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THE PURPOSE OF THIS GUIDE
This guide outlines Child and Youth Protection Services (CYPS) approach 
to understanding and managing physical abuse in the context of child 
protection and youth justice work in the ACT.  It is intended for use by CYPS 
staff and its partners working with the ACT’s children and young people.

Specifically, this guide will tell you about:

 > what is physical abuse drawn from latest research, including 
a distinction between corporal punishment

 > the impacts of physical abuse on children

 > risk factors of physical abuse and understanding different relationship contexts

 > our practice approach to the identification and assessment of physical abuse

 > the important, yet different, role of ACT Policing’s Sexual Assault and Child Abuse Team

 > how to take action when physical abuse is suspected, including 
examinations and forensic interviewing of children

 > our approach to working with people who use violence focused on worker safety. 

READING THIS GUIDE
In reading this guide, the terms ‘child’ and ‘children’ also refer to ‘young person’ and 
‘young people’. The term ‘Act’ refers to the Children and Young People Act 2008.  

Throughout this guide you will notice this leaf symbol. It represents a direct 
link between the guide’s information and our CYPS practice standards. Our 
practice standards translate the legislation and principles that guide our 
work into expectations about what it means when we work with children and 
their families, carers and other agencies. They guide our daily work and it is 
important to consider our practice standards in conjunction with this guide.

This guide forms part of a suite of guides developed to provide valuable information to you in your role. 

Other guides in the suite include:

 > Working with families affected by cumulative harm or neglect 

 > Working with families affected by domestic and family violence

 > Working with families affected by sexual abuse. 

Together these guides provide a complementary collection of information to enable you 
to understand and respond to different forms of child abuse and neglect in the ACT.  

The guides have been informed by, and are consistent with, research, legislation, policies and 
procedures. Together with our practice standards and Case Management Framework, these 
guides set the benchmark for the delivery of high-quality practice in child protection.
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PHYSICAL ABUSE – WHAT IS IT?

A DEFINITION

Physical abuse is the intentional use of physical force against a child that results 
in – or has a high likelihood of resulting in – harm to the child’s health, survival, 
development or dignity . This includes hitting, beating, kicking, shaking, biting, 
strangling, scalding, burning, poisoning and suffocating . Much physical violence 
against children in the home is inflicted with the object of punishing . (WHO, 2006) .  

In short, physical abuse is when someone physically 
hurts or harms a child on purpose, or their 
intentional act is likely to physically hurt or harm 
the child. In child protection work, it is only within 
our remit to act when this abuse is caused by a 
parent or carer, or an adult the child lives with.

Through our work we also hear physical abuse 
referred to as non-accidental injury. Regardless of 
the term used, physical abuse is never acceptable.

There are many forms of physical abuse and these 
are discussed in section ‘Identifying physical abuse’. 
It is important to understand many signs of physical 
abuse can also occur through normal, safe activity 
and therefore are not exclusive evidence of physical 
abuse occurring. Your holistic assessment of a child’s 
risk is therefore especially important when physical 
abuse is reported. Information in section ‘Location 
of injuries’ will also help you distinguish between 
likely accidental and non-accidental injuries.  

In addition to the forms discussed in this guide, physical 
abuse can also include ‘Fabricated or Induced Illness by 
Carers’ (previously known as Munchausen Syndrome by 
Proxy) (AIFS, 2015). This is where a parent or carer makes 
up the symptoms of an illness or causes the child in their 
care to become unwell. It also includes genital mutilation.

Further, physical abuse can be a 
single act or repeated acts.

Section 342 of the Children and Young People Act 
2008 states abuse of a child includes physical 
abuse, and the child is in need of care and 
protection if the physical abuse has happened, is 
happening or is at risk of happening, and no-one 
with parental responsibility for the child is willing 
and able to protect them from the abuse. 

PRACTICE TIP

Remember physical abuse includes intentional 
acts where physical harm has been caused to 
a child as well as acts where harm would be 
likely to result from the act. For example, if an 
infant is shaken but not injured, this would still 
be considered physical abuse (AIFS, 2015).

WHAT ABOUT CORPORAL 
PUNISHMENT? 
Under the ACT Crimes Act 1990, it is an offence 
to commit assault (a physical attack) regardless 
of whether an injury is inflicted. For parents 
and those with parental responsibility, this 
includes the use of corporal punishment (such 
as smacking) to manage a child’s behaviour.

The line between corporal punishment and physical 
abuse has often been considered subjective, and 
culturally and socially defined. The Australian Institute 
of Family Studies (AIFS) provides an indicative 
threshold between the reasonable use of corporal 
punishment by a parent or carer and physical abuse:

‘Corporal punishment that results in bruising, 
marking or other injury lasting longer than a 24-
hour period may be deemed to be “unreasonable” 
and thus classified as physical abuse’ (AIFS, 2017).
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In general terms, any action by an adult to discipline 
a child that causes a mark or injury has crossed 
the line and becomes an act of physical abuse. 

Further, for a child who has experienced trauma, such 
as a child in care, the use of corporal punishment to 
discipline is particularly inappropriate because of 
the child’s increased emotional and psychological 
vulnerability. Where a carer has used corporal 
punishment on a child in care, your approach 
is to address and prevent the behaviour from 
occurring again in a way that does not undermine 
the stability of the care placement wherever 
possible. Refer to our Abuse in care procedures.

The use of corporal punishment is overall 
considered ‘poor parenting’ and research 
supports it is ineffective as a form of 
behaviour management. CYPS does not 
support the use of corporal punishment as a 
means of managing any child’s behaviour. 

If you are concerned about a carer’s discipline 
approach, consult with our Child and Family 
Centres, the Raising Children Network 
or Uniting on providing information and/
or services to the carer about appropriate 
discipline strategies specific to their needs.

IMPORTANT

OUR STANDARD IN PRACTICE

Relationship-based practice

Communicate in a clear, honest 
and respectful way to children, 
young people and families .

Recognise the fundamental 
challenges facing many families 
and identify their strengths .

Work to identify and engage a range of 
services that may make a difference .

THE IMPACT ON CHILDREN
Any abuse in a child’s life has the potential to 
affect them. A report by the AIFS (2014) found: 

‘Child abuse and neglect may lead to a wide range of 
adverse consequences for children and adolescents. 
Research suggests that specific types of abuse are 
more closely related to some adverse outcomes 
than others, for example the links between physical 
abuse and violent or aggressive behaviour. However, 
experiencing chronic and multiple forms of abuse 
increase the risk of more damaging and severe 
consequences for children and young people’. 

The most vulnerable part of the body to serious long-
term injury, is the head. Any trauma to the head may 
result in damage to the structures around the brain 
and has some of the most severe consequences 
for a child’s future wellbeing. Abusive head trauma 
is the leading cause of death among children who 
have been abused. It can arise from shaking, shaking 
and impact, or impact injuries (NSPCC, 2012).

Physical abuse in any form can have long-lasting 
impacts on a child, leading to poor physical or 
mental health later in life. This can include:

 > depression

 > anxiety

 > eating disorders and obesity

 > behavioural or conduct issues

 > drug use

 > suicide attempts

 > sexually transmitted infections and risky 
sexual behaviour (Norman et al, 2012).

We also know exposure to continued trauma can 
lead to permanent changes to a child’s brain 
and the way it develops, including impacts on 
particular day-to-day skills such as paying attention, 
managing emotions, organising and planning.

It is also known children living in homes where family 
violence occurs are at increased risk of physical abuse 
and other forms of mistreatment (Jouriles et al, 2008). 
Jouriles et al (2008) also reported the adjustment 
difficulties of physically abused children are similar 
to those of children exposed to domestic violence. 
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Further, another AIFS study showed children exposed 
to higher levels of parental hostility and inconsistent 
disciplinary approaches by their parents or carers are 
four times more likely to have conduct problems and 
twice as likely to have hyperactivity problems (AIFS, 2017).

PRACTICE TIP

Throughout your practice, you need to be 
aware of, and alert to, both the context in 
which physical abuse occurs and the possible 
outcomes for the child. This will help you 
provide a response that places the abuse in 
the context of trauma and help you recognise 
the potential for multiple forms of abuse to be 
occurring, such as exposure to family violence, 
as well as other areas of disadvantage.

IDENTIFYING PHYSICAL ABUSE
Children of all ages and gender can be at risk of physical abuse . The following 
information will help you recognise possible indicators of physical abuse, 
common injuries and circumstances associated with physical abuse, and 
the different locations of accidental versus non-accidental injuries .

It is important though to remember many signs 
of physical abuse also occur through normal, safe 
activity and therefore the presence of these signs does 
not necessarily mean physical abuse has occurred 
or is occurring. When assessing possible physical 
abuse, you must take into consideration the child’s 
circumstances, age and all other vulnerabilities, 
for example disability or chronic illness.

POSSIBLE INDICATORS 
OF PHYSICAL ABUSE 
Some indicators of possible physical abuse 
may include but are not limited to:

 > child seeming to be accident prone – broken bones, 
dislocations, or unexplained bruises or injuries

 > bruising or marks showing the shape of an object

 > multiple scars of different sizes or ages

 > children flinching when approached by adults

 > frozen watchfulness

 > not wanting to go home, or somewhere else

 > a description of events causes the child distress

 > explanation for an injury seems unlikely or 
is inconsistent with the injury type

 > several different explanations provided for an injury

 > family use of different doctors and 
hospital Emergency departments

 > unexplained delay in seeking treatment

 > parents/carers absent without good reason, 
or uninterested or undisturbed by the injury 
when the child presents for treatment

 > reluctance to give information or 
mention previous injuries

 > children provided with alcohol or 
non-prescribed drugs.
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COMMON INJURIES AND 
CIRCUMSTANCES OF 
PHYSICAL ABUSE
The following outlines some common injuries 
and circumstances associated with physical 
abuse, including considerations of each injury 
based on its type, size, location and impact. 

BRUISING

It is not uncommon for children to have accidental 
bruising caused by falls or play, for example 
from running, climbing or tripping. However, the 
following bruising must be considered as non-
accidental unless there is evidence or an adequate 
explanation provided to indicate otherwise:

 > any bruising to a pre-crawling or pre-walking baby 

 > bruising in or around the mouth, particularly in 
small babies – may indicate force feeding

 > two simultaneous bruised eyes, without bruising 
to the forehead – rarely accidental, though a 
single bruised eye can be accidental or abusive

 > repeated or multiple bruising on the head or 
on sites unlikely to be injured accidentally

 > variation in colour – possibly indicating 
injuries caused at different times

 > bruising or marks show the outline of an object – 
for example, belt mark, handprint or a hairbrush

 > bruising or tears around or behind one or both 
earlobes indicating injury by pulling or twisting

 > bruising around the face

 > grasp marks on small children

 > bruising on the arms, buttocks and thighs 
may be an indicator of sexual abuse.

BITE MARKS

Bite marks can leave clear impressions of the teeth. 
Human bite marks are oval or crescent shaped. Those 
over three centimetres in diameter are more likely 
to have been caused by an adult or older child. You 
should seek a medical opinion where there is evidence 
of a bite mark allegedly caused by a parent or carer.

BURNS AND SCALDS

It can be difficult to distinguish between accidental 
and non-accidental burns and scalds. Where such 
injuries are involved, you must seek an experienced 
medical opinion to provide a confirmation.

Any burn with a clear outline may 
be suspicious, for example: 

 > circular burns from cigarettes – but may be friction 
burns if along the bony areas of the spine

 > linear burns from hot metal rods 
or electrical fire elements

 > burns of uniform depth over a large area 

 > scalds with a clear line indicating immersion or 
poured liquid – a child getting into hot water of their 
own accord will struggle in their attempt to get out 
causing irregular splash marks across their body

 > scalds to the buttocks of a small child, particularly 
in the absence of burns to the feet, are indicative of 
the child being dipped into a hot liquid or bath.

SCARS

A large number of scars, scars of different sizes or ages, 
or scars on different parts of the body, may suggest 
physical abuse. Old scars can indicate previous burns 
or scalds that did not receive appropriate treatment. 

FRACTURES

Fractures can cause pain, swelling and discolouration 
over a bone or joint. You should be concerned if:

 > the explanation provided is vague, non-existent 
or inconsistent with the fracture type

 > there are associated old fractures

 > medical attention is sought after a period of 
delay when the fracture has caused symptoms 
such as swelling, pain or loss of movement

 > there is an unexplained fracture in 
the child’s first year of life.

Further, non-mobile children rarely 
sustain accidental fractures.
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HEAD INJURIES

Head injuries can involve visible signs of impact 
to the head or symptoms that at first glance 
may seem unrelated to head trauma.

Signs of head injuries include:

 > swelling, bruising or fractures to the head

 > being comatose

 > respiratory problems

 > seizures

 > vomiting

 > unusual responses – for example, irritability, 
poor feeding, lethargy, being unresponsive.

When babies or young children are involved, you 
should consider their additional vulnerability to 
abusive head trauma. Children under six months old 
are most vulnerable with the greatest risk period 
between six weeks and four months when their 
crying can be particularly problematic for parents. 
See section ‘The impact on children’ above.

ABUSE OF CHILDREN 
WITH DISABILITIES

Children with disabilities can experience forms of 
physical abuse unique to living with a disability. They 
may be abused by a parent, paid or unpaid carer, 
staff member in a residential or institutional setting, 
or a service provider. This abuse may take various 
forms such as withholding food, water, aids (such 
as wheelchairs or walking sticks) or medication. 

If the abuser is a parent or carer, they might also 
withhold assistance with toileting, showering, dressing, 
travelling, shopping or eating. They might be rough 
with intimate body parts or engage in inappropriate 
handling. They may also take advantage of the child’s 
physical weakness and inaccessible environment. 

Children with communication impairments can 
also be hampered in their ability to disclose 
abusive experiences, thereby increasing their 
risk of abuse occurring (WHO, 2017).  

Other forms of abuse towards children 
with disabilities include:

 > threatening to punish, abandon 
or institutionalise them

 > threatening police or CYPS will not 
believe their claims of abuse

 > financial abuse

 > abuse that focuses on the disability itself. 

(DHS Vic Framework, 2012, p.22)

It is important you understand physical abuse, 
just like any abuse, can occur in all kinds of 
families and family relationships. As such, 
physical abuse can manifest in ways specific 
to the relationship in which it happens.

PRACTICE TIP

FAMILY VIOLENCE

Children living in homes characterised by family 
violence are much more likely than the average child 
to experience physical abuse. The co-occurrence 
of domestic and family violence with other forms of 
child maltreatment, including physical, emotional 
and sexual abuse, is well established in international 
research (Campo, 2015). Edleson’s study in 1999, also 
estimated domestic violence is present in 30 to 50 
per cent of families involved with the child welfare 
system (as cited in Metheny, 2011). Further, the more 
severe the violence towards a mother, the higher the 
risk of physical abuse towards any child in the home. 

When family violence is involved, or suspected, you 
should consider if the perpetrator’s behaviour may be 
affecting the non-violent parent’s ability to protect their 
child, particularly where the parent may have witnessed 
the abuse without intervening or acted to conceal it.

When working with children experiencing 
family violence, make sure you refer to our 
CYPS guide Working with families affected 
by domestic and family violence available 
from our Knowledge Portal. It will ensure 
you have a thorough understanding of family 
violence, its impacts and considerations to 
be made during your risk assessments.

PRACTICE TIP
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PREVIOUS ATTEMPTS TO HARM

Psychological and emotional abuse have been found 
to be good predictors of continued abuse, including 
physical abuse (Campbell, 2003). Previous physical 
assaults also predict future assaults. People with a 
history of violence are more likely to use violence against 
family members, even if their violence has not previously 
been directed towards family, such as instead directed 
towards strangers, acquaintances or police officers. 

The nature of the violence may include credible 
threats or use of weapons and attempted or actual 
assaults. People with a history of violence generally 
engage in more frequent and more severe violence 
than people who do not have a violent past.

THREATS OF PHYSICAL ABUSE

While threats of physical abuse do not cause 
physical harm, they are a form of emotional abuse 
and therefore constitute an increased risk of 
physical abuse. Risk factors that may indicate a 
possible escalation of the abusive behaviour and 
therefore are of concern to a child’s safety are:

 > threats to kill:

• children – evidence suggests where there are 
threats of violence there is a likelihood of increased 
risk of direct abuse of children in the family

• other family members – threats to hurt or cause 
actual harm to family members can be a way of using 
control to illicit fear and should be taken seriously

• pets or other animals – a correlation between 
cruelty to animals and abuse is increasingly 
being recognised. Because there is a direct link 
between abuse and pets being abused or killed, 
abuse or threats of abuse against pets may be 
used by perpetrators to control family members

 > suicide threats or attempts – threats or 
attempts to commit suicide have been found 
to be a risk factor for murder-suicide.

SCAPEGOATING 

Be aware, child physical abuse can be targeted 
to just one child in a family. This child is referred 
to as the ‘scapegoat’. Scapegoating of a child 
can occur in varying degrees of severity. 

Children who are not scapegoated often experience 
emotional abuse because they witness or participate in 
the abuse of their sibling. Often, these children initially 
attempt to reach out to their sibling, but quickly learn 
any empathic behaviour is not a safe response for 
them personally. These children may then develop 
empathy deficits as a way of protecting themselves 
from the effects of witnessing abuse happening 
and the effects of the abuse on their sibling.

SELF-HARM

Self-harm is a complex matter. It happens when 
a child deliberately hurts their body and is often 
done in secret as their way of coping with difficult 
emotions or stressful events. Types of self-harm 
include cutting, burning or punching the body, 
picking skin or sores, and suicidal thoughts.

Self-harm is not a form of physical abuse and it is 
important you understand this. The fact the Children 
and Young People Act 2008 mandates reporters to report 
‘non-accidental physical injury’ as opposed to ‘physical 
abuse’, unfortunately conflates these two distinct 
concepts in a largely unhelpful way. This is because an 
allegation of self-harm does not meet the threshold 
for recording a Child Protection Report (s360(5)) unless 
you have reason to believe or suspect the parents are 
not willing nor able to protect their child from the self-
harming behaviour – therefore the child is in need of 
care and protection. Where parents are willing and able 
to protect, self-harm should be responded to through a 
support response. See section ‘Assessment – Self-harm’.
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LOCATION OF INJURIES
The location, or site, of an injury can also be indicative of whether the injury is accidental or non-
accidental in nature. The following diagrams show typical locations of both accidental and non-
accidental injuries and will help you make determinations in your risk assessments. However, it is 
important to understand the differences in presentation between accidental and intentionally inflicted 
injury may be slight and require expert investigation to differentiate (WA Health, 2015).

TYPICAL LOCATIONS OF 
ACCIDENTAL INJURIES

TYPICAL LOCATIONS OF NON-
ACCIDENTAL INJURIES (INJURIES 
THAT SHOULD RAISE CONCERNS)

(British Dental Association, 2016)
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PRACTICE TIP / 
IMPORTANT

In addition to the examples above, our CYPS 
Risk Assessment Framework provides 
more information to help you recognise 
signs of possible physical abuse. 

It will help you identify:

 > children who have experienced abuse 

 > abusive relationships 

 > abusive parents and carers 

 > abusive environments.

Understand, whenever you are assessing risk 
in relation to physical abuse, you must use 
the CYPS Risk Assessment Framework and 
corresponding procedures available from our 
Knowledge Portal. These important documents 
will guide you through the full risk assessment 
process and include tools to support your 
decision-making to determine if a child has 
been, is being, or is at risk of being physical 
abused. See section ‘Assessment’ below.

OUR STANDARD IN PRACTICE

Child and youth-centred practice

Ensure children are afforded their rights 
regardless of race, religion, abilities, 
gender, beliefs or other factors .  

Ensure where a child is in imminent 
danger, immediate action is taken 
in line with legislative requirements, 
policies and procedures .



10  |  WORKING WITH FAMILIES AFFECTED BY PHYSICAL ABUSE

PRACTICE PRINCIPLES
In CYPS, our primary consideration is always the wellbeing of children . This is best 
achieved through thorough and holistic assessments of risk, working respectfully 
with children and families ensuring they are listened to and heard, working 
effectively with community partners and sharing relevant information where 
appropriate, and making informed decisions in the best interests of the child .

The practice principles outlined below will help you assess and 
respond to physical abuse throughout your practice . 

ASSESSMENT
The main priority for a CYPS response is to:

 > identify the abuse

 > assess the abuse

 > take action to protect the child from the abuse.

In instances where physical abuse has been reported, 
CYPS has a statutory responsibility to investigate 
these concerns (s360 of the Children and Young People 
Act 2008). You are to do this by following our CYPS 
Risk Assessment Framework, specifically by:  

1. Conducting a Child Concern Report 
(CCR) Risk Assessment.

2. Conducting a Child Protection Report (CPR) 
Risk Assessment where your CCR assessment 
outcome meets the legal threshold.

3. Conducting an Appraisal Risk Assessment where 
your CPR assessment indicates it is appropriate.

4. Conducting ongoing risk assessment where physical 
abuse has been substantiated to ensure the continued 
safety of the child and effectiveness of outcomes 
and case management supports put in place. 

Throughout your assessments, the information you 
gather will determine if legal thresholds are met, what 
CYPS response is most appropriate at each stage 
and how best to support the child and their family. 

The specifics of each risk assessment are outlined in our 
CYPS Risk Assessment Framework and corresponding 
procedures available from our Knowledge Portal. Your 
assessments must also be underpinned by knowledge 
of typical child development and corresponding 

milestones. The Child development and trauma guide 
overview (available from our Knowledge Portal) provides 
details of typical developmental pathways and indicators 
of trauma at different ages and developmental stages.  

Any assessment you undertake must be 
based on credible information that provides 
the grounds for you to make ‘balance of 
probability’ decisions. This is not the same 
as proof. Information gathered should be as 
factual, reliable and verifiable as possible 
– in particular, protective factors. Taking 
information at face value can result in poorly 
informed analysis and, in some instances, place 
a child at further risk. Ensuring information is 
credible not only helps you make well-informed 
decisions, but also protects the child and family 
from unfounded or malicious allegations.

You are to also always remain objective, curious 
and willing to challenge assumptions – your 
own and those of others. Clear evidence of your 
decision-making process must be recorded, 
including what information you considered and 
the relevance it had to the decisions you made.

PRACTICE TIP

While you are to refer to our CYPS Risk Assessment 
Framework and corresponding procedures, the 
information below is of particular relevance 
to the assessment of physical abuse.
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DETERMINE IF THE INJURY 
IS NON-ACCIDENTAL

When assessing physical abuse, you must identify 
if the injury, or illness, is non-accidental. Do this by 
assessing if the explanation provided for the injury is 
consistent and fits with the developmental abilities of 
the child. In making your determination consider:

 > the context of the injury and any previous 
injuries to the child, including who was 
present when the injury occurred

 > developmental abilities of the child relevant 
to the explanation provided for the injury

 > how the parents responded to the child’s needs 
and behaviour, including medical treatment

 > the methods of behaviour 
management the parents use

 > if domestic and family violence is 
occurring or has occurred.

You should conduct your assessment using 
a variety of methods, including:

 > interviewing the child, siblings and other children 
subject to the same risk or living in the same home

 > medical treatment and assessments for the child

 > interviewing the parents

 > reviewing the child’s, sibling’s and other related 
children’s medical and CYPS history.

Ensure you follow our CYPS Risk Assessment 
Framework that outlines at what assessment stage 
the various methods are appropriate to use.

All reports involving physical abuse are time 
critical and an informed response must be 
decided on as soon as possible. You must 
also refer the matter to ACT Policing’s Sexual 
Assault and Child Abuse Team (SACAT). See 
section ‘Collaborate with SACAT’ below.

PRACTICE TIP

ABUSE IN CARE 

If a report of physical abuse is made about a child 
who the Director-General has full or shared parental 
responsibility, you must follow our Abuse in care 
procedures available from the Knowledge Portal.

WHEN A CHILD IS IN HOSPITAL

When a report of physical abuse is received about 
a child who is in hospital at the time of the report, 
our usual risk assessment processes must occur as a 
matter of urgent priority. While urgent, it is essential 
you follow usual information gathering procedures 
and not rush to react immediately. This will ensure 
you gain comprehensive knowledge of the child’s 
history to then develop an appropriate action plan 
in response. This may need to occur quickly as it 
is also important not to delay an appraisal if, for 
example, the parents have not provided a plausible 
explanation, or any explanation, for their child’s injury.

It is important you work closely with ACT Health 
Directorate staff including the CYPS Health Liaison 
Officer to ensure the child will not be at risk while in 
hospital or upon discharge. This requires coordination 
of supports both in the hospital and post-discharge.  

A child should never be discharged from hospital 
until the results of all assessments are known (for 
example, a skeletal survey) and the findings have 
informed your risk assessment process regarding 
where the child should live post-discharge.

CONSIDER DIFFERENT ROLES OF 
PARENTS AND PARENTAL CAPACITY

Part of your risk assessments is to determine the capacity 
of each parent to protect their child from harm. 

One area to consider is the different roles parents 
can take in physical abuse, for example: 

 > one parent may have caused the injury 
without the knowledge of the other parent 
and does not wish this to be known

 > one parent may have caused the injury and 
due to impaired memory or consciousness 
genuinely may not remember doing so

 > both parents may have caused the injury and 
have agreed to conceal the cause of the event

 > one parent may have caused the injury and the 
other parent was complicit in the abuse.
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Two other areas of important consideration 
are parental alcohol and drug use, and 
mental health concerns. For example:

 > if alcohol or drug misuse is resulting in –

• poor impulse control, poor tolerance for 
frustration, violent outbursts, mood swings

• lack of awareness of impact on 
the child, lack of empathy

• impact on memory, including poor recall of 
behaviour and violence occurring when intoxicated

• preoccupation with immediate adult needs, 
lack of attention to child’s needs and routine

• inadequate supervision of the child, including 
being unconscious and accidental (or deliberate) 
ingestion of the parent’s drugs by the child

• preoccupation with drug/alcohol sub-culture 
and exposure of related activities to the child

• degeneration of parental self-care, which 
affects care of the child and household

 > if a parent’s mental health is impaired resulting in –

• lack of impulse control (frequent 
physical and verbal aggression)

• psychiatric disorder

• suicide attempts and self-harming

• depression (including post-natal)

• phobias including agoraphobia

• personality disorders.

These are just some areas that can impact a 
parent’s capacity to protect. It is important to 
consider the full context of a child’s situation 
including the behaviour of both parents to 
effectively assess the child’s exposure to risk.

SELF-HARM

When a report is received about a child self-
harming, you should respond with a support 
response to ensure all necessary supports are 
coordinated and the family are taking appropriate 
steps to help their child’s mental health.

During your Concern report risk assessment stage, 
it is important to determine if the child and family 
are already accessing support services. If they are, 
contact each service provider to find out the: 

 > support being provided

 > possible causes of the self-harming behaviour 

 > level of severity of the self-harming behaviour. 

If there are no relevant services involved, consider making 
appropriate and active referrals for the child and family.

In many situations, a response by CYPS may not be 
appropriate because the cause of the self-harm may 
not be related to abuse or neglect and there may be a 
parent willing and able to protect the child. Also, often 
the reporter is in a better position to further assess 
any self-harming behaviour and or thoughts with the 
child and implement strategies to help them reduce 
their self-harming. It may also be more appropriate 
for the reporter to contact the child’s parents and 
raise the issue directly with them, especially if the 
reporter is known to the family. You should explore 
these circumstances with the reporter to help 
determine the most appropriate response to take. 

While self-harm alone does not meet the threshold for 
recording a Child Protection Report (s360(5)), a report 
can be upgraded if the child is a danger to themselves or 
others and you have reason to believe or suspect there is 
no parent willing and able to protect the child from harm. 
A parent’s willingness and ability are usually determined 
by engaging with the Child and Adolescent Mental Health 
Service (CaHMS) or another health service provider. 

If through your assessment you determine there is 
no parent willing and able to protect their child, or 
a parent is willing but not able to protect the child, 
consider the value and purpose of an appraisal 
response as opposed to a support response.  

If during your Concern Report Risk Assessment 
you want to talk with the child’s parents, make 
sure you discuss this first with your team leader.

Also, remember a child should never 
be named as a person believed 
responsible against themselves.

PRACTICE TIP
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COLLABORATE WITH SACAT 
– THE SEXUAL ASSAULT AND 
CHILD ABUSE TEAM 

Notification and referral 

Whenever a report of physical abuse is made 
(either recent or historical), you must notify and 
refer the matter to the Sexual Assault and Child 
Abuse Team (SACAT) within ACT Policing. 

When the matter is referred to SACAT, they will 
determine if a police investigation is appropriate. 
Until a decision is provided by SACAT, you must 
continue your risk assessment and complete all 
tasks within the prescribed timeframes. Referral 
to SACAT does not mean you should hold over any 
actions until an outcome of the referral is known.

In making their decision, SACAT will consider a 
number of factors, including but not limited to:

 > Has a clear disclosure been made?

 > Have specific incidents been disclosed? 

 > Has any context been provided?

 > Do the disclosures lack content or could there be 
a different interpretation to what is suspected?

 > Has there been previous CYPS or police involvement?

 > Does the incident appear to be a one-off occurrence? 

 > Are injuries involved? If yes, when were they 
sighted and by who, are they still visible, are 
they consistent with the disclosure?

 > Did anyone witness the incident?

 > Who provided the information? Was it 
first-hand, credible and reliable?

 > If the child is over 12 years old, do they 
want to speak with police?

 > Is a police response the most 
appropriate course of action? 

 > Is a CYPS response more appropriate?

All referrals to SACAT must be discussed 
with your team leader. If a time critical 
response is needed, you can contact 
the SACAT Liaison Officer. 

Remember, referral to SACAT does not 
mean you put your risk assessment on hold. 
Your responsibilities must continue.

PRACTICE TIP

Joint appraisal

Where SACAT indicates they intend to conduct a police 
investigation into a child’s circumstances, you can 
propose a joint appraisal between CYPS and SACAT. To 
do this, contact the SACAT Liaison Officer to confirm if 
SACAT investigators will agree to the joint appraisal. 

If a joint appraisal is agreed to, meet with SACAT as 
soon as possible to plan and agree to a joint approach. 
If a joint appraisal is not appropriate, still liaise 
with SACAT to allow for independent investigations 
to occur in parallel, and where appropriate share 
information. See our Appraisal procedure for specific 
information about working with SACAT and section 
‘Privacy and information sharing’ later in this guide.

Regardless of if you are conducting a joint or 
independent appraisal, it is important to understand 
SACAT has a different investigation focus to CYPS 
and applies different legal thresholds to decision-
making (including the legal burden of proof). Generally, 
SACAT’s focus is to determine if there are grounds to 
prosecute an individual for a criminal act towards a 
child. In contrast, the focus of your CYPS appraisal 
is broader and must explore the child’s entire risk 
environment, including paternal capacity to protect 
from future harm. While SACAT’s investigation may 
inform your assessment of a parent’s capacity, it does 
not depend on it, and therefore it is possible to conduct 
your appraisal in parallel with a police investigation.
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In rare circumstances where separate investigations 
are happening, SACAT may ask you to postpone an 
interview of a parent or child until they have collected 
their own evidence. In these situations, you are to 
progress other aspects of your appraisal and maintain 
regular communication with the SACAT Liaison Officer or 
other SACAT representative to stay informed and share 
appropriate information. This may mean SACAT allows 
you to either observe an interview they conduct at a 
later time, obtain a copy of the interview record or to 
jointly conduct the interview. You must never indefinitely 
delay an appraisal because of a police investigation. 

Remember thresholds for appraisal are 
different to thresholds for police investigations. 
It is possible for CYPS to substantiate 
physical abuse and police to not charge the 
person alleged to be responsible for it.

IMPORTANT

OUR STANDARD IN PRACTICE

Collaboration

Promote high standards of collaboration, 
information sharing and communication 
with all those involved with families 
to ensure a holistic statutory service 
response that values the knowledge 
base and perspectives of all .

VISUAL EXAMINATIONS

When physical injuries to a child are reported and 
your risk assessments have led to an appraisal, 
it is important you gather information about the 
alleged injuries – this should include conducting 
a visual examination of the child’s injuries. 

When conducting the visual examination, you must: 

 > ensure a support person is present for the child

 > approach the examination and discussion 
sensitively – consider the child’s age and comfort 
level. This may include using visual communication 
tools, such as a body chart, to help identify 
the injury site in a non-confronting way

 > not touch the child

 > ask the child or parent (if present) to identify and 
show the site of the injury if it is possible to do so 
without adjusting or removing the child’s clothing

 > always have two CYPS staff present 
of appropriate gender 

 > not photograph the child’s physical injury – any 
images taken by CYPS cannot be used as evidence in 
court (see ‘Photographs of a child’s injuries’ below).

If through the examination you note an injury, or the 
parent is unwilling to display a child’s physical injury, 
or there are sensitivities in relation to the injury, 
you must arrange for a medical examination to be 
conducted (see ‘Medical examinations’ below).

The authority to conduct a visual examination as 
part of the appraisal is provided under section 
366(b)(i) of the Children and Young People 
Act 2008. In certain circumstances, section 
371 of the Act also provides you authority to 
conduct an appraisal with a visual examination 
and interview of the child before notifying 
or seeking agreement from the parents.

Ensure you understand our appraisal 
procedure and when appraisal agreement 
or notification is required.

PRACTICE TIP
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Photographs of a child’s injuries

You must not, under any circumstances, photograph a 
child’s injuries. These images cannot be used as evidence 
in court. Photographs taken by reporters also cannot be 
used as evidence. Only photographs taken by trained 
professionals with forensic photography capabilities can 
be used as evidence, such as those taken by staff at the 
Child at Risk Health Unit (CARHU) or the police (SACAT). 

Further, you must not, under any circumstances, 
distribute (for example, email or text) any 
photographs of a child’s injuries received from a 
third party – this includes CARHU and SACAT. 

The taking or receiving of photographs that may 
include intimate images (for example photographs 
depicting genitalia and other parts of the body 
such as the buttocks or chest of a pre-pubertal 
child) can fall under the criminal offence of 
making and distributing child pornography. 

Remember, if you have credible information 
that a child has received an injury, you must 
refer the matter to SACAT and CARHU.

PRACTICE TIP

MEDICAL EXAMINATIONS

If, through your visual examination of a child, you note 
an injury, you must arrange for a medical examination 
to be conducted by an authorised assessor (see 
s367 and s438 of the Children and Young People 
Act 2008). You can organise this via a referral to the 
child’s own GP or a specialist service like CARHU. If 
the child’s GP is used, you must speak with the GP to 
inform them of the concerns and suspected injury 
and request a written report of their examination.

In addition, a medical examination 
may also be required when:

 > liaison with health services indicates a 
child under two years old has not been 
seen recently by a health professional

 > a child discloses they have suffered an 
observable, non-accidental physical injury

 > you have formed a reasonable 
suspicion a child has suffered:

• physical abuse

• neglect or emotional abuse to the extent it has had a 
significant impact on their wellbeing or development

 > a parent or child is unwilling to display 
a child’s physical injury

 > you have taken Emergency Action 
with respect to a child.

All requests to organise a medical examination must 
be approved by your team leader. Agreement must 
also be sought from at least one person with daily 
care responsibility for the child. This could be:

 > a non-violent parent or carer provides consent 
and attends the examination with the child

 > the Director-General with shared parental 
responsibility provides consent and you attend 
the examination – in this situation you must still 
seek a parent’s agreement, but you can  proceed 
with the examination if agreement is not given

 > the Director-General with full parental responsibility 
provides consent and you attend the examination 

 > a parent with full parental responsibility does not 
provide consent – in this situation you must speak 
with your team leader about taking Emergency 
Action if the child is at immediate risk, or about 
making a court application for an Appraisal Order.

Due to the nature of physical injuries, it is in the 
child’s best interests for the medical examination to 
occur as soon as possible after the alleged incident. 
Examinations conducted by CARHU also allow for 
the collection of forensic evidence, however, this 
must occur within restricted timeframes – ensure you 
discuss the necessary response time with CARHU.

To help preserve forensic evidence, it is important 
you tell the child’s non-violent primary carer to:

 > avoid bathing the child or brushing their 
hair until after the medical examination

 > bring the clothes the child was wearing at the 
time of the alleged incident to the examination.

 >

If you believe a medical examination is required 
urgently (that is, the child has an injury that 
needs to be assessed quickly) you can contact 
the CARHU Intake Officer directly. It is possible 
to take the child to Canberra Hospital’s 
Emergency department and meet a CARHU staff 
member there to conduct the examination.

PRACTICE TIP

See our Appraisal procedure for more information.
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FORENSIC INTERVIEWING 
OF CHILDREN 

Interviewing a child about an allegation of physical abuse 
requires preparation and careful use of interviewing 
techniques. This is to maximise the child’s sense of safety 
and comfort with you and the interview process, and to 
preserve the credibility of any disclosures or information 
the child provides that may become evidence. 

Finding a balance between gathering evidence and the 
child’s right to reveal information on their own terms 
is a challenge that requires careful consideration. 

Our practice guide ‘Interviewing children’ 
provides specific detail about how to plan, carry 
out and respond to an interview with a child. 
It is critical you familiarise yourself with this 
practice guide. Below are some key points:

 > Plan your interview – Consider the age and 
development of the child, the information to be 
discussed, where best to hold the interview and who 
else should be there to help you and the child.

 > Support the child and their privacy – Always ask the 
child if they would like someone they know, such as 
a teacher, to be with them during the interview for 
support. Also protect the child’s privacy by ensuring 
only those who need to be there are present.

 > Build rapport and trust – This is critical and cannot 
be rushed. It will help the child feel comfortable 
which can help them talk about difficult experiences. 
Building a rapport also gives you an indication 
of the child’s ability to understand questions, 
any needs they may have or support they may 
require. Be aware building rapport and covering 
all necessary topics can take time and breaks 
and multiple interviews may be needed.

 > Understand how a child constructs a story – Children 
have their own ways of describing experiences 
and many factors can influence their ability to 
do this. Do not assume you know what the child 
means. Seek clarification and consider not only 
what is being said, but what is not being said. 

 > Let the child tell their story – You must allow the 
child to tell their story using their own words and at 
their own pace. This is the most important part of the 
interview. Be tolerant of silences, try not to interrupt or 
fill in words for them and use statements like ‘and then 
what happened’ repeatedly to encourage the child to 
continue . If more details are needed, make a note and 
come back to these areas once the child has finished.

 > Take accurate notes – Documenting the interview 
must happen at the same time as the interview 
and be an accurate account of what occurred, what 

was said (using the child’s words verbatim) and any 
observations. Understand your notes may be used 
in a police investigation, court proceeding or to 
help prepare an affidavit or a statement to police.

 > End the interview – Ensure the child is feeling 
okay at the end of the interview before they return 
to their usual activities. This can have a strong 
impact on their feelings about the interview and 
their willingness to do others in the future. 

All children are different and so are the ways they 
may respond when talking about a traumatic 
event. For some children after they make a 
disclosure, they may not want to talk a lot about 
the abuse and instead want to resume some 
other regular activity. Other children, however, 
might need to talk for longer about different 
aspects of their experience. It is important when 
interviewing any child, you take cues from them 
and ensure no child feels rushed or pressured.

PRACTICE TIP

OUR STANDARD IN PRACTICE

Child and youth-centred practice

Ensure that, in accordance with their 
rights, children are heard and able 
to express their views and wishes .

OUR STANDARD IN PRACTICE

Relationship-based practice

Recognise building relationships takes 
time and is central to effective practice . 

Appreciate the potential for 
change a professional relationship 
can influence by building trust to 
explore sensitive areas, acknowledge 
difficulties, actions to protect and 
work in partnership with families .
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SUBSTANTIATION AND 
CYPS INVOLVEMENT

An allegation of physical abuse must be substantiated 
when through your appraisal risk assessment you 
have reason to believe or suspect a child has been 
or is being physically abused. Remember, thresholds 
for appraisal are different to thresholds for police 
investigations and it is possible for you to substantiate 
abuse where the police decide not to investigate or 
charge a person believed responsible. It is also possible 
to substantiate that one child has been physically 
abused, and therefore any other children living in the 
same environment are at risk of physical abuse.

If your assessment does not result in substantiation, it 
is still possible for CYPS involvement with a family to 
continue if appropriate, including without a Care and 
Protection Order. This might be because insufficient 
information was available to make a decision, or your 
assessment identified early signs of risk for the child. 
Involvement could include, but is not limited to:

 > case conferencing

 > referral to support services

 > safety planning (see section below)

 > family preservation response.

Ongoing involvement can help strengthen parenting 
capacity and mitigate potential risk factors. Ongoing 
CYPS involvement is particularly appropriate when 
there is a history of Child Concern Reports.

More broadly, the following practice standards 
are relevant to all your assessment work.

OUR STANDARD IN PRACTICE

Holistic assessment and planning

Think holistically about a child’s 
experience by considering all aspects of 
their situation and seek to understand 
them outside of ‘one event’ . 

Consider, in assessments and ongoing 
work, the child and family within 
their context – for example, culture, 
trauma history, structural disadvantage, 
familial history and composition . 

Examine all information and think 
through all possibilities about 
what has occurred and why .

OUR STANDARD IN PRACTICE

Documentation in casework

Ensure you write with clarity and 
accuracy in a structure, logical and 
analytical manner using respectful, non-
biased and straight forward language 
that is sensitive to the child and family . 

Clearly articulate the rationale for 
decisions and actions and the 
source and status of information .

Ensure all records are completed in a 
timely manner, recorded on relevant 
systems and shared where necessary .
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SAFETY PLANNING
Safety planning where a child is at risk of physical 
abuse, is only appropriate where the perpetrator of the 
abuse is known, and the non-violent parent accepts 
the abuse has happened or is of risk of happening. 

If the perpetrator is not known, it is not possible for 
you to properly identify the child’s risk and therefore 
put actions in place to help manage it. Likewise, 
if a non-violent parent denies or disbelieves the 
abuse, it is unlikely they will follow a Safety Plan 
and therefore the child’s safety could be at risk. It 
is important to understand though, it is not the 
responsibility of the non-violent parent to stop the 
violence, that responsibility lies with the perpetrator. 

If you suspect the perpetrator is a parent or 
carer, a Safety Plan can be used to ensure:

 > a protective parent or person is always present for 
any contact between the child and the perpetrator

 > the perpetrator leaves the family home 
for a period of time or indefinitely

 > appropriate support services are 
connected to the family.

As with other forms of abuse, the viability 
and use of a Safety Plan where physical 
abuse is involved is to be discussed and 
endorsed by your team leader. Refer to the 
CYPS Safety Planning Guide available from 
our Knowledge Portal for more information 
on developing an appropriate Safety Plan 
to support children and their families.

PRACTICE TIP

OUR STANDARD IN PRACTICE

Sharing risk

Ensure the child, family and other 
agencies understand the concerns and 
fundamental issues and the focus on 
the child’s best interest as the centre 
of decisions – and what this means .

Balance the principles of family 
support and preservation with 
a child safety approach .

PRIVACY AND INFORMATION 
SHARING
Rarely in your role will you work without some level 
of engagement or involvement with other external 
agencies. Collaborating with other agencies is essential 
to holistically understanding a child’s and their family’s 
situation and providing them the best supports in 
response – this will typically involve some form of 
information sharing. It is important you understand 
the function of CYPS and the reasons why you collect 
information prior to making any decision about whether 
and what information is to be shared with other agencies.

Privacy and information sharing provisions are outlined 
in the Children and Young People Act 2008 (Chapter 
25). These provisions are governed by the principle all 
information exchanged will be in the ‘best interests’ 
of a child. This means, whenever you believe providing 
information to another person or service is in the best 
interests of a child, it is legally appropriate for you 
to share this information (except for a narrow set of 
information called ‘sensitive information’ (s845)). 

Further, sections 860 to 862 of the Act allows the Director-
General to share and request information about the 
health, safety or wellbeing of a child with an information 
sharing entity, including a prenatal information sharing 
entity. Health, safety and wellbeing information may 
include both protected and sensitive information. 

You must familiarise yourself with your legal 
obligations regarding information sharing. If you 
do share information, you must record what 
information was shared, with who and under 
what legislative (or consent, see below) provision. 
This can be as simple as documenting the above 
information and placing it on the child’s file. 
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Gathering and sharing information with the informed 
consent of a parent, guardian, young person or person 
with parental responsibility reflects best practice and 
is our preferred method to be adopted in your practice. 
Having informed consent allows you to share most 
information – with the exception of sensitive information. 

There may, however, be times when it 
is not possible to seek consent to share 
information. Examples include when:

 > there is a serious and imminent threat to an 
individual’s life, health, safety or welfare 

 > there is a serious threat to public health, 
public safety or public welfare

 > there is a suspicion of unlawful activity and 
the information to be shared is a necessary 
part of investigating the matter or in reporting 
concerns to relevant persons or authorities 

 > a person cannot be contacted, or 
contacted in a timely fashion

 > it might exacerbate risk to a person experiencing 
violence (including the mother or child)

 > a person’s capacity to give informed consent is 
temporarily diminished (in these circumstances, 
seek guidance from the Office of the Public 
Advocate) (DHS Vic Framework, 2012, p.47).

Ensure you understand the provisions under 
the Children and Young People Act 2008, and 
review the procedures, guides and e-learning 
courses available from our Knowledge Portal.

Also familiarise yourself with the following 
legislation regarding the seeking, sharing 
and storing of personal information:

 > Health Records (Privacy and Access) Act 1997

 > Information Privacy Act 2014

 > Commonwealth Privacy Act 1988.

PRACTICE TIP

OUR STANDARD IN PRACTICE

Collaboration

Promote high standards of collaboration, 
information sharing and communication 
with all those involved with families 
to ensure a holistic statutory service 
response that values the knowledge 
base and perspectives of all .

WORKER SAFETY 
Your safety is of utmost importance. Assessing your 
own risks when engaging with families where violence 
exists, addressing any real or potential fears you hold 
and participating in regular supervision and reflection 
are important aspects to help keep yourself safe.

WORKER FEARS

Although you may feel reluctant to engage with people 
who use violence, there is increasing recognition of the 
very need for such engagement. Attempts need to be 
made to hold these people accountable for their actions, 
but most importantly is the need for you to discuss 
with them the health and wellbeing of their children. 

When working with families where abuse exists, 
it is vital your practice is balanced, working with 
both the perpetrator and non-violent parent to 
properly assess, understand and respond to 
the child’s risk and the family’s functioning.

Avoiding contact with the perpetrator due to personal 
fear will result in a skewed view of risk and family 
functioning – this can be against the perpetrator or the 
non-violent partner. Worker safety fears can result in:

 > over or under-estimating the child’s exposure to 
risk – leading to Case Plans that focus on ‘safer’ 
issues like substance abuse or mental health issues 
and avoid a direct focus on violence and abuse

 > perceived collusive or placating behaviour by 
professionals – non-violent parent thinks professionals 
are just as scared as they are and loses faith in 
their ability to make things better (Mandel, 2019).
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Worker safety fear can be physical and 
emotional. It can be a result of: 

 > personal and professional experiences 
of violence and abuse

 > fear for own psychological safety

 > fear for own physical and emotional safety 
as a result of the perpetrator’s actions 
toward worker (Mandel, 2019).  

If at any point you are concerned for your safety, whether 
because of the perpetrator, your own history or any other 
reason, discuss this as part of your regular supervision. 
Your supervisor will work with you to develop strategies 
to support you personally, help you safely and 
confidently engage with the perpetrator and ensure 
holistic and effective case management is maintained.

Role of supervisors

Worker safety is a supervisory issue. Therefore, 
supervision is a key mechanism for identifying 
and addressing worker safety concerns 
and must be discussed regularly. 

It is important all supervisors ask their case managers 
the following questions whenever domestic or 
family violence is involved, and continue to do so:

What do we know about the perpetrator’s 
patterns of violence and control as it relates 
to responding to outside interveners? For 
example, his response to any prior:

• child protection involvement

• law enforcement involvement

• interventions by extended family and friends 
to help the non-violent partner and children?

What safety concerns does this information 
raise for us? Where do we have gaps in 
our knowledge about his pattern toward 
outsiders that we need to address to fully 
assess worker safety in this case?

Are there any prior experiences you have had 
that you think are impacting (or will impact) 
your sense of safety for yourself and the family?

How are we partnering with the non-violent 
partner around how our involvement may 
impact her and the children’s safety?

Do we have any concerns about the perpetrator 
targeting you based on your demographics, such 
as gender, sexual orientation, race, ethnicity? 

(Mandel, 2019).

Home visits with children and families

It is important you maximise your safety whenever 
undertaking home visits with children and their families 
where physical abuse exists – this is regardless of 
whether the visit occurs in the community or the family’s 
home. Being prepared by always considering and 
assessing what risks you are exposing yourself to before 
going on a visit will help strengthen your safety and 
wellbeing and limit your exposure to unnecessary risks.

Ensure you understand and follow our practice 
guideline ‘Staff safety and wellbeing during 
home visits’ available from our Knowledge 
Portal. It will help you identify high and 
medium risk visits and what to consider 
and do in these and all visit situations.

PRACTICE TIP

The following practice standard applies 
to all areas of worker safety:

OUR STANDARD IN PRACTICE

Critical reflection and supervision

Provide and participate in regular 
supervision and reflective practice – 
Asking questions about worker safety 
should always be part of reflective 
supervision when family violence is 
involved . Unaddressed worker safety 
fears can increase victim blaming 
through avoidance of perpetrators .

Plan how to approach interactions, 
conversations and visits and consider 
the context for that child and family .
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KEY MESSAGES

There’s no simple answer that explains why some parents or 
adults abuse children – but never is one acceptable.

Physical abuse can have long-lasting or permanent impacts 
on a child, leading to poor physical or mental health.

Children who are physical abused may also experience 
other forms of abuse, especially family violence. 

Often children receive physical injuries through normal, safe activity. Your 
assessment of a child’s risk must look holistically at their entire situation 
and determine if the cause of the injury was accidental or non-accidental.

Use our CYPS Risk Assessment Framework, related procedures 
and your understanding of child development to inform your 
practice and decision making based on all information held.

Consult and seek advice from SACAT and Health liaison 
officers and share information when appropriate. 

The focus and thresholds used by police are different to CYPS practice. Your 
substantiation of physical abuse does not rely on the police taking action. 

Focus on building rapport with a child to help them feel 
safe to tell their story – this cannot be rushed.

Document all decision-making and interactions accurately, 
using the child’s own words as much as possible. 

Do not take or distribute any photos of a child’s injuries.

Engage in regular supervision and use it as a support mechanism.

Engage with perpetrators to hold them accountable to stop their harmful 
behaviour – this is necessary for effective case management. 

Self-harm is a complex matter and generally a 
support response is most appropriate. 

CYPS does not support the use of corporal punishment 
as a means of managing any child’s behaviour.

Keeping children with non-violent parents is our priority.
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