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Introduction

This Policy and Practice framework has been developed with Multi- Agency partners to review a safeguarding
response in relation to Childhood Obesity concerns. It identifies the key principles under which work around
neglect in relation to Obesity should be undertaken. It recognises key priority areas of work and the
responsibility of professionals to ensure continual collective improvement within Medway’s response to
neglect. Professionals should be mindful of the possible role of abuse or neglect in contributing to obesity,
which may be linked to safeguarding concerns in relation to the health of that child.

Childhood obesity is a serious and urgent global public health challenge which has the potential to reverse

many of the health improvements that have contributed to increases in life expectancy
(World Health Organisation, WHO, Commission on Ending Childhood Obesity, ECHO, 2016).

Childhood obesity and excess weight are significant health issues for children and their families. There can be
serious implications for a child’s physical and mental health, which can continue into adulthood. The number

of children with an unhealthy and potentially dangerous weight is a national public health concern.
(Office for Health Improvement & Disparities, 2022).

There are many causes of childhood obesity, it is a complicated disease. It is not simply a result of a poor diet
and lack of exercise. More importantly, children are never to blame for their weight status.

Itis well documented that, at an individual level, childhood obesity can affect a child’s physical, social, and
psychological wellbeing. Children who are overweight or obese have a higher chance of being obese adults,
increasing the risk of developing chronic diseases such as some cancers, type 2 diabetes, and heart disease.

However, not everyone understands childhood obesity and this lack of understanding can lead to negative
attitudes and beliefs, also known as stigma and bias. Overweight or obese children are more likely to
experience bullying, stigmatisation, and low self-esteem than other children. They may be inactive, have poor
eating habits possibly leading to binge eating disorder, or trying unhealthy weight-loss options. They will often
miss school regularly and thus struggle to reach their full potential.

Family members and carers have an important role and responsibility in influencing the environment in which
their children and young people live, to enable a child to flourish and grow healthily.

However, consistent failure to engage with services and support children to change lifestyle and improve their
health and wellbeing, indicates neglect. This may be true particularly in younger children. Obesity is a
metabolic disorder and as such, as with any medical condition, if the parents actively fail to engage with the
process despite significant support and whereby the child’s health is being placed at risk, or are actively
subverting the process, then there should be consideration of whether the child is being protected from abuse
or neglect.

As Obesity may also be part of wider concerns about neglect or emotional abuse, it is important in these
situations that the concerns are looked at holistically.



Overweight and Obesity in Medway

Overweight and Obesity in Medway in children is currently measured through the annual National Child
Measurement programme, where measurements of height and weight are taken for all Reception age and Year
6 children. Parents can opt out of these measurements.

The latest data set for Reception and Year 6 Children (Fig.1) shows a slight reduction in overweight and obesity
levels following the concerning and marked increase in levels for the academic year 2021-2022. However, levels
of overweight and obesity with Medway have been and continue to be above the National average for some
years.

Prevalence of overweight (including obesity) in Medway by age
National Child Measurement Programme 2024 to 2025

In 2024 to 2025, 26.6% of children in reception (aged 4 to 5 years) were overweight or living with obesity
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In 2024 to 2025, 38.1% of children in year 6 (aged 10 to 11 years) were overweight or living with obesity
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Prevalence of obesity in Medway by age
National Child Measurement Programme 2024 to 2025

In 2024 to 2025, 13.1% of children in reception (aged 4 to 5 years) were living with obesity
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In 2024 to 2025, 24.2% children in year 6 (aged 10 to 11 years) were living with obesity
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Trend in the prevalence of obesity and overweight (including
obesity) by age in Medway
National Child Measurement Programme between 2006 to 2007 and 2024 to 2025

Children in reception (aged 4 to 5 years) Children in year 6 (aged 10 to 11 years)
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COMPLICATIONS OF CHILDHOOD OBESITY

Psychosocial
Poor selfesteem
Depression
Eating disorders

Neurological
Pseudotumor cerebri

Pulmonary
Sleep apnoea
Asthma

Exercise intolerance

Cardiovascular
Dyslipidaemia
Hypertension
Coagulopathy

Chronic inflammation
Endothelial dysfunction

Gastrointestinal
Gallstones
Steatohepatitis

Renal
Glomerulosclerosis

Endocrine

Type 2 diabetes

Precocious puberty

Polycystic ovary syndrome (girls)
Hypogonadism (boys)

Musculoskeletal
Slipped capital femoral epiphysis
Blount’s disease
Forearm fracture
Flat feet

Health risks associated with childhood overweight and obesity Ebbeling CB, Pawlak DB, Ludwig DS. Childhood obesity: public-health
crisis, common sense cure. Lancet 2002;360:473-82

Medway Council is committed in taking a whole systems approach to addressing overweight and obesity,
working in partnership with local stakeholders to raise awareness. The Public Health team provides guidance,

support, and free services to help children, young people, and families adopt healthier behaviours and
improve wellbeing.



The Child and Family

Childhood obesity is one of the most serious global public health challenges of the 21st century, affecting every
country in the world.

In 2024, approximately 35 million children under the age of 5 were overweight, and over 390 million children
and adolescents aged 5-19 were overweight, including 160 million living with obesity according to WHO data.
UNICEF reports that 1 in 5 children aged 5-19 are overweight, and 1 in 10 are obese. Over the past 40 years, the
number of school-age children and adolescents with obesity has increased more than tenfold, from 11 million to
124 million in 2016 estimates, with an additional 216 million classified as overweight but not obese.

In England 1 in 3 children leaving primary school are overweight or living with obesity with 1 in 5 living with
obesity. Obesity is associated with reduced life expectancy and a range of health conditions including type 2
diabetes, cardiovascular disease, liver and respiratory disease and cancer. Obesity can also have an impact on
mental health. Obesity prevalence is highest among the most deprived groups in society. Children resident in
the most deprived parts of the country are more than twice as likely to be living with obesity than those in the
least deprived areas. https://fingertips.phe.org.uk/profile/national-child-measurement-programme

Family members and carers have an important role and responsibility in influencing the environment and
lifestyle in which children and young people live. Involving the family and carers is vital to ensure any treatment
or support programme is successful, allowing changes in behaviour and lifestyle choices and to improve health
outcomes over time.

Overweight and obesity affect all aspects of a child’s life. Beyond physical health risks, children and young
people may experience significant emotional and psychological distress. Those living with overweight or obesity
often face day-to-day health problems such as mobility issues, breathlessness, heat intolerance, fatigue, and
worsening of conditions like asthma. As a result, they may have higher school absence, increased hospital
admissions, and greater healthcare needs.

Childhood overweight and obesity are linked to serious short- and long-term health risks and can be difficult to
reverse once severe. They may be less physically active, develop unhealthy eating habits, and experience
greater feelings of isolation and loneliness. Affected children are more likely to experience stigma, low self-
esteem, reduced physical activity, and social isolation, which may contribute to anxiety or depression and, in
some cases, require CAMHS support.

Children who are overweight or obese are significantly more likely to remain obese into adulthood, with
research indicating that 79% of obese adolescents continue to be obese as adults. This increases their risk of
developing serious chronic conditions, including certain types of cancer, type 2 diabetes, and heart disease.
Severe obesity in childhood can have serious health consequences, and the associated risks tend to grow with
both the duration and severity of the condition. In rare cases, these complications may result in life-threatening
outcomes (see Appendix 1 for details).

It is important to recognise and respect the cultural beliefs and values of the child and family, particularly those
relating to weight and health, when considering obesity as a potential safeguarding concern. A culturally
sensitive approach helps professionals understand family perspectives on diet, food preparation, portion sizes,
physical activity, and healthy weight. Where needed, additional training can support professionals to work
effectively with diverse communities, promoting consistent practice, meaningful engagement, and accurate risk
assessment.

Obesity may also be linked to more complex underlying health conditions, which can further impact a child’s
overall health and wellbeing. When a child is diagnosed with an additional health issue alongside obesity, this
can place increased emotional and practical strain on both the child and their family, potentially affecting their
ability to manage associated risks. In some cases, families may view the health condition as a justification for the
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child’s obesity, leading to a perception that it does not require further attention. These situations should be
approached from the perspective of managing complex health needs, as children in this group are often at
greater risk of becoming a safeguarding concern.

There are several health conditions, some of which are listed below, for which obesity may be a factor and or
component of the condition:

e Conditions which may impair mobility.

e Any conditions requiring weight inducing drugs such as Steroids, anti-depressants or anti-convulsant
therapy.

e Genetic conditions or syndromes e.g., Prader-Willi Syndrome.

e Neurodiversity or SEND

e Severe asthma, obstructive sleep apnoea, Type 2 Diabetes or other obesity-related illness.

1989 Children Act, Legal Framework.

Statutory guidance defines neglect as: ‘The persistent failure to meet a child’s basic physical and/or
psychological needs, likely to result in the serious impairment of the child’s health and development.’

Neglect may occur during pregnancy as a result of maternal substance misuse. However, once a child is born,
neglect may involve a parent or carer failing to:

¢ Provide adequate food, clothing and shelter (including exclusion from home or abandonment)

e Protect a child from physical and emotional harm or danger

e Ensure adequate supervision (including the use of inadequate care givers)

e Ensure access to appropriate medical care or treatment.

It may also include neglect of, or unresponsiveness to, a child’s basic emotional needs.
(Working Together to Safeguard Children (HM Government, 2018)

Both Section 17 and section 47 need to be considered in the context of obesity to prevent significant
impairment of their health and development.

Section 17

This would be indicated where there is:

e Clinical evidence the child is unlikely to achieve an acceptable level of health and wellbeing.
o No immediate risk of significant impairment to their health and development.

e Evidence that parents or caregivers are actively engaged.

Section 47
This would be indicated where there is:
o Clear clinical concern that a child’s level of obesity, or associated health issues, are likely to cause
them significant impairment to their health and development.
e Evidence that the care givers are unable or unwilling to engage in support services that could improve the
child’s health.



Medway Safeguarding Children Partnership (MSCP) —
Neglect Strategy

“This strategy has been developed with multi-agency partners to set out Medway’s approach to child neglect.
It identifies the key principles under which work around neglect should be undertaken and recognises key
priority areas of work in order to ensure continual collective improvement within Medway’s response to
neglect.

A key part of the strategy is to ensure that the workforce continues to understand the significance of neglect
for children and are equipped to work effectively with families. The MSCP promote the use of the NSPCC
Graded Care Profile (GCP2), as it is a standardised and evidenced based assessment tool for evaluating the
quality of parental care.

The use of this tool is a vital component to the successful implementation of this strategy. GCP2 will continue
to be embedded across the Medway as part of the MSCP priority to improve the quality of professional
assessment

Due to the nature of Neglect and the possibility that parents, or carers may not wish to work with various
agencies, staff should be particularly aware of the escalation policy within their own agency and this strategy
should therefore be considered alongside related individual agency and MSCP strategies, policies and
procedures”.

When might Obesity become a safeguarding issue?

Medical neglect: not providing appropriate health care (including dental care), refusing care or ignoring
medical recommendations, misrepresenting children’s health need.

Obesity is widely recognised as a chronic inflammatory condition and, in isolation, does not automatically
constitute a child protection concern. However, as with any chronic illness, it may become a safeguarding issue
if parents or carers, despite receiving appropriate clinical information and advice regarding the health risks to
their child, fail to engage with recommended treatment, support, or interventions, or act in ways that
undermine effective management. Within the category of neglect, failure to provide or support necessary
treatment for a chronic health condition is an accepted basis for early assessment of level of need for the child
and family within the Early Help Intervention Plan.

‘Neglect is characterised by the absence of a relationship of care between the parent/carer and the child and
the failure of the parent/carer to prioritise the needs of their child. It can occur at any stage of childhood
including the teenage years’ (Working Together 2018).



Viner Framework

In the absence of conclusive evidence, Professor Russell Viner—paediatrician, adolescent physician, and
Professor of Adolescent Health at the UCL Institute of Child Health—has proposed a framework to support
understanding of potential child protection concerns in cases of childhood obesity. While this framework can
be a helpful guide, Viner cautions against over-reliance on it, as this may result in an overly simplistic appraisal
of a child’s circumstances. It is also important to acknowledge that only a very small minority of children with
obesity are likely to meet the threshold for safeguarding concerns related to neglect.

Assessment should
include systemic
RELGIELL
environmental) factors

Childhood obesity
alone is not a child
protection concern

Obesity may be part Failure to reduce
of wider concerns ’ overweight alone is
about neglect or : not a child protection
emotional abuse ¥ concern

Consistent failure to
change lifestyle and
engage with outside
support indicates
neglect, particularly
in younger children

Fig.2. - Adapted from Viner et al. (2010)

A consultation with a family with an obese child should not raise child protection
concerns if obesity is the only cause for concern. The root causes of obesity are so
complex that it is untenable to institute child protection actions relating parental
neglect to the cause of their child’s obesity. However, professionals working with
obese children should be mindful of the possible role of abuse or neglect in
contributing to obesity. Older children and adolescents should be offered the chance
to talk apart from their parents to explore their understanding of their weight issues.

Childhood obesity
alone is not a child
protection concern

The outcomes of weight management programmes for childhood obesity are mixed at
best, with the body mass index of some children falling substantially and that of others
- - increasing despite high family commitment. As obesity remains extremely difficult for
overweight alone is . L . . .
not a child protection professionals to treat, it is untenable to criticise parents for failing to address it
concern successfully if they engage adequately with treatment.

Failure to reduce




Parental failure to provide their children with adequate treatment for a chronic illness
(asthma, diabetes, epilepsy, etc.) is a well-accepted reason for a child protection
registration for neglect. Childhood obesity only becomes a child protection concern
when parents behave in a way that actively promotes treatment failure in a child who

Consistent failure to is at serious risk from obesity and when the parents or carers understand what is
change lifestyle and . .
. : required and are helped to engage with the treatment programme. Parental
engage with outside ) ) . - . .
support indicates behaviours of concern include consistently failing to attend appointments, refusing to
neglect, particularly engage with various professionals or approaches/advice re weight management, or

in younger children

actively subverting weight management initiatives. These behaviours are of particular
concern if an obese child is at imminent risk of comorbidity - for example, obstructive
sleep apnoea, hypertension, type 2 diabetes, or mobility restrictions. Clear objective
evidence of this behaviour over a sustained period is required and the treatment
offered must have been adequate and evidence based

Obesity is likely to be one part of wider concerns about the child’s welfare—for

- example, poor school attendance, exposure to or involvement in violence, neglect,

poor hygiene, parental mental health problems, emotional and behavioural

I:> difficulties, or other medical concerns. It is essential to evaluate other aspects of the
child’s health and wellbeing and determine if concerns are shared by other

‘ professionals such as the family general practitioner or education services. This would

typically require a multidisciplinary assessment, including psychology or other mental
health assessment. If concerns are expressed, a multiagency meeting is appropriate.

As with any childhood behaviour, understanding what maintains a problem involves
understanding factors within the child and their context. Assessment of parental
capacity to respond to that particular child’s needs is central to this, such as parent(s)
Assessment should struggling to control their own weight and eating, but they are not the only factors.
include systemic For example, a child who lives in an area where it is unsafe to play outdoors is

(family and inevitably at greater risk. Admission to hospital or other controlled environment may
environmental) factors be useful because it allows a more detailed assessment of behaviours and parent-child
interactions. However, admission removes a child from his or her wider familiar
environment as well as from parents so weight loss in a controlled environment is not
evidence of neglect or abuse.

Adapted from Childhood protection and obesity: framework for practice.
(Pub British Medical Journal (21.8.10, Volume 341) (Ref:2)

Professional judgement must underpin decision-making when determining whether a child’s needs are being
persistently unmet. Practitioners should work in partnership with parents and carers to ensure they understand the
health risks associated with severe obesity and the importance of engaging with recommended support and
interventions. Recognising that discussions about weight and lifestyle are sensitive and may be challenging for both
families and professionals, practitioners must approach such conversations with care, clarity, and consistency.
Where professionals lack confidence or expertise in addressing weight-related concerns, appropriate training and
supervision should be provided. This is to ensure that parents and carers receive clear, accurate information and
are supported to understand the potential short- and long-term health implications for their child, enabling timely
intervention where neglect may be a concern.

Severe obesity can affect a child across multiple domains, including physical health, emotional wellbeing, and
educational attainment, and in some circumstances may present a risk to life. Professionals have a duty to
safeguard and promote the child’s health and welfare and should remain vigilant to the potential presence of
neglect or other forms of abuse. Assessment of children with severe obesity must be thorough and holistic
considering the child’s physical health, psychological wellbeing, family context, and educational needs to inform
appropriate intervention and support.



Levels of need and support

In relation to Obesity, the following levels of need should also be understood in terms of managing lifestyle,
including healthy eating, physical activity and behaviour change which can be linked to the child’s overall
health, safety and wellbeing. The following points should be considered in conjunction with the Signs of Safety

framework’s seven domains stated within the MSCP Threshold Guidance.
https://www.medwayscp.org.uk/info/4/advice-resources-professionals/24/medway-threshold-criteria-children-need

e |sthere alack of capacity or willingness from the child or parent to engage with support?
e Are parents or carers unable to adequately meet the child’s health needs due to additional challenges, such
as learning disabilities, mental health issues, socio-economic pressures, or other unmet needs?

e Isthere a consistent failure to attend scheduled appointments?

e Isthere areluctance or refusal to adopt lifestyle changes, even when appropriate support and
interventions are in place?

e Does the child’s weight continue to increase, or show no signs of reduction despite intervention?

e Are parents or carers dismissing, ignoring, or rejecting professional advice regarding the significant health
risks posed by continued weight gain?

e Is engagement with professionals sporadic or inconsistent?

e Are there deliberate actions that hinder professional efforts to support the child in managing their weight?

® Are parents or carers unable or unwilling to establish and maintain boundaries necessary to support
lifestyle changes, resulting in continued weight gain?

Disguised Compliance

Disguised compliance involves parents and carers appearing to co-operate with professionals in order to allay
concerns and stop professional engagement (Reder et al, 1993)*. This can mean that social workers and other
practitioners may be unaware of what is happening in a child’s life and the risks they face may be unknown to
local authorities

Some Indicators of disguised compliance include:

Agreeing to access services but then not attending, avoiding appointments, failing to report missed
sessions, or falsely claiming attendance.

Participating in programmes or support without acknowledging the need for change or showing any
intention to modify behaviour.

Parents agreeing to make changes themselves but making no genuine effort to do so.

Parents or carers appearing engaged but not supporting any behaviour changes that would positively
impact the child’s wellbeing.

Criticising or making complaints about professionals to divert attention from their own actions.
Manipulating situations to prevent professionals from seeing or speaking to the child alone.

The MSCP has published a fact sheet with further indicators which can aid in the understanding of Disguised
compliance, which can be found here.

https://www.medwayscp.org.uk/mscb/downloads/file/395/disguised-compliance
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Identifying children where there are concerns

There are several indicators which could support practitioners to identify children and young people who are living
with obesity who may be at risk of significant impairment of their health & development. The following list, which is
not exhaustive, should be considered in the context of the child’s overall presentation and in line with Medway
Threshold & Level of needs guidance

e Are parents or carers not engaging with weight management support programmes?

o Do the parents have unmet needs that may impact their ability to support the child?

e |s the child unwilling or unable to participate in physical education or other physical activities?

e Hasthere been avoidance of school-based height and weight measurements (e.g. the National Child
Measurement Programme)?

e Does the child have co-existing medical conditions (comorbidities), whether related to obesity or not?
(See Appendix 1 for obesity-related comorbidities.)

e Has the child continued to gain weight following a diagnosis of obesity?

e Is the child experiencing sleep deprivation, sleep apnoea, or other sleep-related issues that affect daily
functioning?

e Are there concerns around incontinence, including night-time wetting?

e Has a medical assessment been required to support weight management?

e Has the child’s physical appearance raised concerns?

o Are there signs of emotional distress such as depression, low self-esteem, or self-harm?

e Are there ongoing issues with school attendance?

e Is the child experiencing social isolation?

e Isthere any other evidence that may indicate neglect

Medway Council has a statutory duty to deliver the National Child Measurement Programme (NCMP), which is
carried out annually by the School Nursing Service, commissioned by Public Health. Children identified as
underweight are referred to their GP, who may then refer them to paediatric services if necessary. Those
identified as overweight are contacted individually and offered brief intervention advice or referral to
specialist obesity services.

In Medway, specialist obesity services have been delivered by the Public Health Department for a number of
years, providing experienced, multi-disciplinary support to children and families that addresses both physical
and emotional health needs. It is essential that practitioners and the wider community understand that
obesity alone would not always constitute a safeguarding concern; however, it may become so if there is a
failure of caregivers to meet a child’s needs, resulting in impairment or harm to the child’s health and
development, or, where there are wider indicators of neglect, emotional abuse.

Practitioners should maintain a high level of professional curiosity, particularly in cases where children may be
socially isolated or not accessing universal services, to ensure that health risks associated with obesity are
identified, assessed, and appropriately responded to.

The specialist Public Health team has extensive expertise in understanding and responding to the risks that
childhood obesity may pose to a child’s health and wellbeing. In line with the MSCP Right support at the Right
time guidance https://www.medwayscp.orqg.uk/downloads/file/718/mscp-right-support-at-the-right-time-threshold-quidance CONCEerns
relating to childhood obesity would usually be considered within the wider context of the child’s development,
parenting capacity, and family circumstances, rather than as an isolated issue. However, persistent failure to
follow medical advice leading to deterioration of health & development, evidence of neglect (e.g. consistently
inappropriate diet despite support), emotional harm such as stigma, isolation, or lack of care for wellbeing
could all highlight more serious concerns related to Obesity alone.
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Practitioners across all agencies have a shared responsibility to work together, applying professional
judgement and sharing information appropriately to ensure that children receive the right level of support at
the right time. Early consultation and discussion between agencies is encouraged where there is uncertainty
about emerging concerns or threshold levels.

Responses and interventions should be proportionate to the identified level of need and guided by the MSCP
Principles of Practice:

Early help is everyone’s responsibility

Listen to children and ensure their voice is heard

We will keep children and young people at the centre of the work with families

We will ensure the welfare of children and young people is the main priority

Partners will work effectively together in strong collaboration and co-operation

Services will be delivered as early as possible to meet emerging needs and prevent needs escalating
We will deliver a culture of shared responsibility challenge and escalation.

VVVVYVYYVYYVY

and the principles in the Signs of safety Practice Framework (SofS):

» Developing positive and constructive working relationships with children, families and between
practitioners.

» Working with families from a stance of appreciative inquiry and being professionally curious, applying
a questioning approach.

» Promoting the direct involvement of practitioners and service users in the research and development
of SofS so that the model is informed by what complex case work and child practice looks and feels
like.

Universal

Universal care focuses on prevention, early development, and maintaining wellbeing, ensuring children
have access to education, healthcare, safe environments, and supportive relationships. The aim is to help
children grow up healthy, safe, and able to thrive, with professionals identifying and responding early if any
low-level concerns begin to emerge.

Early Help

Early Help in Medway is a collaborative approach, not a provision.

Early Help services should be considered where there are emerging concerns, such as severe and or rising
obesity rising weight combined with poor engagement, family challenges, or early indicators of emotional or
social impact. A coordinated Early Help response should aim to prevent escalation and support positive

cha Nge. (see chart below)

Level 3 Complex needs

In relation to overweight and obesity this may be indicated where a child has excess weight complications that
are impacting on their health and well being resulting in impairment to their development and ability to reach
their full potential. There may be lack of understanding and engagement from caregivers, disguised
compliance and missed health appointments. (see chart below)

The MSCP also states that “Children and families do not always to conform to one level all the time and may
have to transition from one level of need to another” and that “Threshold guidance is not a substitute for
professional judgement or interagency consultation. Context of concerns is vitally important”.
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Role of Partner Organisations

Health professionals.

All health professionals—including School Nurses and Health Visitors—who are involved in the care of a child
and their family should consider when obesity, as a health concern, may escalate to a safeguarding issue, using
the indicators outlined above and on Appx 2. In most cases, childhood obesity can be effectively and
constructively managed by health professionals through engagement with both the child and their parents or
carers.

Alongside improvements in physical health, it is equally important to consider the child’s mental health. Living
with overweight or obesity can negatively affect a child’s self-esteem and confidence, potentially leading to
anxiety or depression. Signposting or referring for mental health support should be considered as part of a
holistic approach to the child’s overall wellbeing.

However, there may be instances where a health professional becomes concerned that their interventions are
not leading to improvements in the child’s weight, health risks are increasing, and there is a lack of
engagement from parents or carers. In such cases, the professional has a duty of care to share these concerns
with the wider network supporting the child, including education staff, GPs, and paediatricians. If behavioural
challenges within the family are preventing the child from thriving, Threshold guidance should be considered.

Education

When a school has concerns about a child’s weight, the first step should be to discuss these concerns with the
parents or caregivers. With parental consent, the school should then share these concerns with the School
Nurse. However, schools should not assume that involvement from a health professional replaces

their own responsibility for ongoing assessment and support. Schools are well-placed to evaluate how
effectively parents are supporting their child in increasing physical activity and improving diet. Regular
communication with health professionals and thorough documentation of actions taken—and whether
parents are supporting healthy changes—are essential.

If parental consent is not provided, the school should securely record its concerns and any discussions held
and continue to monitor and document any changes in the child’s situation. Schools remain best positioned to
observe and assess the ongoing impact of increased weight on the child’s daily life.

Addressing barriers that parents may present to lifestyle changes is a key part of supporting the child’s health.
All actions, interventions, and concerns should be regularly updated in records and shared with relevant
professionals to support risk assessment.

Where a child’s weight continues to increase and professional concerns remain, particularly where additional
indicators of neglect are evident, schools should act in accordance with the Medway Safeguarding Children
Partnership (MSCP) Neglect Strategy. In such circumstances, completion of the NSPCC Graded Care Profile 2
(GCP2) should be considered. This evidence-based assessment tool supports practitioners to evaluate the
quality of parental care and provides a structured, holistic overview of the child’s physical, emotional, and
environmental needs. The GCP2 can inform professional judgement, threshold decision-making, and
consideration of escalation to Early Help, Child in Need, or Child Protection processes, as appropriate.

For children who are subject to a Child Protection Plan, Child in Need Plan, or Core Group arrangements,
schools have a key role in contributing to ongoing assessment and review. Accurate and up-to-date monitoring
records should be maintained, and any relevant information shared by the child or observed in school should
be recorded and shared with partner agencies. This information is essential to support multi-agency review of
parental engagement, compliance with agreed plans, and the effectiveness of interventions, in line with
Medway’s threshold framework and safeguarding procedures.
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As discussed, obesity affects both the physical and emotional wellbeing of the child. School records should
include information on:

e Observations of emotional harm, such as anxiety, depression, or social isolation
e Anyimpact from bullying

o Effects of social isolation

e Activities the child is unable to participate in due to their weight

e Impact on school attendance

e Effects on educational participation or attainment

Paediatricians/Emergency Physician/G.P.

A clear and proportionate assessment of the child’s health needs must be undertaken, including consideration
of the home environment and any factors that may be contributing to unhealthy weight gain. Practitioners
should regularly review parents’ or carers’ understanding, engagement, and capacity to support healthy eating
and physical activity. Information sharing and collaboration between agencies should take place in line with
Medway Safeguarding Children Partnership (MSCP) procedures to ensure a coordinated response. Where a
Child Protection Plan is in place and obesity is identified as a primary or contributory safeguarding concern, the
following actions are required:

o A paediatric assessment must be completed to identify or exclude any underlying medical or
physiological causes.

e The paediatrician, or an appropriate representative, should attend all child protection conferences and,
where relevant, core group meetings, to inform ongoing assessment of parental capacity and the impact
of agreed interventions.

e In cases where obesity is the principal safeguarding concern, consideration should be given to the
paediatrician or emergency department clinician acting as the lead medical professional, ensuring clear
medical oversight.

e Regular liaison with the child’s GP must be maintained to monitor wider health needs.

e Ongoing communication with other involved health professionals, including school nurses, health
visitors, and weight-management or family lifestyle services, is essential to ensure emerging risks are
identified and addressed promptly.

Social Care

All professionals working in social care—including Social Workers, frontline staff, managers, and Conference
Chairs—must have a clear understanding of the health risks associated with obesity. Additional training may
be necessary to fully grasp the complexities of this issue. When children are referred with obesity-related
safeguarding concerns, it is essential to recognise both the safeguarding indicators previously outlined and the
signs of non-compliance, which may include:

e  Missing medical or weight management appointments

e Frequent school absences

e Parents or carers consistently providing unhealthy food

e Avoidance of physical activity (unless medically justified and signed off by the paediatrician overseeing
the child’s health plan)

e Parents or carers actively supporting or encouraging avoidance of physical activity

Safeguarding leads must ensure that any instances of non-compliance with the Child Protection Plan are
promptly communicated to all Core Group members, rather than waiting for the next scheduled meeting. This
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enables early identification of concerning patterns and allows for timely intervention. Parents, carers, and
young people should be informed of this process and the reasons behind it.

A shared understanding of the health risks linked to obesity is vital across all levels of social care. Recognising
the indicators of concern and responding appropriately ensures that children receive the support they need to
thrive physically and emotionally.

Police

Childhood Obesity should ideally be managed primarily by parents and carers with additional support from
Health professionals and Children’s Social Care.

The police may be invited to attend multi-agency strategy discussions in cases where a child is considered
likely to suffer significant harm (Section 47 of the Children Act 1989) where the primary factor for referral is
Obesity.

However, as the role of the police within the Child Safeguarding Partnership is to investigate and prosecute
criminal offences, any neglect or ill-treatment of a child would ordinarily be considered under Section 1(1) of
the Children and Young Persons Act 1933 which states:

‘If a person who has attained the age of sixteen years and has responsibility for a child or young person under
that age, wilfully assaults, ill-treats, neglects, abandons, or exposes him, or causes or procures him to be
assaulted, ill-treated, neglected, abandoned, or exposed, in a manner likely to cause him unnecessary suffering
or injury to health (including injury to or loss of sight, hearing, limb, or organ of the body, and any mental
derangement), that person is guilty of a misdemeanour’.

Police involvement should be based on the facts presented. There must be strong evidence to suggest that
potential harm can be directly attributable to wilful acts or omissions by the parent or carer. In all cases, any
police involvement will be based on information gathered by the agencies involved with the child. Information
sharing by all professionals will be crucial to any action taken by police.

The following information could be considered as a threshold to police involvement:

The child is obese, and their weight is continuing overall to increase disproportionately to age OR is not
reducing in line with a realistic and achievable health plan AND

e Paediatric examination shows that this is causing Obesity related medical issues AND

e The parents or carers have been informed and advised, are aware of the risks to their child’s health
and have the understanding and capability to engage in their child’s treatment AND

e They are frustrating, or unnecessarily failing to engage with professionals and a health plan that could
improve the child’s health AND

e The child is likely be at immediate risk of significant harm or injury to health.

It is important to understand situations where parents or carers require greater support and understanding in
the management of their child’s obesity. These may include genetic conditions (e.g. Prader-Willi Syndrome) or
where the parents or carers do not have the capability to support their child’s complex needs. Except in
exceptional circumstances these situations should be managed by Health and Social care professionals.
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Training for Health and Social Care professionals.

Managers should ensure that staff feel competent in approaching conversations about weight, that they
understand the complexities of overweight and obesity and are able to support the Children in their care with
confidence.

Making Every Contact Count (MECC)

MECC is an approach to behaviour change that uses the millions of day-to-day interactions that organisations
and people have with other people to support them in making positive changes to their physical and mental
health and wellbeing. MECC enables the opportunistic delivery of consistent and concise healthy lifestyle
information and enables individuals to engage in conversations about their health at scale across organisations
and populations. Drawing on behaviour change evidence, MECC maximises the opportunity within routine
health and care interactions for a brief or very brief discussion on health or wellbeing factors to take place.

A MECC interaction takes a matter of minutes and is not intended to add to the busy workloads of health, care
and the wider workforce staff, rather it is structured to fit into and complement existing professional clinical,
care and social engagement approaches. Evidence suggests that the broad adoption of the MECC approach by
people and organisations across health and care could potentially have a significant impact on the health of
our population. https://www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf

The NHS is committed to taking ownership of addressing Obesity with patients and carers and there are many
opportunities to use the MECC approach. Professionals may have concerns about raising the topic of weight
with their patients, for a variety of reasons. However, as Obesity is widely acknowledged to be a Chronic
inflammatory disease which impacts on many other systems of the body, talking about weight needs to be
normalised in line with any other health issue.

Many other agencies utilise MECC, but this should be encouraged where that is not the case, so that all
support services can be delivering the same consistent messages.

Training listed below, delivered by the Public Health Team would further support and enable professionals to
gain confidence when supporting Parents/carers Children and Young people with overweight and Obesity.

e A Better Medway Champions (ABM).
e Understanding Obesity.
e Talking about weight with Confidence.

Further information about these and other free Public Health courses, can be found here:

https://healthtraining.medway.gov.uk/auth/register

Referrals and Risk Assessment

Obesity is recognised as a chronic inflammatory disease, yet it often does not receive the attention it deserves
during holistic assessments of children in professional care. Uncertainty about how and when to address
weight concerns—and worries about upsetting or alienating parents and children—can lead to hesitation or
reluctance among healthcare and other professionals to identify weight as an issue. Concerns about potential
negative consequences, or a lack of time and resources to discuss such a sensitive topic, may also contribute.
Additionally, professionals may have limited knowledge or awareness of obesity, the associated health risks for
children, and how best to support effective obesity care.

Discussing obesity can be particularly challenging when parents are hostile, unreceptive, or lack the capacity to
recognise the health or safeguarding implications. Nevertheless, the safety and wellbeing of children in
Medway must remain the top priority, and it is everyone’s responsibility to act on any concerns regarding a
child’s protection, welfare, and health.
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In referring a child based on concerns regarding their obesity, there may well be other concerns. However, it is
important to clarify on any referral, steps that have been taken to address the child’s health and wellbeing,
and why this has now become of such concern that a safeguarding referral is required.

Medway Right Support at the Right time (Threshold) Guidance

Most children and young people have several basic needs that can be supported through a range of universal
services. These services include education, early years, health, housing, youth services, leisure facilities and
services provided by voluntary organisations. The Medway Safeguarding Children’s Partnership (MSCP) SCP

has now launched the above guida Nnce. https://www.medwayscp.org.uk/downloads/file/718/mscp-right-support-at-the-right-time-
threshold-quidance

This sets out the levels of need and provides guidance to help assess a child’s level of need and identify which,
if any additional services are required.

This document provides guidance for professionals and service users, to clarify the circumstances in which to
refer a child to a specific agency to address an individual need, to carry out an Early Help Assessment (EHA) or
refer to Children’s Services in Medway and should be used in conjunction with the assessment forms
mentioned in this document to provide an holistic assessment of the Childs needs.

Any professional considering referring a child where the safeguarding concerns are linked to obesity should
consider the contents of this policy and refer to the guidance before making the referral, specifically
safeguarding indicators and levels of need.

Level 1 -universal - No Additional Level 3 — social care
needs Complex Multiple needs

Child or YP presents with | Child or YP presents with
identified weight identified weight
management need management need

Child or YP is a healthy weight.

BMI <91 centile

L BMI 298 " >99.6'" centile | BMI >99.6'" centile is at
No indicators of neglect

with or without risk of or has one or
associated excess weight | more excess weight
. . : complications. complications.

Healthy lifestyle intervention not

required One or more Level 3 One or more Level 3
Indicators of neglect Indicators of neglect
identified. identified.

Level 2 — Early Help
Additional Need . . -

: : Healthy Lifestyle Clear identified need for
Child or YP has SUZpECted weight intervention need with specialist clinical
management nee possible clinical assessment and

intervention intervention
BMI =91 - 98™ centile
Level 2 indicator of neglect present. School Nurse referral School Nurse referral

Referral to Public Health | Referral to NHS Child

Healthy Lifestyle intervention need identified lifestyle service — Excess weight clinic
Tri for You (CEW) via G.P. or
School Nurse referral Paediatrician

Referral to Public Health lifestyle service
Tri for You
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Medway Levels of Need and Support

1. Universal — Children with

2. Early Help - Children with additional needs

3. Statutory Social Care — Children with complex multiple needs

Guardianship Orders, Kinship Care.

% no additional needs Has additional needs identified that can be met within identified resources through a single | Statutory service to address complex/ multiple needs or is in need of protection (include
ﬁ Has needs met within universal agency response and robust partnership working CIN)
@ |provision. May need limited intervention
£ |to avoid needs arising.
- Good education attendance - Concerns about impact of absence/ truancy, exclusion from school - Serious concerns about impact of significant and complex learning/
(over 90%) - Concerns about isolated children not accessing services physical disability on child’s welfare
- Meeting developmental & - Persistent poor behaviour in school and risk of persistent social - Regular missed health appointments with evidence of acute negative
learning milestones exclusion impact on child’s development
- Has emotional well-being - Mental health issues affecting developmental needs, incl. concerns - Chronic drug/ alcohol misuse impacting negatively on child’s welfare/
- Ability to protect self and be about self-harm development
protected - Children frequently missing from home - Peer on peer abuse with significant negative impact
- - Disability or additional special educational needs - Significant harmful sexual behaviour including persistent evidence of
- Resilient and able to adapt to - Not reaching potential as is not in education, employment or training inappropriate sexual knowledge and behaviour for age
change - Concerns about difficulty in achieving in education - Significant evidence of exploitation (e.g. sexual, criminal, gang
- Physically healthy - Concerns about meeting developmental milestones affiliation and drug exploitation)
- Age-appropriate self care & - Missing health appointments/ delayed response in ensuring child’s - Significant evidence of high risk of harm of being Radicalised abused
independence skills health needs met or exploited through technology or inappropriate relationships in
- Positive sense of self and - Early signs of offending/ anti-social behaviour person or online
abi_li_ties - Concerns about being drawn into anti-social or criminal behaviour, - Severe and complex mental health issues affective development
o | Ability to express needs including gang involvement and association with organised crime needs, including significant self-harm
b groups N o o - Non organic failure to thrive as to cause threat to life
% - Concerns abOul vulnerabilities to Radicalisation and Extremism in _ Child/ yuung parentj pregnancy under the age of 13/ or ha\”ng sex
= person or online S . (Statutory rape)
£ - Concerns about underage sexual activity/ inappropriate age related - Child victims of modern slavery, human trafficking, involved in terrorist
I sexualised behaviours and consideration of vulnerabilities such as activity
£ learning disability and SEN. - Chronic risk of harm from consistently missing from home
% - Concerns abou_t early signs qf drugf‘ alcohol misuse . - Unaccompanied minors
2 - Low level emotional & behavioural issues that may be linked to - Unexplained, non accidental, suspicious injury
a attachment and/or emotional development delay - Non mobile child with suspicious or unexplained bruising
z - Concerns about children who were previously in care, children who do - Evidence of physical, emotional or sexual abuse or neglect
5 not live with their birth parents i.e. adopted children, Special




- Stable relationships with - Dental decay due to poor hygiene - Person posing a risk to a child
caregivers - Chronic/ recurring health problems - No recourse to public funds
- Housed, good diet and kept - Concerns about emotional/ mental health issues - Unborn child placed at risk, previous children or siblings removed
healthy - Concerns about impact upon children who are young carers - Severe and chronic dental decay
- Supportive networks - Poor or unstable parent/ child relationships - Imminent risk of family homelessness
- Access to positive activities - Concerns about being bullied or bullying behaviour - 16/17year old presenting as homeless
- Positive relationships with - Poor housing & home environment impacting on child - Domestic abuse where all unborn children and those under one are
€ peers - Concerns about impact of community harassment/ discrimination automatically at significant risk of harm and all children of other ages who
@ | - Attending health - Risk of relationship breakdown/ inter-parental conflict are at risk of significant harm
E appointments, including those | - Concerns about domestic abuse and coercive control - Forced marriage, honour based violence, female genital mutilation
g for pregnant mothers - Family bereavement - Allegation of harm by a person in a position of trust
= - Concerns about pregnant mother with no safeguarding concerns Private Fostering
w - Concerns regarding internet safety
°: - Concerns about teenage pregnancy
= - Housing tenancy at risk
E - Concerns about transient and avoidant families
v - Concerns of potential vulnerabilities to radicalisation
- Protected by carers - Inconsistent care arrangements - Parental learning or physical disability impacting upon child's welfare and
- Secure and caring home - Poor relationships impacting upon child’s development safety
- Receive and act on - Low income/ poverty impacting upon child's welfare - Significant concerns about substance misuse or mental health impacting on
information, advice and - Poor supervision by parent/ carer parenting
guidance - Concerns about parent’'s own health needs impacting on child - Fabricated or induced illness (Parent or carer fabricates symptoms or
- Age appropriate boundaries - Poor response to child’s physical, emotional or health needs deliberately causes symptoms of illness in child)
maintained - Historic context of parents/ carers own childhood, ie. adverse childhood - Parent/Carer exhibiting disguised compliance
experiences - Persistent failure to meet a child's basic, physical and/or psychological
- Controlled or stable substance misuse needs
@ - Parents/carers are at risk of entering the Criminal Justice System due to - Imminent risk of significant harm due to poor supervision
Qo offending/anti-social behaviours - Developmental milestones not being consistently met due to persistent
S failure of parenting
o3 - Persistent evidence of negative impact of parental/ carers relationship
o breakdown on the child
= - Parents/carers offending behaviour having a direct negative impact on
::T parenting and risk to a child
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