sharing of information.

Do not share concerns or seek consent to disclosure of information as to the cause of symptoms with the child’s carer(s) if this might jeopardise his/her safety.

Some cases require immediate protective action e.g. cases of poisoning.

When information is to be shared with parents or carers, the disclosure must be carefully planned in an inter-agency forum which must include the “Case Lead Doctor”. A care plan to safeguard the child must be agreed before any disclosure to parents/carers is undertaken.

The responsibility for protection of the child lies with Social Care.

Child and Adolescent Mental Health Services have experience and knowledge in this area and consideration should always be given to involving them. This would be obvious where the fabricated symptoms are psychiatric or where the carer is falsely alleging abuse. However, they may also be able to make a useful contribution in other circumstances and the Named Doctor in CAMHS should be informed in all cases and consulted as appropriate.

3. Immediate joint working

Procedures for joint investigation / involvement with families must be instigated immediately a case of FII is diagnosed or suspected. A strategy meeting / discussion involving police, social care and health professionals must take place as soon as possible.

4. Early involvement of police.

The Police Child Abuse Investigation Team must be involved immediately.

5. Child Protection Conference at the earliest possible opportunity 

A Child Protection Conference should be convened as soon as possible after a diagnosis of FII has been made.

For guidance on managing the strategy meetings and case conference refer to the London Child Protection  Procedures.

Section 47 procedures must be followed.

General points

Accurate recording, contemporaneous and verbatim notes where possible are all very important.

Each agency should prepare a chronology of involvement with the case and keep it updated.

Any decision about “covert video surveillance is the responsibility of the police.

If it is decided that a section 47 investigation is not required, a core assessment must be completed paying particular attention to:

· Developmental and illness history (including psychiatric) of all the children in the family and the parents

· Nature and pattern of employment of adults in the family

· Receipt of benefits or charitable benefits in relation to the child

· Criminal histories of all persons within the family network.

The needs of the child and his/her family must be assessed as soon as possible and plans put in place to address them.

(NOTE: The possibility that staff e.g. nursing staff or clinicians may be involved or complicit in these cases should not be overlooked and great sensitivity will be needed if such is suspected). 

Outcome of joint investigations

Joint investigation of the circumstances surrounding an apparent case of FII can lead to the following outcomes:

a. Concerns not substantiated

b. Concerns substantiated but the harm or risk is seen as past or resolved. The decision whether to proceed to child protection conference or not must be taken at a high level and the decision must involve the “Lead Case Doctor”

c. Concerns substantiated and continuing. The case should proceed to     Child Protection Conference which should follow normal procedures about whom to involve and the decisions which need to be made.

Interventions

A child who has suffered illness which is fabricated or induced is likely to have emotional as well as physical needs regardless of where s/he is placed. Children can be profoundly affected by abnormal health experiences and develop a distorted self-image and a distorted understanding of themselves, of others and of illness as a whole. Therapeutic or other specific needs must be considered from an early stage. Acknowledgement of guilt by the parent is helpful to the child’s later adjustment.

The particular challenges in these cases are

· For the paediatrician: 

Confidence based on knowledge in making the diagnosis

Maintaining the doctor-patient relationship.

· For all professionals involved:

Preserving inter-agency relationships

Promoting effective joint working.

ACTION BY THE LOCAL SAFEGUARDING CHILDREN BOARD

In order to ensure that suspected cases of Fabricated or Induced Illness in Children are dealt with consistently and appropriately, the Local Safeguarding Children Board will nominate a group of senior professionals which will be convened to consider all suspected cases and  be involved in the assessment, investigation and planning processes.

The Group will involve the following
The Designated Doctor

Senior Child Protection Officer Social Care

The officer in charge of the Police Child Abuse Investigation Unit

Case Lead Doctor

CAMHS Consultant Psychiatrist

Adult Mental Health Services representative where appropriate

LSCB Policy and Procedures Co-ordinator (Chair.)

The Social Worker allocated to the child / family will always attend.

Role of the Group

· To decide whether the thresholds have been met for a case to be treated as likely FII.

· The group will report, as required, to the LSCB

· The work of the group and the outcomes of cases must be audited on a regular basis in order to promote mutual respect and trust which is vital in these very difficult circumstances. 

· The LSCB  must ensure that local child protection services are adequately resourced;

· The LSCB  must ensure that appropriate procedures are in place and complied with

· The LSCB  should arrange training on the subject

· Concepts are essentially the same as routine child protection cases.

· Diagnosis of FII depends on the paediatric assessment as is a medical diagnosis.

· These cases can be divisive and consequently any investigation and assessment needs containment by a senior experienced group.

· Legal intervention must be led by a senior clinician who should have a second opinion available to him / her.
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