HIDDEN HARM

JOINT WORKING PROTOCOL
January 2011
Safeguarding children whose parents/carers are using psychoactive substances problematically
This protocol will apply whenever there are concerns about a child’s welfare. It has been developed to address the concern for the welfare of children and to outline the responsibility of services represented on the Harrow LSCB to work in partnership to ensure the safeguarding of children. 

1.  
PURPOSE
1.1
The purpose of this protocol is to facilitate information sharing, encourage communication and joint working and clarify the role of Harrow’s Children’s Services (CS) and Substance Misuse Services (SMS) in relation to unborn babies, children, and young people whose care is deemed to be at risk due to substance misusing parent/s or carer/s.

2.  
OBJECTIVES
To improve the outcomes for children whose parents / carers misuse substances by clarifying:-  

2.1
The procedures for assessing the risk to unborn children and children aged 0 -18 years.

2.2
The role substance misuse services have in supporting substance misusing parents.

2.3
The role of SMS in assisting CS to fulfil its role to safeguard children.

2.4
The point at which SMS should consider making a referral to CS.

2.5
The point at which CS should consider making a referral to SMS

2.6
Issues of consent and confidentiality.

3
INTRODUCTION

This protocol: - 

3.1
follows the guidance from the All London Child Protection Procedures which states ‘[M]isuse of drugs and /or alcohol is strongly associated with significant harm to children (4.2.29, Pg 65).

3.2 
applies when there are concerns about the impact of pre-birth substance misuse

3.3
applies when there are concerns about the safety and welfare of children whose parents or carers are misusing substances and there are concerns that their substance misuse may be impacting upon their parenting capacities.

3.4
applies even when concerns about a child’s welfare do not require immediate steps on behalf of CS to protect them from significant harm but a potential risk has been identified.

 4 
DEFINITIONS OF ABUSE AND SIGNIFICANT HARM 

4.1
 The impact of parental substance misuse will depend on the child’s age and stage of development as well as their own ability to cope.  Drug and or alcohol misuse while pregnant can endanger the unborn child depending on the pharmacological make-up of the drug, the gestation of pregnancy and the route/amount/duration of use.  Some of the problems associated with substance misuse can be reduced by good ante-natal care but this is not always available due to a combination of pregnant women not accessing services and ante-natal services not being able to respond appropriately when a problem exists.

4.2
It is important to note that substance use alone does not necessarily constitute immediate child protection concerns.  If a parent or carer does misuse drugs and / or alcohol, children may not necessarily be at risk of significant harm. The severity of the problem will have an influence as will the substance Pan London Child Protection Procedures states ‘Where a parent has enduring and / or severe substance misuse problems, children in the household are likely to be at risk of, or experiencing, significant harm primarily through emotional abuse and neglect’. Other contributing risk factors are set out within the Pan London Procedures and form Appendix E. To ascertain if a parent or carer’s substance use and associated activities result in concern for a child’s welfare or safety, it is expected that an assessment to determine this will be informed by inter-agency collaboration. Evidence suggests that domestic violence is more likely to occur in households where chronic alcohol use or poly drug use is a problem.
4.3
There are four ways in which parents or carers (including parents who misuse substances) can put children and young people at risk of abuse and therefore significant harm. 

Neglect: 

Neglect is the persistent failure to meet a child’s basic physical and/or psychological needs which is, likely to result in the serious impairment of the child’s health or development. It may involve a parent or carer failing to provide adequate food, shelter and clothing, failing to protect a child from physical harm or danger, or the failure to ensure access to appropriate medical care or treatment. It may also include neglect of, or unresponsiveness to, a child’s basic emotional needs. 

Physical abuse:

Physical abuse may involve hitting, shaking, throwing, poisoning, burning or scalding, drowning, suffocation, or otherwise causing physical harm to a child. Physical harm may also be caused by when a parent or carer feigns the symptoms of, or deliberately causes ill health to a child whom they are looking after. 

Sexual abuse:

Sexual abuse involves forcing or enticing a child or young person to take part in sexual activities, whether or not the child is aware of what is happening. The activities may involve physical contact, including penetrative (e.g. rape or buggery) or non penetrative acts. They may include non contact activities, such as involving children in looking at, or in the production of, pornographic material or watching sexual activities, or encouraging children to behave in sexually inappropriate ways. 

Emotional abuse:

Emotional abuse is the persistent emotional ill treatment of a child such as to cause severe and persistent adverse effects on the child’s emotional development. It may involve conveying to children that they are worthless or unloved, inadequate, or valued only insofar as they meet the needs of another person. It may feature age or developmentally inappropriate expectations being imposed upon children. It may involve causing children frequently to feel frightened or in danger, or the exploitation or corruption of children. Some level of emotional abuse is involved in all types of ill treatment of a child, though it may occur alone.

5 REFERRALS RECEIVED BY SUBSTANCE MISUSE SERVICES

5.1
For all initial referrals received by SMS (including self referrals) a check should be made whether the person; is pregnant or has any parenting responsibilities for a child or young person under 18.  Where the person referred is pregnant a referral to appropriate ante-natal services should be made.  Where a person is a parent or carer, a thorough assessment must take place to identify whether there are any indicators that may suggest that their substance misuse is impacting upon their parenting capacity.  Workers who have initial contact with drug and/or alcohol users will have knowledge of the standard questions and will complete a risk assessment as part of the triage assessment process. Further assessment of the impact of parental substance misuse on children will be completed as part of a holistic and comprehensive assessment undertaken by all SMS.  The added risk of domestic violence must always be considered and assessed.  Workers will have access to Standard Assessment Questions (see Appendix B) to further assist in the assessment of risk to a child which could potentially require referral to CS. Please note that these questions may be used as prompts only for workers. There is not the expectation that workers must ask these questions as they appear in the protocol. 

5.2
The presence of any of the following indicators would suggest that a referral to the CS should be considered due to the potential harmful physical and emotional effects on unborn, new-born babies, children and/ young people:

•Careless storage of substances, medication and drug using paraphernalia, including needles and syringes, which may cause accident or overdose.   

•Impaired patterns of parental care due to intoxication and related effects of intoxication which may cause a higher risk of emotional and physical abuse or neglect.  

•A chaotic lifestyle which can disrupt children's routines and relationships, leading to early behavioural and emotional problems. Examples of chaotic lifestyle can include long period of absences from the family home, failing to keep appointments with professionals, periods of incarceration, continued substance use despite it negatively affecting a person’s physical, mental and emotional state, engaging in criminal behaviour and involvement with the criminal justice system on a regular basis which disrupt children's routines and relationships, leading to early behavioural and emotional problems.

• Threat of domestic violence

• Co-mobidity of mental health and substance misuse issues

•Basic care for children, such as routine health checks, not being met due to missed appointments as a result of a parent’s chaotic lifestyle.  

•Family income which is being be diverted to buy alcohol or drugs, leading to poverty, debt and material deprivation. 

•Pressure from the substance using parent to engage their child in prostitution in order to fund substance use.   

•Unstable accommodation or homelessness as a consequence of Anti-Social Behaviour Orders, rent arrears or conviction for alcohol or drugs related offences. 

•Children of substance using parents who are being required to undertake  inappropriately high levels of responsibility for social or personal care of parents with problematic substance use, or care of younger siblings. 

•Isolation of children leading to an inability to confide in others, or knowing how to access support.  Children being unable to access support for fear of the consequences. 

•Disrupted schooling - non attendance, late arrival.

•Children's early exposure to, and socialisation into, illegal substance misuse and other criminal activity, such as the manufacturing and / or dealing and supplying of drugs.  

•Access to dangerous weapons that may be stored in the family home which are used in drug related crime or for drug related means.   

•Parents' reduced awareness or loss of consciousness which places children at physical risk if there is in the absence of another adult who is able to supervise and care for them. 

•Parents driving with children in the car whilst under the influence of substances. 

•Repeated separation from parents when parents attend detoxification or rehabilitation facilities, or are in prison, or leave children looked after by multiple or unsuitable carers.

5.3
The presence of any of the above would suggest that an assessment needs to be made by CS to determine the degree of impact upon the child’s health and development.

5.4 
Where there are concerns, the worker at SMS should immediately discuss with their supervisor/manager.

5.5
It is good practice to seek parental consent for referral to CS, however, consent should only be sought if the child is considered to have "additional needs". If the child is considered "in need" (as defined in S17, Children Act 1989) then the best interests of the child should be considered. If the child is considered to be "suffering or likely to suffer significant harm" (S47, CA 89) then no consultation or discussion should take place with the parent - the priority is to share information with CS who will convene a strategy discussion/meeting. Informing the parent in advance of this could compromise the CS and Police investigations 

5.6 
In all the actions of SMS whenever there is a conflict between the child and the parent’s needs the welfare of the child will be the paramount consideration.

5.7 
Where there are concerns about the appropriateness of a referral to the CS, SMS can consult with the duty social worker to gain expert advice. 
6 
REFERRAL BY SUBSTANCE MISUSE SERVICES (SMS) TO CHILDREN’S SERVICES (CS)

6.1
 Whenever a SMS worker identifies that a service user is pregnant or has parenting responsibilities for the care of a child or young person under the age of 18 years and a risk assessment points to any of the above indicators listed in Section 5.2, they will discuss the case with their supervisor where appropriate complete the LSCB multi-agency Referral Form a copy of which is available on the LSCB web site and forms appendix D. This must be sent to the Duty and Assessment Team. 
6.2
If, during the course of the assessment process, the SMS worker identifies that the parent / carer has a child or children Looked After or Accommodated by the Local Authority, the SMS worker will contact the allocated social worker or duty social worker to advise them of the parent / carer contact with SMS.  The SMS worker will attend CS meetings and provide written reports as required and as set out within the body of this protocol. 

6.3
An immediate telephone referral should be made to the CS Duty and Assessment Team whenever it is assessed that a child is suffering or likely to suffer from significant harm. The completed form must then be faxed (or e mailed if using a secure e mail) to CS within 48 hours and a copy should be placed on the service users file.

6.4
This will enable the worker to evaluate the information known and consider the needs of the child.  Where it is felt that the level of substance use is not impacting upon the child’s health and development, the worker will discuss this with their supervisor or manager, who will then decide whether a referral should be made. 

6.5 
To assist in collecting as much information as possible to make the decision regarding referral, there may be a need to discuss the situation with other relevant professionals such as ante-natal services, Health Visitors, school nurses, GP’s, mental health teams, the Duty Social Worker, domestic violence specialists.  CS will undertake checks with other agencies to establish whether other professionals hold concerns for the family.  If it is found that other professionals hold some concerns, this information will be fed back to SMS and a decision regarding a referral to CS will be made jointly.   In all cases the referral form will be placed on the service user’s file.

6.6 
The SMS worker will complete the Referral Form in accordance with their role and involvement with the service user. SMS workers are not expected to complete all sections of the form in detail. The assessment and referral and concerns should focus on the service user’s substance misuse and the impact this has on their environment and parental capacity and the level of risk posed to children’s safety and wellbeing due to this.  The fax number is 0208 861 1816.
6.7
Consent from the parent to make the referral is preferred and encouraged, however as stated in Section 5 of this protocol, where there is not the consent from the service user and there is a concern about the child’s well being and health and development the referral must still proceed. (However it is important to state on the form that the referral has been made without consent.) 
6.6
When a professional disagreement occurs between agencies at the referral stage it is expected that professionals are able to resolve differences through discussion and / or meeting within a time scale accepted by both service providers. If professionals are unable to resolve differences through discussion, their disagreement must be managed by more experienced / senior staff.  Should the issue not be resolved at this level, then the issue must be referred without delay through the line management to the equivalent of a service manager or other senior designated professional within the organisation.  Records of discussions must be maintained by all the agencies involved.   

7
PROVISION OF SERVICES BY CHILDREN’S SERVICES FOLLOWING A REFERRAL
7.1
CS will screen all referrals within 24 hours to determine whether or not the child is at risk of significant harm and if a Child Protection Investigation is needed or an initial assessment is needed under section 17, or a core assessment under section 47.   The case will be allocated to a Social Worker for assessment, which should be completed within 24 hours or 10 working days respectively of allocation.

7.2
Once CS have screened the referral they will inform the SMS worker of the outcome within 48 hours.

7.3
The CS Social Worker will liaise with the SMS worker and the assessment may, if appropriate, include a joint visit. 

7.4
At the conclusion of the assessment if appropriate to do so, the Social Worker will seek the consent of the parent to share the completed Initial Assessment with SMS. (If consent for original referral has not been sought the Social Worker must consult with SMS before notifying the parent who made the referral.)
7.5
The outcome of the assessment will be conveyed to SMS within 2 days of the conclusion by telephone.

7.6
When there is a need for ongoing work from CSC, a network meeting (professionals and family) will be held to discuss a balanced care plan which considers the needs of the child and those of the substance using parent.  Both are vulnerable and the plan needs to reflect this and insure that one set of needs are not compromised by the meeting of the other.
7.7
Where the child is Looked After by the local authority, the specific SMS working with the parent will be invited to all statutory reviews with prior notice of at least 5 working days for Initial Reviews.  For subsequent reviews the date of the meeting will be set at the preceding meeting.

7.8
When the child is the subject of a child protection plan, SMS will be invited to all Child Protection conferences and will be a member of the core group with prior notice of 5 working days for the initial case conference.  It is the responsibility of CS Social Worker to ensure that SMS workers are aware of the reasons for and the objectives of the Child Protection Conference prior to the conference.  The date for subsequent meetings will be set at the preceding meeting. 

7.9
SMS will submit a written report to the meeting.  SMS will be sent a copy of the minutes of the meeting.
8
REFERRAL BY CHILDREN’S SERVICES (CS) TO SUBSTANCE MISUSE SERVICES (SMS)

8.1
Following assessment by CS, if there are concerns that a pregnant woman or parent is misusing drugs and/or alcohol and there are concerns relating to pre-birth safeguarding or parenting then a referral should be made to a named SMS manager. Capacity of a parent may be impaired because of substance misuse, but where possible a referral will be made with the service users consent.  CS Social Workers will be able to use Standard Assessment Questions (see Appendix C) to recognise substance misuse issues for a parent /carer service user. Please note that these questions may be used as prompts only for workers.  There is not the expectation that workers must ask these questions as they appear in the protocol.

8.2
A written copy of the Initial Assessment completed by CS will be provided to SMS with the permission of the client being referred.

8.3
Where there are concerns about the appropriateness of a referral, the CS Social Worker should approach a SMS duty worker for consultation.

8.4
In cases where the CS Duty team has received a referral containing information that may suggest that a parent or carer is using drugs or alcohol and that this is impacting on parenting capacity, the duty social worker will contact SMS by telephone.  The purpose of that will be to obtain information to assist the duty worker in assessing current risk to the child ie to confirm whether the person was / is known to SMS, the nature of involvement and the level of engagement with the service.  This information will be used to inform the initial assessment undertaken by the social worker.  

8.5 If there is a need for an in depth assessment a Core Assessment will be undertaken by the social worker.  The SMS worker will provide a written report on work undertaken between SMS and the parent / carer, which should include information on the services offered / provided, the level of engagement of parent / carer and prognosis for change.  The worker will also attend multi-agency or professionals meeting as required to ensure that information is shared appropriately.  

8.6 In some circumstances, where risk of harm is not significant, it will be appropriate for the CS Social Worker to recommend that a parent refers themselves to SMS.  In this situation, the SMS will not provide feedback to the CS team unless requested and with consent of the service use.  The situation should be monitored and regularly reviewed as the level of risk may change.
9.
PROVISION OF SERVICES BY HARROW SUBSTANCE MISUSE SERVICES (SMS) FOLLOWING A REFERRAL
9.1
On receipt of an initial referral from CS the relevant SMS Manager or appropriate Clinical lead will invite the individual in for an assessment within 7 Days.

9.2
If the pregnant woman or parent does not attend this appointment, CS will be informed of this within 24 hours either by telephone, fax or email.

9.3
On completion of the triage and risk assessments, the SMS worker will discuss any potential risk and substance misuse treatment options with the service user.  Should child protection concerns exist the assessment will be discussed with the service manager to determine the appropriateness of holding a multi-agency meeting in the first instance. 

9.4
SMS will acknowledge the outcome of the assessment in writing. Consent of the service user will be obtained before personal information is disclosed to external agencies. An exception to this would be when there are concerns that the child is suffering or likely to suffer from significant harm.

9.5
SMS will provide specialist input for Core Assessments when requested by CS.

9.6    
At a Child Protection Conference SMS will be asked for their recommendations with regards to the CP plan and will contribute to the protection planning. SMS will contribute and provide specialist input to multi- agency review meetings as required and will attend statutory child care reviews, child protection case conferences and core group meetings, when given 5 working days notice.  It is the responsibility of the SMS worker to attend the conference with a written report and be a part of the decision making process. 

9.7
In the exceptional circumstances where SMS are not able to attend a Child Protection Conference they must submit a written report.  SMS will be sent a copy of the minutes of the meeting. 

9.8
SMS will keep parents informed of all contact with CFSC and copy them 


into any correspondence regarding them which is required from the CS.

9.9
If a SMS worker is required to submit a report for a Child Protection Conference, this report must be shared with the parent 48 hours before an Initial CP conference and 5 working days before a review CP Conference. 

9.10
SMS will contact the CS Service Manager regarding any case referred to them for tier 4 services if the person referred is known to have a responsibility for children: This will include cases where the children are Looked After by the Local Authority.   CS will attend the tier 4 panel when such cases are being discussed and will participate in the decision making process.  

10     
CONSENT AND CONFIDENTIALITY 

10.1
All workers who work with parents or carers who are responsible for children have a responsibility to share and disclose information needed to safeguard children with other relevant agencies.  The underlying premise of this requirement is that the welfare of children is paramount.  
10.2
Where there are concerns about consent and confidentiality, the worker of SMS should immediately discuss this with their supervisor / manager or nominated safeguarding lead. 

10.3
SMS workers must inform all service users they work with that no agency can provide absolute confidentially when matters are being discussed about the welfare and safety of children.  Furthermore, it is of paramount importance that every worker fulfils their professional responsibility to disclose and share information regarding the safeguarding of children. 

10.5
The CS Duty and Assessment Team is available for consultation regarding individual cases. It is vital to remember that SMS have access to, and knowledge of only certain aspects of information concerning the family. However, when this knowledge is shared and combined with other information from CS it may show that the significant harm threshold has been reached. Not all consultations required to gain advice will lead to an assessment being undertaken by CS.  

11
INTER-AGENCY COMMUNICATION
11.1
CS will identify a link social worker to attend the clinical referral meetings held at SMS.  This is a weekly meeting and the link worker will attend on a monthly basis.  The link worker will provide consistent advice, guidance and support to professionals within SMS on cases where children are known to be present.   The expectation placed on the SMS worker would be to contact the link worker to discuss any issues of concern or to request advice relating to any new clients who present during the period that the link worker does not attend.  This close working and communication will lead to a better understanding of child protection and will embed safeguarding principles into all practices.

11.2
The link worker will provide information and informal training on any new policies and procedures within Harrow that impacts on SMS work. 

11.3
Any cases discussed during clinical meetings that are identified to meet threshold for CS services will be minuted as such.  Referrals will be made outside of the meeting using the process set out within this guidance.  The parent / carer will be advised that a referral is to be made unless to do so would place the child at risk of harm.   

For and on behalf of the Council of the London Borough of Harrow

Date …………………..         Signature ………………………………………. …

Full Name …………………………………………………………………………..

Position ……………………………………………………………………………..

For and on behalf of Compass (Single Point of Contact for SMS in Harrow)
Date …………………..         Signature ………………………………………. …

Full Name …………………………………………………………………………..

Position ……………………………………………………………………………..

Key notes

1
CARE PLANNING
1.1  
Statutory requirements for care planning for both children and adults must be observed in a child centred manner.

1.2
All substance misusing parents involved with Children Service’s will be eligible for care co-ordination
1.3 
Care planning process should reflect the contributions and responsibilities of agencies involved in the care of the substance misusing parents and their family.  

2
FINANCIAL RESPONSIBILITIES
2.1
SMS will be responsible for providing access to substance misuse treatment and residential rehabilitation - for parents, funding for children will be negotiated from CS.

2.2
The appropriate financial procedures for each service must be followed.

APPENDIX A -  GLOSSARY 

CS – Children’s Services 

Initial Assessment 

The Initial Assessment is carried out following a referral highlighting concerns to CS. The eligibility critieria for an Initial Assessment is that the child is considered to be in need, as defined in S17. The eligibility for a S47 (Child Protection) Assessment is that the child "appears to be suffering or likely to suffer significant harm". The Initial Assessment may lead to a Child Protection Investigation and Child Protection Case Conference which would then highlight the need for a further in depth Core Assessment. 

Core Assessment 

The Core Assessment is an assessment tool which is described in the Framework for the Assessment of Children in Need and their Families (Department of Health).  While CS are expected to be the lead agency in this assessment, it is important to remember that this is a multi-agency assessment.  The assessment will cover all aspects of a child/s life and identify any areas of concern.  These are always completed if the child is subject to a S47 assessment.
Pre-birth Planning Meetings

If there is an expectant mother and there are concerns about her lifestyle and the impact that this may have on her unborn child, the CS Social Work team will convene a strategy discussion. This will include all agencies currently involved with the expectant mother and a discussion will be had about the current risk to the unborn baby and the likely risks to the child once born. For example, in the instances of drug abusing parents the strategy discussion will consider the issues of physical injury to the unborn foetus. A strategy discussion may lead to a Child Protection Conference.  

Looked After

This is the umbrella term referring to children who are in the care of the Local Authority either by court order under Section 31 or Section 38 of the Children Act 1989, and those who are voluntarily accommodated with their parents consent under Section 20 of the Children Act 1989. This part of the Act also covers children whom are abandoned or do not have anyone currently exercising parental responsibility. 

A looked after child can also be a child or young person whom has been removed from their carer or person holding parental responsibility, for the purposes of police protection, or detention or on remand. The provisions for these are set out under Section 21 of the Children Act 1989. 

Register of Children Subject to a Child protection Plan
This is a register of the names of children who are deemed to be at ongoing risk of significant harm through physical, sexual or emotional abuse, or neglect. 

Whilst the register is regarded as confidential, the details of registration are generally sent to the agencies that come into regular contact with the child.  Details of registration are also sent to the NHS Accident and Emergency Department within the locality of where the child ordinarily resides. 

The need for child protection registration is considered and subject to regular reviews at Multi Agency Child Protection Conferences.  These Conferences, which are chaired by Child Protection Co ordinators whom are independent of the social work team.

Child Protection Conferences

A Child Protection Conference is a multi agency meeting, which is convened to consider the risks to a child or children, and whether it is necessary for their names to be placed on the child protection register.

These are held to consider children at risk of significant harm, the initial conference is held 15 days following a child protection enquiry under section 47 of the Children Act 1989.  The first review conference is held within 3 months after the initial and subsequent reviews are 6 monthly for the duration of the time the child’s name remains on the register.

It is expected that all agencies present at a conference will provide a report in respect of their contact with the family, and will be asked to give a view whether they consider that the child/children under discussion are at risk of significant harm, and if registration is appropriate or not appropriate.

If the conference makes  a decision that registration is appropriate, a child protection plan is put into place, which will identify how best to offer the child/children protection, and what support to offer the family.

The child protection plan will include a core group of professionals and the parents, who will meet firstly within ten days of the conference and thereafter every six weeks.

Any agency which has continuing and direct contact with the family, may be involved in the Core Group

Statutory Reviews

Are held to review the care plans / cases of all looked after children. The first review is held within 4 weeks of the child being looked after and thereafter at intervals of 3 months, then 6 monthly.

Child in Need

It is the general duty of every Local Authority to safeguard and promote the welfare of children within their area who are in need. (See s.17 of The children Act 1989).

A child can be regarded as in need if they are looked after or are on the Register of Children ubject to a Child Protection Plan.  A child may be in need without being on the register or looked after.

Children’s needs are assessed under section 17 of the Children Act 1989, and any assessment must consider if the child is in need of services which would support their health, emotional, physical and educational development. 

Drug Dependence

Drug dependence is a cluster of physiological, behavioural, and cognitive phenomena of variable intensity, in which the use of a psychoactive drug takes on a high priority. The necessary descriptive characteristics are a preoccupation with the desire to obtain the drug, and persistent drug seeking behaviour. Determinants and the problematic consequences of drug dependence may be biological, psychological, or social and will usually interact (World Health Organisation definition,1993).

Psychological Dependence

The degree of psychological dependence can be equated to the amount of negative effect (anxiety or depression, or both) experienced in the absence of the desired drug, and related behaviours.  

Physical Dependence

Physical dependence is the significant chemical dependence on the drug, in addition to any psychological dependence. Repeated doses of the drug may lead to a physiological modification of the drug taker so that relatively normal function can only take place with the drug being present in the body. When it is not, a range of physiological withdrawal symptoms result.  These are rapidly relieved by further use of the drug. 

Detoxification

A medically supervised treatment programme for alcohol and drug dependency designed to rid the body of intoxicating or addictive substances. A detoxification program is often used as the first step in overcoming physiological or psychological dependency.  

Treatment 

Treatment can be defined as any type of support that a substance user seeks to cease their substance use, and may include therapeutic exploration of the issues in a person’s life that has contributed to continued and problematic use. Treatment can include therapeutic counselling, therapy groups, structured day programs and residential rehabilitation programmes. 

Treatment can also include pharmacological interventions. These interventions are designed to provide a medically supervised substitute of a substance to a problematic substance user.  Such medication can involve methadone or Subutex. The aim of pharmacological treatment is to allow a person to cease the behaviours and risk associated with using and craving substances, and is to be seen as an enhancement of psychological therapy rather than as an intervention on its own.  

There are no timeframes to how long a person needs to be in ‘treatment’, but rather treatment should be tailored to fit the individual needs of the user.

Dual Diagnosis

The co-existence of two distinct problems - namely mental health issues and drug/alcohol dependency.

Dual diagnosis means that an individual has two separate, but very interrelated diagnoses or symptoms of a psychiatric diagnosis, and a substance misuse diagnosis. This may include drugs or alcohol or both.  

Recreational drug use 

Any substance that is used only occasionally and is claimed to be non- addictive, both physiologically and psychologically.  Often used to relax, relieve stress and socialise. 

Experimental drug use

Any substance that is used to experiment its effects, either through curiosity, pressure from others or a general feeling of interest in the substance. It is possible for an individual to cease experimental drug use and lead to a recreational or dependent use of the same drug.  Alternatively, it is possible for an individual to cease experimental drug use and stop using substances altogether.  

APPENDIX B – Standard Assessment Questions for Substance Misuse workers working with substance using parents. 

1.
How does the parent describe their use ie experimental, recreational, chaotic, prescribed or dependent?  

2.
What does the parent consider the impact their substance use has on their child/ren?

3.
Where are their child/ren when a parent uses substances? Do they have specific times or days when use?

4.
In what ways does a parent’s substance use affect their parenting? For example – does it make them feel closer to their child/ren? Do they feel better able to deal with the stresses and demands of parenting while using substances?  Are they able to communicate effectively with their children when using substances?

5.
Is the child/ren aware that their parent/s use substances? Has a parent ever discussed their substance use with their child/ren or vice versa?  What is the child/rens reaction or thoughts about their parents substance use?

6.
How does the parent ensure that all of their child/rens basic needs are being met? For example – schooling attendance, support with homework and extra circular activities, clothing, food, bills and adequate housing. 

7.
Does a parent’s substance use disrupt daily routines?  What effect does this have on their child/ren?  Is there a threat of domestic or sexual violence.
8.
Is there any indication that the child/ren are taking on a parenting role within the family?

9.
Are there other substance users in the house? If so, describe what this arrangement is.  Does this arrangement have an impact on their child/ren.  Do other substance users ever have any responsibility for child/ren  i.e.  babysitting, picking up from school? 

10.
Are the substances in their house stored safely and out of reach of children? 

11.
 Is there a non substance user parent / carer for their child/ren and if so, what role do they play in the care of the child/ren?

12.
 Where are the child/ren when a parent is procuring substances? If they are not left alone, where are they and who are they with?

13.
Are the child/ren being taken anywhere where there are other substance users? What risk does this pose for their child/ren?  

14.
How much money is being spent on substances?  How is this money obtained? If this obtained through crime, can the parent describe what effect they think this has on their child/ren.

15.
Is the family home being used to sell or manufacture drugs? If so, could they describe the impact they think this has on their child/ren?  For example is the home being used to store drug and / or weapons, are there frequent visitors to the family home which disrupt the children’s routines?

16.
If the parent is an intravenous substance user, do they share injecting equipment? Do they use a needle exchange service? How do they store and dispose of needles? 

17.
If a parent is on a substitute prescribing programme such as methadone, are they aware of the dangers to their child/ren accessing this medication?  Does the parent take adequate precautions to ensure that this does not happen?

18.
In cases of pregnancy, are individuals aware of the associated risks of using substances while pregnant and is their drug use being monitored medically while pregnant?  Do they know which services to access if they are pregnant and using substances?

APPENDIX C – Standard Assessment Questions for Children and Families workers when working with substance using parents.

1.
What substance/s does the person use? How much do they use? How often do they use? Who do they use with? How long have they been using? By which means do they administer substances i.e. Inject, smoke.

2.
If possible, can a person explain the reasons why they use substances and can they describe the effect these substances have on them? 

3.
Can a person explain how they began to use first use substances? What age were they?  Can they give a history of their substance use? 

4.
Does the person have a history of substance use in their family? Does anyone in their family currently use substances or have used substances in the past?

5.
How much money is being is being using on substances? How is their substance use being funded?

6.
How does the person describe their substance use? i.e. problematic, non problematic, not sure?

7.
Can the person describe the positive and negative aspects of their substance use?

8.
Does the person consider that their substance use affects their ability to parent? To work? To have relationships? To pay expenses and bills? To spend time with their child/ren?

9.
Has a person ever tried to stop using substances? If so, how did they do this? How long did they not use for?  What assisted them to continue this period of abstinence? Did they engage with a particular drug and alcohol service?  Can they explain the circumstances that led them start to use substances again? Did anything in particular ‘trigger’ them to use again?

10.
Does a person experience any physical withdrawal symptoms when they do not use substances?  Do they notice any other symptoms that affect them when they do not use substances? 

11.
Is the person aware of the services that are available in their area if they decide that they need support to deal with their substance use?

APPENDIX D – LSCB Referral Form

(available on LSCB web site)
APPENDIX E – London Child Protection Procedures Section 5.31 Parents who misuse substances

5.31 Parents who misuse substances 

5.31.1 Although there are some parents who are able to care for and safeguard their child/ren despite their dependence on drugs or alcohol, parental substance misuse can cause significant harm to children at all stages of development. A thorough assessment is required to determine the extent of need and level of risk of harm for each child in the family. 

5.31.2 Where a parent has enduring and / or severe substance misuse problems, children in the household are likely to be at risk of, or experiencing, significant harm primarily through emotional abuse and neglect. The child/ren may also not be well protected from physical or sexual abuse. 

5.31.3 Maternal substance misuse in pregnancy can have serious effects on the health and development of the child before and after birth. Many factors affect pregnancy outcomes, including poverty, poor housing, poor maternal health and nutrition, domestic violence and mental health. Assessing the impact of parental substance misuse must take account of such factors. Pregnant women (and their partners) must be encouraged to seek early antenatal care and treatment to minimise the risks to themselves and their unborn child. See section 6.8. Pre-birth referral and assessment. 

5.31.4 Newborn babies may experience withdrawal symptoms (e.g. high pitched crying and difficulties feeding), which may interfere with the parent / child bonding process. Babies may also experience a lack of basic health care, poor stimulation and be at risk of accidental injury. 

5.31.5 The risk to child/ren may arise from: 

• Substance misuse affecting their parent/s’ practical caring skills: perceptions, attention to basic physical needs and supervision which may place the child in danger (e.g. getting out of the home unsupervised); 

• Substance misuse may also affect control of emotion, judgement and quality of attachment to, or separation from, the child; 

• Parents experiencing mental states or behaviour that put children at risk of injury, psychological distress (e.g. absence of consistent emotional and physical availability), inappropriate sexual and / or aggressive behaviour, or neglect (e.g. no stability and routine, lack of medical treatment or irregular school attendance); 

• Children are particularly vulnerable when parents are withdrawing from drugs; 

• The risk is also greater where there is evidence of mental ill health, domestic violence and when both parents are misusing substances; 

• There being reduced money available to the household to meet basic needs (e.g. inadequate food, heat and clothing, problems with paying rent [that may lead to household instability and mobility of the family from one temporary home to another]); 

• Exposing children to unsuitable friends, customers or dealers; 

• Normalising substance use and offending behaviour, including children being introduced to using substances themselves; 

• Unsafe storage of injecting equipment, drugs and alcohol (e.g. methadone stored in a fridge or in an infant feeding bottle). Where a child has been exposed to contaminated needles and syringes (see also section 5.4 Blood-borne viruses); 

• Children having caring responsibilities inappropriate to their years placed upon them (see section 5.44 Young carers); 

• Parents becoming involved in criminal activities, and children at possible risk of separation (e.g. parents receiving custodial sentences); 

• Children experiencing loss and bereavement associated with parental ill health and death, parents attending inpatient hospital treatment and rehab programmes; 

• Children being socially isolated (e.g. impact on friendships), and at risk of increased social exclusion (e.g. living in a drug using community); 

• Children may be in danger if they are a passenger in a car whilst a drug / alcohol misusing carer is driving. 

5.31.6 Children whose parent/s are misusing substances may suffer impaired growth and development or problems in terms of behaviour and / or mental / physical health, including alcohol / substance misuse and self-harming behaviour. 

Importance of working in partnership 

5.31.7 Substance misuse professionals must identify those adults who are parents, or who have regular care giving access to children, and share the information with LA children’s social care as early as possible. 

5.31.8 LA children’s social care, substance misuse services and other agency services must undertake a multi-disciplinary assessment using the Assessment Framework (see section 6. Referral and assessment and appendix 5 for a summary and diagram of the Assessment Framework), including specialist substance misuse and other assessments, to determine whether or not parents with substance misuse problems can care adequately for their child/ren. Such assessment should include whether they are willing and able to lower or cease their substance misuse, and what support they need to achieve this.
 5.31.9 Professionals in all agencies must recognise that their primary duty is to safeguard and promote the welfare of the child/ren. 

5.31.10 All care programme meetings for adults who are a parent must include ongoing assessment of the needs or risk factors for the child/ren concerned. LA children’s social care should be invited to such meetings if appropriate and contribute. 

5.31.11 Strategy meetings / discussions, child protection conferences and core group meetings, must include professionals from any drug and alcohol service involved with the subject child and their family. 

5.31.12 Local Safeguarding Children Boards are responsible for taking full account of the challenges and complexities of work in this area by ensuring that inter-disciplinary / agency protocols and training are in place for the co-ordination of assessment and support and for close collaboration between all local children’s and adult’s services. 

London Safeguarding Children Board, 2007 

(www.londonscb.gov.uk ) 3rd edition 

Services in Harrow

Compass Harrow 0203 008 8270
EACH 0208 861 3884

WDP Shared Care Co-ordination 0208 515 7830
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