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Section I: INTRODUCTION AND CONTEXT
1.1.

Introduction

The health sector has a significant role to play in the health and safety of children in Fiji. Health
workers (HWs) protect children and their families every day of the week, every week of the year
over the course of people’s lives.
More than one third of Fiji’s population are children.1 Ensuring children grow up in a safe and secure
environment enables their development and health, both immediately and throughout their life.
There is now strong evidence that experiences early in life affect lifelong health and wellbeing.
The Child Protection Guidelines for Health Workers in Fiji (subsequently referred to as The CP
Guidelines) are intended for use by all HWs employed by the Fijian Ministry of Health (MoH) and the
private health sector in their provision of services to patients in their care.
Aim: To provide a framework and guidelines for HWs in,
- Promoting children’s protection and safety and thereby preventing child abuse and neglect
- Responding to concerns of child abuse and neglect
- Responsibilities under the Child Welfare Decree2 (CWD; 2010)

1.2.

Background

Child abuse and neglect occurs in every society, culture and country. Approximately 20% of women
and 5–10% of men report being sexually abused as children, while 25–50% of all children report
being physically abused. Additionally, many children are subject to emotional abuse and to neglect.3
Child abuse and neglect is a significant public health problem. Children who have been abused or
neglected are more likely to have poor health, social and behavioural outcomes immediately and
later in life. The impact of child abuse and neglect is both immediate and long-term, affecting the
lives of children, their families and communities. In addition to these physical and personal costs,
direct and indirect financial costs also impact on the country.
In 2010 Fiji passed the CWD which mandates HWs, along with other professionals, to report any
possible, likely or actual harm to a child and permits designated medical officers (DesMOs) to take
out a Care and Treatment Order (CTO) to retain a child in a health facility where there is concern
that the child may be at immediate risk of harm. The rationale behind mandatory reporting is that
early detection of abuse can help prevent the occurrence of serious injuries and assist coordination
between health, social welfare, legal and other responses.

1

Census 2007, Reference 1
See Appendix 1, Reference 2
3
WHO (2010), Reference 3
2
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1.3

Definitions

Child

A person below the age of 18 years.4

Child abuse

Child abuse is all forms of physical and/ or emotional ill-treatment,
sexual abuse, neglect or negligent treatment or commercial or other
exploitation resulting in actual or potential harm to the child’s
health, survival, development or dignity in the context of a
relationship of responsibility, trust or power.5 Allowing or causing a
child to see or hear domestic violence (DV) is also child abuse.
Within this broad definition, there are six categories – physical
abuse; sexual abuse; neglect and negligent treatment; emotional
abuse; exploitation and exposure to DV. Child maltreatment is an
alternative term to child abuse.

Child emotional abuse

A range of behaviours by parents or caregivers of children that may
cause psychological harm to a child. Examples of such behaviours
include persistent criticism, blaming or hostility towards a child,
failure of parents to show interest in the child or provide ageappropriate opportunities for the child’s development, or unrealistic
or inappropriate expectations of a child.

Child physical abuse

A non-accidental injury to a child, for example by hitting, shaking,
kicking, burning or poisoning.

Child protection

Child protection (CP) means the protection of children from
violence, abuse, neglect and exploitation.

Child sexual abuse

The use of a child for sexual gratification by an adult or significantly
older child/adolescent or any act which exposes a child to, or
involves a child in, sexual processes beyond his or her understanding
or contrary to accepted community standards. Sexually abusive
behaviours can include the fondling of genitals, masturbation, oral
sex, vaginal or anal penetration by a penis, finger or any other
object, and exposing the child to or involving the child in
pornography.

Designated medical officer

A doctor appointed to be the designated medical officer (DesMO) by
the person in charge of a health centre, hospital or any other health
facility. If the person in charge of a health facility is a doctor, he or
she is taken to be the DesMO.6

Domestic violence

Violence against a person (“the victim”) committed, directed or
undertaken by a person (“the perpetrator”) with whom the victim is
with, or has been with, in a family or domestic relationship. Violence
can include threatened or actual physical injury, sexual abuse,

4

Section 3 Child Welfare Decree 2010, Convention on the Rights of the Child, 1989, ratified by Fiji 1993,
Reference 5
5
World Health Organization (2006), Reference 4
6
Section 3 and 16 Child Welfare Decree 2010, Appendix 1, Reference 2
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threatening, intimidating or harassing behaviour and causing or
allowing a child to see or hear violence.7
Exploitation

The use of children for someone else’s advantage, gratification of
profit. Advantage could be monetary or non-monetary, such as in
exchange for food, shelter or higher grades; often resulting in
unjust, cruel or harmful treatment of the child. These activities are
to the detriment of the child’s health or development. Examples
include sexual exploitation, such as trafficking children for sexual
purposes and economic exploitation, such as use of children in
criminal activities or involvement in hazardous work.

Guardian

A person who has been formally recognised as responsible for
looking after a child’s interest when the parents of the child do not
have parental responsibility over him or her or have died.

Health professionals as referred to in Child Welfare Decree (CWD)8
(a) Medical practitioners
(b) Dental practitioners
(c) Registered midwives, nurses or nurse practitioners
(d) Pharmacists or pharmaceutical chemists
(e) Persons qualified to provide physiotherapy, psychology,
podiatric, occupational therapy, acupuncture, chiropractic,
chiropody or osteopathy services.
Health volunteer

A health volunteer (HV) may be a village HV, unpaid village nurse,
community health worker or member of a village health committee.

Health worker

A health worker (HW) is a staff member employed in the health
sector.

Neglect

Failure of a parent or carer to provide for the child’s physical and
emotional needs, including food, clothing, shelter, medical care or
supervision which threatens the safety and well-being of the child;
including abandonment.
Different types of neglect include; abandonment, physical neglect,
medical neglect, psychological neglect, developmental neglect,
supervisory neglect and educational neglect.

Professionals as defined in the CWD
Health, welfare, police and legal professionals, as defined in section
3 of CWD: Teachers likely to be included in CWD amendment.

7
8

Section 3 Domestic Violence Decree 2009, Reference 6
The CWD cites Section 2 Medical and Dental Practitioner Decree (2010), Reference 7
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1.4

Policy Context

These guidelines contribute to the fulfilment of the below policies and international conventions.


Convention on the Rights of the Child9 (CRC; ratified in Fiji 1993)
- Protection rights: Keeping children safe from harm and all forms of violence
- Survival and development rights: The basic rights to life, survival and development
of one’s full potential



Millennium Development Goals (MDG)
- MDG 1: Eradicate extreme poverty and hunger
- MDG 4: Reduce child mortality rates
- MDG 5: Improve maternal health



Government of Fiji’s national strategic policy, Roadmap for Democracy and Sustainable
Development (2009-2014)
- Communities are served by adequate primary health services thereby protecting,
promoting and supporting their well being
- Communities have access to effective, efficient and quality clinical health care and
rehabilitation services



Ministry of Health’s Strategic Plan (2011-2015)
- MoH Vision: A health population in Fiji that is driven by a caring health care service
delivery system
- Protecting children contributes to the MoH health outcomes 3, 4 and 5; Improved
health and reduced maternal, child and adolescent morbidity and mortality

This guideline will be included in;


Clinical Practice Guidelines (CPG) Manual, MoH, Fiji
- Developed by the Clinical Services Networks
- CPG Purpose: To reduce clinical variations in treatments, which can assist and
perhaps protect the clinician to practice more safely by providing them with
guidelines for evidence based safe practice. These guidelines may also assist in
improving not only the patient experience, but may also help to improve the
outcomes of their care.10

This guideline should be read in conjunction with relevant Health policies and other documents.

9

Reference 5
Dr Salanieta Saketa, (former) Permanent Secretary for Health, MoH, Fiji www.health.gov.fj

10
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1.5

Legal Context

These guidelines have been informed by the following legislation, which can be accessed in full from
the Pacific Islands Legal Information Institute’s website http://www.paclii.org/


Child Welfare Decree11 (2010) (see Appendix 1)
- To ensure mandatory reporting of cases of possible, likely or actual harm in relation
to events discovered by a professional to be affecting the health and welfare of
children.



Crimes Decree12 (2009)
- To codify the general principles of criminal responsibility under laws of Fiji.



Domestic Violence Decree13 (2009)
- To eliminate, reduce and prevent DV; to ensure the protection, safety and wellbeing
of victims of DV, to implement the Convention on the Elimination of All Forms of
Discrimination Against Women, the CRC and related conventions; and to provide a
legally workable framework for the achievement of aforementioned.

Cabinet has approved a revision of the Juveniles Act (1973) and the Adoption of Infants Act (1978) to
occur in 2012. Future review of The CP Guidelines should incorporate relevant information from the
revised acts.

11

Appendix 1, Reference 2
Reference 8
13
Reference 6
12

9

Section II: PUBLIC HEALTH, PREVENTION AND PARTNERSHIPS APPROACH
2.1

A Public Health Approach to Child Protection

Public health models attempt to prevent or reduce a particular illness or social problem in a
population by identifying the risk factors. They aim to target policies and interventions at the known
risk factors and, through recognising and responding to problems if they do occur, minimise the
long-term effects of the problem.
HWs are in a unique position to protect children from possible violence, abuse or neglect by
providing interventions at the primary, secondary and, where needed, tertiary levels.


Primary: Primary or universal level interventions are those aimed at the entire population in
order to provide support and education before problems occur. An example of a primary
intervention is a HW or volunteer who provides support and information to a new parent
who may be having difficulty settling their newborn.



Secondary: Secondary level or targeted interventions are for families and children who have
been identified as being in need or experiencing risk factors. Interventions are to alleviate
the identified problems and to prevent escalation of problems which, should they escalate,
may lead to abuse or neglect. An example of a secondary intervention is a HW ensuring that
a parent receives treatment and support for a mental health illness.



Tertiary: Tertiary level interventions are those for children who have experienced violence,
abuse, neglect and exploitation. Interventions for these children should ensure their health
and safety, increase their opportunity for their basic needs to be met and prevent
continuation of neglect or repeat abuse. An example of a tertiary intervention is a HW
working with other agencies to ensure the child is safe, which may include having a safe
place to stay, investigation of abuse and that the appropriate caregiver is identified and
supported.

10

Figure 1: Public Health Child Protection Interventions – triangle diagram14

TERTIARY
Interventions for children
who have experienced violence,
child abuse or neglect
to create safety and prevent further
maltreatment

SECONDARY
Interventions for families and children in need
to alleviate identified problems
and prevent escalation

PRIMARY / UNIVERSAL
Interventions for entire population
to provide support and education before problems occur

14

Adapted from Reference 9
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2.1.1 Prevention
At all levels
Figure 1 summarises the three levels of intervention. The triangle shape highlights the relative
number of children at each level; that is the majority of interventions are at the primary level and
only a minority of interventions are at the tertiary level. The better identification and support that
can be provided to families at the primary and secondary levels, the more child abuse and neglect
can be prevented. Even in the worst situations, where children have already experienced violence,
abuse or neglect, tertiary interventions can play a preventative role, preventing continued neglect or
further abuse of an individual child or possible abuse by the same perpetrator to siblings or other
children.
Why focus on prevention? – Three key reasons
The three main reasons to focus on prevention are;
1. To give children the best opportunity for their development
The early years are critical for lifelong health and wellbeing. Children raised in supportive,
nurturing environments are more likely to have better social, behavioural and health
outcomes.15 The reverse is also true: Children who have been abused or neglected often have
poor social, behavioural and health outcomes immediately and later in life.
Research findings demonstrated that exposure to one adverse experience doubled the chance of
children having overall poorer physical health at 6 years of age. This likelihood tripled if a child
had experienced 4 or more adverse experiences.16
If families can be supported to provide for their children’s physical, emotional and social needs,
this provides children with the best opportunity for their development.
2. Supporting families before it is harder to change
When coming into contact with families at a tertiary level, abuse is more pronounced and
patterns of parent to child interactions are more fixed. Abuse and neglect is complex and
traumatic. Tertiary level CP services are also not as successful as is often assumed.17
3. Cost-effectiveness
$1 spent early in life can save $17 by the time a child reaches mid-life.18 Costs of child abuse and
neglect include; direct costs such as emergency and non-emergency hospital care, mental health
treatment, child welfare services and law enforcement, and; indirect costs such as those linked
to special education, juvenile criminality and adult criminality (corrections) costs. The lifelong
costs of chronic health problems and lost productivity are also significant. Lifting the Burden of
Child Abuse: A Vanuatu Case Study19 itemises and quantifies these costs. The costs are
equivalent to between 0.5% and 0.75% of Vanuatu’s gross domestic product (GDP), increasing to
15

Reference 10 and 11
Reference 12
17
Reference 13
18
Reference 14
19
Reference 15
16
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approximately 6.8% of annual GDP for lifelong costs. In Fiji, total health expenditure as a
percentage of GDP is between 2.5 and 3.5%.20

2.2

The Role of the Health Sector

2.2.1 Ministry of Health (Head Office)
CP sits under Family Health within the Public Health Division within the MoH. The Division is,
“Responsible for services ranging from the development and formulation of public health
policies and their translation into priority health programmes to the provision of primary
health care to the population, as legislated under the Public Health Act 2002. It also includes
the evaluation of various public health programmes…. to ensure effective delivery of primary
health care to the people of Fiji”.21
As with other public health issues, the role of MoH (Head Office) in CP includes policy oversight and
ensuring adequate data collection for monitoring, evaluation and planning purposes.

2.2.2 Health Services
-

Divisional and Sub-Divisional Hospitals
Health Centres
Nursing Stations

Health services provide frontline preventative and curative services. The health sector’s structure
consists of 3 divisional hospitals, 19 sub-divisional hospitals, 78 health centres and 101 nursing
stations22, with the most local level of care being provided from nursing stations.
HWs intersect with children and their families at important times of their lives; preventing health
problems, through universal programs such as vaccinations, and responding to health problems
when they arise, such as injuries and illness.
HWs have a key role in recognising when a carer and family need information, counselling and
additional support to better care for their child/ren and also in recognising, reporting and
responding to children who are suspected of being at risk of harm. Health facilities provide direct
care to children in such situations, including medical examinations, reports and treatment for
children who have been abused or neglected.
As with other health issues, health services’ CP responses occur at the most local facility to the
family with the option of referral to a higher-level / larger facility when required.

2.2.3 Health Volunteers
HVs may be village health nurses, community HVs (also called community HWs) or members of the
village health committee.23 HVs are selected on the basis of their respected role within communities
20

Reference 16 (2011:43) and 17
Reference 16 (2011: 24-25)
22
Ministry of Health website www.health.gov.fj, accessed December 2011 and Reference 16
23
For the purposes of this document HV will refer to health volunteer / HVs will refer to health volunteers
21
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and their capacity to educate community members about health topics and prevent and respond to
health problems, including supporting families to access health facilities, where needed.
As with other community and health issues, HVs are often well placed to understand specific needs
and concerns within the community and individual families. They support families directly and can
link families in need to other support within the community network or with services, particularly
the health system.

2.3

The Role of Families, the Community and Other Agencies

2.3.1 Families and Communities
Families are the best place for children’s needs to be met in order to grow up healthy and to fulfil
their potential. The family, both immediate and extended, are the key caregivers of children in Fiji.
The community network is also an important source of support to families raising their children.

2.3.2 Department of Social Welfare
The Department of Social Welfare (DSW) is located within the Ministry of Social Welfare, Women
and Poverty Alleviation. CP services are one of DSW’s key priorities, including managing children at
risk and providing child welfare services.
The role of DSW is to assess the welfare needs of the child and make appropriate referrals or
interventions as necessary. DSW assists in coordinating services engaged to protect children and has
legal powers under the Juveniles Act to remove a child should a child not be safe in their current
environment.
The CWD (2010) mandates health, welfare, police and legal24 professionals to report to the DSW
Permanent Secretary (PS) all cases of possible, likely or actual harm. Under this decree DSW is the
lead agency responsible for coordinating and working with other agencies and individuals, in relation
to events discovered by a professional to be affecting the health and welfare of children.

2.3.3 Fiji Police Force
The role of the Fiji Police Force is to secure the safety and security of the people of Fiji and its
visitors. This includes conducting prevention and awareness activities in communities and schools.
Other roles include investigating alleged crimes, such as child abuse.
Every Police Station has designated CP Officers trained to interview chid victims, witnesses and
alleged offenders and, where necessary, initiate appropriate criminal court action.
If the child has not been presented to a health service for medical assessment and treatment then
part of the role of a police officer is to initiate such actions and coordinate with other agencies
involved to arrange case management for the safety and welfare of the child.
The Police Sexual Offences Unit (SOU) is involved with adult and child victims of sexual assault and
children who have experienced other forms of abuse.
24

CWD amendment currently before Cabinet will also include teachers
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2.3.4 Office of the Director of Public Prosecutions
The role of the Office of the Director of Public Prosecutions (DPP) is to review the investigative
evidence involving a complainant of sexual assault on a child following the police charging the
defendant, the alleged perpetrator, of the abuse.
The DPP CP Unit has prosecutors trained in international instruments relating to the rights of the
child and prosecutorial conduct relating to the prosecution on criminal matters in which a child is a
victim and/or witness.
The DPP provide information to the child victim and his or her parents or guardians on the court
process, which may include arranging a physical visit to the courtroom to assist the child understand
the process if they are to give evidence.25
Where a child is a victim or a major witness, the DPP is involved in all criminal matters from the
investigation stage.

2.3.5 Ministry of Education and Fiji Schools
The role of the Ministry of Education (MoE) and Fiji Schools is to assist in the identification of abused
or at risk children and also provide preventative programs which aim to help students protect
themselves from sexual abuse and to develop positive human relationships.26 Schools are also
involved in liaison with other relevant agencies to assist in the coordinated care of a child.

2.3.6 Non-Government Organisations / Faith-based Organisations
The role of Non-Government Organisations (NGOs), such as the Fiji Women’s Crisis Centre (FWCC) or
Empower Pacific27 (EP), is to provide ongoing support for women and children who have been
abused, and when appropriate, the family and other carers. NGOs also conduct training and
community education.
EP has a Memorandum of Understanding (MoU) with MoH to provide counselling services for
patients either directly within health facilities, where some EP counsellors are based, or via referral.
The FWCC has a 24 hour phone line which can be used by any individual experiencing violence or
abuse, or by professionals working with individuals of families presenting with these issues.

2.4

Interagency Partnerships

The care and protection of children is a shared responsibility of parents, other family members, the
community and government and NGOs. Specific roles and responsibilities of government and nongovernment partners are outlined above. Some of the key ways agencies do and can partner in CP
are; prevention efforts, referrals, interagency training, joint community awareness activities and
response interventions.
25

DPP Child Protection Guidelines (2009)
Interagency Guidelines (mid 1990s), further information accessed via Reference 18
27
Formerly known as Pacific Counselling and Social Services
26
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When there is concern regarding possible, likely or actual harm in relation to events discovered to be
affecting the health and welfare of a child, professionals are mandated to report this concern to the
DSW. In this capacity, DSW has the lead responsibility for CP, however cannot undertake this
responsibility without strong collaboration with families, community representatives and other
agencies. An example of this collaboration is through the Interagency Sub-Committee for Child
Abuse, Neglect and Abandonment (ISCCANA).
The Cabinet of Fiji established the National Coordinating Committee on Children (NCCC) in 1994,
following Fiji’s ratification of the CRC in 1993. NCCC’s purpose is to advise the Government of Fiji on
children’s issues and oversee the implementation of the CRC. In 1995 the NCCC noted the increasing
problems of child abuse and began the ISCCANA. The objectives of the sub-committee are to
improve the systems, services and collaboration between agencies that deal with children who are
victims and survivors of child abuse, neglect and abandonment and exploitation in addition to
improving community awareness on CP issues. Membership is comprised of representatives from
DSW, MoH, The Fiji Police Force, the DPP, MoE, FWCC, Ministry of Planning, Save the Children, the
Fiji Council of Social Services and United Nations Children’s Fund (UNICEF).
Health representatives are members of or Chair National-level and Divisional ISCCANA meetings.
Where there is not an existing ISCCANA locally, health representatives are encouraged to partner
with local agencies to form an ISCCANA, developing Terms of Reference outlining the purpose, roles
and responsibilities of the sub-committee. ISCCANA should maintain regular membership and
provide a confidential forum where matters affecting the protection of children can be discussed
and addressed drawing on the strengths of agencies present and involving other relevant
stakeholders on a needs basis.
The flowchart in Section III (Figure 3) sets out the steps for HWs, DSW and SOU in recognising and
responding to possible, likely or actual harm to a child. Individual health facilities may further detail
these steps for use within their own organisations.
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Section III: HEALTH SECTOR PROCEDURES
The 3Rs of Child Protection: RECOGNISE, RESPOND, RECORD
The 3Rs of CP summarise important considerations and actions for HWs to recognise, respond to and
record child abuse and neglect.
1. Recognise
2. Respond
3. Record
Figure 2: The 3Rs of Child Protection: Recognise, Respond and Record

The 3Rs of Child Protection
RECOGNISE






Recognise that all children need a safe and secure environment to grow up healthy
Recognise that some families and children are more vulnerable than others and may
need extra support at particular times in their lives
Recognise the important role Health Workers play in the lives of families and
children
Recognise that violence, child abuse and neglect occurs in our communities and is a
crime. Consider the possibility
Recognise signs and symptoms of possible violence, abuse or neglect

RESPOND






As part of general health care, ask about child and parental wellbeing, listen to
response and provide counselling
Encourage parents in their role of caring for their child or children
Consider ways to intervene to increase support to families and children in need. This
can assist protect children from harm
If unsure about the safety or care of a child consult with a more experienced
colleague
If concerned a child has been, is being or is likely to be harmed, report to
Department of Social Welfare (DSW), using the Child Welfare Decree (CWD)
Notification Form. Also contact Sexual Offences Unit (SOU) if there are possible
criminal matters for investigation

RECORD




Record details on the CWD notification form. Send to DSW, Divisional Child
Protection (CP) Focal Point / Consultant Paediatrician and include in medical record
Divisional hospitals to include all CWD notification forms in Divisional CWD
Notifications Folder and enter into Patient Information System (PATIS)
Relate with the head of the facility, the family and other organisations involved with
the family, as appropriate. Record in medical record
17

3.1

Recognise

Recognise that all children need a safe and secure environment to grow up healthy
Children who live in safe and secure environments have the best opportunity to grow up healthy.
Children raised in supportive, nurturing environments are more likely to have better social,
behavioural and health outcomes.28 The reverse is also true: Children who have been abused or
neglected (emotionally or physically) often have poor social, behavioural and health outcomes
immediately and later in life.
Exposure to one adverse life experience, such as abuse, has been demonstrated to double the
chance of children having overall poor physical health at 6 yrs of age. This likelihood was found to
be tripled if a child had experienced 4 or more adverse experiences.29
HWs can contribute to a parents’ role in providing safe and secure environments in a number of
ways, including assisting parents to have realistic expectations of developmental stages for their
child and the level of supervision and care that is needed, especially for younger children.
Recognise that some families and children are more vulnerable than others and may need extra
support at particular times in their lives
Some children and families can be more vulnerable than others due to a range of factors. For
example, a child who has a disability or chronic illness, families where there is conflict and DV or
where parents are isolated and lack support can contribute to or increase the likelihood of a
negative outcome for the child in the future. Protective factors, such as supportive caring parents,
access to support in the community and/or support services increase the likelihood for a positive
outcome for the child. Also see Section 3.1.2, Carer Issues for Consideration.
Recognise the important role Health Workers play in the lives of families and children
HWs come into contact with families at critical points of families’ lives; birth, illness or injury. HWs
play a role in assisting families dealing with these events, from womb to tomb, and can also link
families who may require additional support to community networks or support services. Also see
Section 2.2, The Role of the Health Sector.
Recognise that violence, child abuse and neglect occurs in our communities and is a crime.
Consider this as a possibility
Although parents love their children, unfortunately some children are exposed to domestic and
family violence, child abuse and neglect, including abandonment. The extent of child abuse and
neglect in Fiji is not fully known. It is likely the majority of children who are abused or neglected
experience this without coming to the attention of service providers. The dynamics of abuse often
involve secrecy or, in the case of neglect, can be gradual and build up over time and therefore can be
difficult to identify.
Whatever the cause of abuse or neglect, children are vulnerable and these actions are a crime in Fiji.
Consider this as a possibility, particularly where there are signs in the history or physical, behavioural
or developmental signs (as tabled in Section 3.1.1, Signs of Child Abuse and Neglect).
28
29
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Reference 12
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Recognising signs and symptoms of possible violence, abuse and neglect
Signs or symptoms do not always mean that abuse, neglect or other violence has or is occurring.
Likewise, abuse and neglect can occur without clear signs and symptoms. A belief or suspicion that
harm has occurred may be based on a number of signs or a single sign. The below signs or symptoms
should be a flag to HWs that abuse or neglect is occurring, may have occurred or could possibly
occur. The table below categorises signs in the history, physical signs and behavioural or
developmental signs (See reference 19: The table has been adapted by Fijian Health Workers from a
NZ Ministry of Health resource).

3.1.1 Signs of Child Abuse and Neglect
Signs in the History

History inconsistent with injury
presented

Parental delay in seeking help
Past abuse or family violence
Disclosure by the child
Exposure of the child to
domestic/ family violence,
pornography, alcohol or drug
abuse
Severe social stress for the
family or parent/s
Parental isolation and lack of
support
Parent/s abused as a child
Mental illness in a parent,
including post-natal depression
Unrealistic expectations of the
child
Inappropriate or inconsistent
discipline (especially thrashings
or any physical punishment of
babies)
Terrorising, humiliating or
oppressing the child
Neglecting the child
Promoting excessive
dependency in the child
Actively avoiding seeking
medical care or failing to follow
medical care, without which
the child suffers harm

Physical Signs
Multiple injuries, especially
where injuries occurred at
different ages: bruises, welts,
cuts and abrasions
Scalds and burns, especially in
unusual places or in unusual
shapes
Pregnancy
Sexually transmissible
infections, including HIV

Behavioural and
Developmental Signs
Aggression

Anxiety and regression
Obsessions
Overly responsible behaviour

Genital injuries

Frozen watchfulness

Unexplained failure to thrive

Sexualised behaviour

Poor hygiene

Fear

Dehydration or malnutrition
Fractures, especially in infants
or in specific patterns
Poisoning, especially if has
occurred more than once

Sadness
Defiance
Self-mutilation

Where breathing has stopped,
especially if has occurred more
than once

Suicidal thoughts, plans or
actions

Retinal haemorrhage

Withdrawal from family

Rapid improvement in hospital

Substance abuse
Overall developmental delay,
especially if failure to thrive is
also present
Patchy or specific
developmental delay: motor,
emotional, speech and
language, social, cognitive,
vision and hearing
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Definitions of different types of child abuse and neglect are provided earlier in this document in
Section 1.3, Definitions. These include child physical abuse, child emotional/ psychological abuse,
child sexual assault and neglect, including medical neglect and abandonment. It is often the case
that more than one type of abuse and neglect are occurring at the same time.
When a HW is concerned regarding one or more of these signs they should consult with a more
experienced colleague, ask further questions of the family and/or undertake a physical examination;
if suspicion remains, report to DSW. More guidance regarding HW response is provided below.

3.1.2 Carer Issues for Consideration

Parental substance misuse
High rates of child maltreatment have been reported in families with parental substance misuse.30
The numerous effects associated with intoxication, drug use and withdrawal symptoms include: poor
coordination; memory and attention impairment; nausea and vomiting; and unpredictable mood
swings. Parents may also become involved in a range of illegal or risky activities, such as theft or
prostitution, in order to support their habit, which may also place their child at risk.31 The effects of
substance misuse can impair a parent’s ability to:
 be responsive and sensitive to their child’s emotional needs
 meet the child’s feeding and sleeping needs
 ensure the child and their physical environment is clean32

Parental mental illness
There are many different types of mental illness and mental health problems which may affect
parenting in different ways. Mental illness can cause the parent to withdraw, lack emotional
engagement, be less responsive to their child/ren or be more negative.33 A parent with a mental
illness may have a disturbance in their sense of self, and experience disordered personal
relationships, variable changes in mood, disturbed thinking patterns and may engage in significant
self-harm.34 They may be fearful of abusing their child and so become withdrawn, or alternatively
they may feel an intense need to protect and so appear intrusive and anxious.35 Severe mental
illness involving hallucinations and delusions or fixed beliefs about the child may put the child at risk
of serious harm including violence or abuse and, sometimes, death.36 Parents may be unable to care
for their child if they lack insight into their illness, have trouble coping with the side effects of
medication, or their symptoms remain untreated or are poorly controlled.
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HWs who have contact with a parent who has a mental health problem should aim to address the
mental health needs of the parent, confirm the parent has support and that the safety and wellbeing
of their children is ensured.
Domestic and family violence
Domestic and family violence also referred to as Violence Against Women (VAW) or Gender Based
Violence (GBV), has a significant impact on the physical, psychological and social health of many
people, most commonly women and children. In Fiji, causing or allowing a child to see or hear
violence is a crime.37 Internationally domestic and family violence is also now recognised as abusive
to children. Children can live in fear and uncertainty, be used as part of the violence and discord or
be victims of physical violence either intentionally or unintentionally. These circumstances impact on
a child’s psychological and emotional development. Violence in the home has also been strongly
linked to direct violence against children.
DV is an issue of significant concern in the South Pacific region. In one survey, 80% of women had
witnessed violence in the home, 66% reported being abused by their partners with nearly half
reporting repeated abuse, and 44% reported being physically abused while pregnant.38 The dynamic
of this form of violence is complex and for a variety of reasons women continue to live in the same
household with a violent husband. Almost 70% of Fijian women who answered a HW’s screening
question, “Have you ever been in a relationship with someone who hurts or threatens you?”
reported still being in that relationship (EP report).
HWs may utilise screening questions that have been designed by EP for use in Fiji. The questions are;
1a. Have you ever been in a relationship with someone who hurts or threatens you?
If yes,
1b. Is this your current husband/partner or family member?
2. Do you ever feel afraid of your husband/partner?
3. Have you been exposed to physical violence in the last 6 months?
4. Would you like to be referred to a counsellor to discuss this further?
If the person would like to be referred to a counsellor, EP has an MoU with MoH to provide
counselling services; the FWCC is an alternative service and can be accessed 24 hours a day (see
Appendix 6, CP Service Directory, for contact numbers). HWs should consult with an experienced
colleague regarding the possible risk of harm to children in such households and report to DSW.

3.2

Respond

As part of general health care, ask about child and parental wellbeing, listen to response and
provide counselling
The World Health Organization (WHO) defines health as a state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity. Life events, illness and injuries
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38

Part I, Section 2, Domestic Violence Decree, 2009, Reference 6
Reference 26

21

can all affect a person’s health and family life. HWs have an excellent opportunity to ask about a
person’s wellbeing, listen to the response and provide counselling, if needed.
Encourage parents in their role of caring for their child or children
When patients and the community consider a HW or health service as judgemental, a significant
barrier occurs for people accessing health services; they will be less likely to use or return to a health
service. Patients who receive quality health services, including good diagnosis, treatment and care
are more likely to have better health outcomes and return when other needs arise.
Parenting can be a stressful experience, particularly when there are health issues for a child or other
issues occurring within the family or community. Encouragement from HWs can be a significant
contribution for parents in their role of caring for their child or children.
Consider ways to intervene to increase support to families and children in need. This can assist
protect children from harm
Where a HW has identified vulnerable children and families, consider ways to intervene, which will
increase support to the family. This may be through counselling directly, referral to a counsellor or
community resource or referral/ report for practical assistance (see Appendix 6, CP Service
Directory). Invite a parent to return to the health facility in the future.
If unsure about the safety or care of a child consult with a more experienced colleague
HWs: As per usual practice any HW can consult and/ or refer any patient to another health facility.
Within the health system there is a clear direction and process on where to direct questions and
referrals. Nursing Stations are staffed by a solo practitioner and can direct queries to Health Centres.
Similarly Health Centres can consult and/or refer to sub-divisional hospitals, which then can refer to
divisional hospitals, should this be required. HWs are also able to call directly to tertiary-level
facilities, such as the Colonial War Memorial Hospital, for advice.
HWs can consult with experienced colleagues locally, their Divisional Health CP Focal Point (see
Section 4.1, Health Child Protection Focal Points) or Consultant Paediatricians. Consultant
Paediatricians are on-call 24 hours a day, 365 days a year at the Divisional level. Consultant
Paediatricians must be sent a copy of all CWD notifications made to DSW. For HWs without access
to a copier or fax machine, Consultant Paediatricians should be contacted to complete the CWD
notification form for forwarding to DSW (see Section 3.3.2, Mandatory Reporting to DSW).
HVs: The CWD (2010) does not mandate HVs to report CP concerns to the DSW, however they have
an important role to play in identifying families who may require additional support; some of these
families may not otherwise attend a health facility.
If a HV becomes aware of a child who has been, may have been or is likely to be abused or
neglected, HVs should discuss this concern and the best response with their zone nurse or relevant
health professional manager.
If concern remains following consultation with a colleague, report to the DSW (see Section 3.3.2,
Mandatory Reporting to DSW). The HW should do so or support the HV to do so, as appropriate.
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If concerned a child may have experienced child abuse and neglect, or is likely to, report to DSW,
using the CWD Notification Form. Contact SOU Unit if there are criminal matters for investigation
HWs that suspect or have reasonable suspicion that a child may have experienced harm are required
to notify DSW of this concern (see Section 3.3.2, Mandatory Reporting to DSW).

3.2.1 Likely Pathways
There are two main ways that HWs come into contact with children who have been or may have
been abused, neglected or exposed to DV; where the concern arises from the child’s (or their
parent’s) contact with the health service or where a health facility is contacted by another agency or
individual regarding a child.
Concern arising at a health facility
The child presents to the health facility with symptoms, which may be signs of abuse or neglect. The
parent/ guardian may or may not have concerns about abuse or neglect. The HW should undertake a
physical examination and take a history from the parent. The HW should consult with an
experienced colleague and if suspicion remains make a report to the DSW (see Section 3.3.2,
Mandatory Reporting to DSW, for procedure).
Concern arising from another organisation or individual
Where a referral is made to a health service from another organisation or individual the recognition
of possible child abuse or neglect has usually been made by another agency. Where this referrer is
not the DSW and is another professional, HWs should confirm that a CWD notification form (see
Appendix 2) has already been sent by this professional to DSW. Where this has not occurred, HWs
should encourage the professional to do so, as mandated in the CWD. Where the referrer is not a
professional (as defined in CWD), the HW can either invite the person to bring the child to a health
facility or provide information so the referrer can contact DSW or the Police directly, depending on
the circumstances.
In emergency situations, members of the public or other organisations are able to contact the health
service through Consultant Paediatricians who are on-call 24 hours a day. When a police officer
contacts a health facility the usual role of the HW in this instance is for a medical examination and
treatment. Medical officers trained in providing such examinations or experienced working with
children should be utilised.
When a medical examination is required for criminal investigation purposes, standard practice is for
the police officer to contact the relevant medical officer and alert the health service that they
require a medical examination on a child where there are allegations of child abuse or neglect. The
police bring the child and carer to the health facility with a Fiji Police Medical Examination Form,
which is completed by the doctor following the examination of the child. A copy of the Fiji Police
Medical Examination is placed in the medical record.
When a DSW Social Welfare Officer brings a child to a health facility for a medical examination it is
unnecessary for HWs to make a CWD notification report. Relevant details however should be
recorded in the file, including the name of the DSW Social Welfare Officer.
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In situations where a HW does not suspect that a child may have been at risk of harm and a parent
remains concerns that their child may have been abused, they are able to notify DSW directly.
Pathways for children who have been identified as being at harm or risk of harm are shown in the
below flowchart (Figure 3).
Figure 3: Interagency Child Protection Flowchart
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Health facility contacted by another agency
concerned about a child

Child presents to health facility

Child has not made
disclosure although HW
concerned

HW takes history
from parent

Child has disclosed to HW
Or
Parent/ Carer states the
child has made a
disclosure

Child brought to the
health facility (by parent/
carer or other agency)
after alleged sexual
assault or other abuse

HW contact SOU and report to DSW (if DSW not involved
already)
Use CWD notification form. Send to DSW and Divisional
Health CP Focal Point/Consultant Paediatrician. File in
medical record

Examine child for
medical causes of
symptoms

History and
examination
consistent with
findings

Continued
concern

Treat condition
and organise
follow up

Consult with more
experienced
colleauge

No concern
Record in file

Continued
concern

For HW with no access to fax or email make an oral report to
DSW, complete form and file in medical record. Contact
Divisional Health CP Focal Point/Consultant Paediatrician who
will prepare CWD notification form and send to DSW (within 7
days of oral report)

If referrer is not a professional: Invite the person
to bring child to health facility and/or provide
referral information
If referrer is a professional: confirm they have
already notified DSW and SOU. SOU will triage
the urgency of the situation and refer for medical
examination if required

Examine and treat medical condition
May require Fiji Medical Examination Form if with Police

If any immediate concerns for child safety then implement
CTO. May need CTO extension

DSW assess family and social
environment

SOU investigate criminal
activities

DSW will determine the care plan for the child

Feedback to occur through inter-agency meeting/consultation

25

HWs do not have to be certain or prove that abuse or neglect has occurred, however they must
provide details of the harm or likely harm, which has or may have occurred. The DSW and / or Fiji
Police’s SOU assess and investigate these suspicions to ensure the safety of the child and determine
if criminal proceedings are required. Information provided by HWs plays an important role in risk
assessment undertaken by DSW and in possible criminal proceedings by Fiji Police and/or DPP.
The steps by interagency partners may occur in a short period of time or over days or weeks; the
severity of the situation, the risk of harm to the child and the parent’s or other family members’
capacity to protect the child from harm all impact on the urgency of the response. Planning the best
response to promote the immediate and ongoing safety and health of the child is often a joint effort,
including family members who are not suspected of abuse or neglect. This may involve finding a safe
place for the child with other family members, medical care, criminal investigation of the
perpetrator of abuse and social assistance to the family to better meet the physical and emotional
needs of the child.

3.2.2 Care and Treatment Orders
In situations where a HW assesses a child would be at immediate risk of harm should they leave the
health facility and return home, a DesMO has the authority and responsibility to make a Care and
Treatment Order (CTO; see Appendix 3). The CTO allows a health facility to admit or retain a child for
a period of 48 hours, with or without parental consent. The CTO should result in time for a
notification to be made to DSW, along with information on the CTO, and assessment of the situation
of the child and family by DSW and, in criminal matters, an investigation by the Police’s SOU. The
DesMO is responsible for completing the CTO form and forwarding to DSW (see Section 3.3.3, Care
and Treatment Order, Release and Extension).
DesMO, with the agreement of another DesMO, can extend the CTO for a further 48 hours (totalling
96 hours from the time of the initial CTO), should more time be needed. A CTO Extension form is
required (see Appendix 4) and should be forwarded to DSW and the person in charge of the health
facility.
Upon conclusion of the original CTO, or the CTO extension, a CTO Release Form (see Appendix 5) is
completed.
DesMO are responsible for explaining the CTO to the child, where a child is capable of understanding
it, the purpose and effect of the order. The DesMO should also seek to explain to a family member,
who is not under suspicion, the terms, conditions and rationale of the CTO.
Should the DesMO be assured that a family member can provide adequate protection and care, a
CTO would not be necessary. CTOs are to be carried out as a measure to protect the child from
immediate harm and to allow time for an assessment to be undertaken and protective measures put
into place by the DSW and other partners.
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3.3

Record

Recording CP concerns uses existing documentation processes within the health sector and specific
interagency forms based on the CWD (2010) and prosecutorial needs. This section summarises the
main recording responsibilities and tools; patient files, including discharge summaries, CWD
notification form, care and treatment forms, medical and court reports. Data collection in relation to
children who have or may have experienced harm is also important for follow up of individual
families and monitoring and evaluating the health sector’s CP response (see Section 4.2, Data
Collection, Monitoring and Evaluation).
This section begins with recording points from ‘The 3Rs of Child Protection’.
Record key details on the CWD Notification Form and notify DSW by sending form, can ring to
discuss as well
Where HWs reasonably suspect that a child has, may have or is likely to experience harm they are
required to notify the DSW of this concern, using the CWD notification form (see Appendix 2).
The CWD notification form includes sections for details required by DSW as specified in the CWD
(2010). This form constitutes a written report. Where necessary a HW may give oral notice, however
a written report (CWD notification form) is also required within seven days of the oral notice.
HWs must give the notice even in circumstances where he or she no longer believes the child has
been, is being or is likely to be harmed.39 The PS upon receiving the notice (CWD notification form)
may request further information from the HW either in writing or verbally40 (also see Section 4.3,
Information Sharing).
Include CWD Notification Form in child’s file and complete relevant data collection
In addition to sending the CWD notification form to DSW, a copy of the form is to be included in the
child’s medical record. The head of the health facility should also be informed if they have not
already been involved. Also see Section 4.2, Data Collection, Monitoring and Evaluation, regarding
data collection processes.
Relate to the head of the facility, the family and liaise with other organisations involved with the
family
Determining whether to discuss the report with a family member or carer is at the discretion of the
HW. Wherever possible HWs should try and support a family’s role as the primary caregiver and
involve parents in matters affecting their child or children. In situations where a parent may be
suspected of harming their child, HWs should consult with an experienced colleague about the best
approach in relating to this family member. Locating a family member or carer who is not under
suspicion and can provide a safe place for the child will be a key step that DSW may be involved with
and any information from HWs that can support this process will be of use.
HWs may be required to give additional information to other agencies (see Section 4.3, Information
Sharing), such as DSW, and are a key partner in ensuring the best outcomes for the child.

39
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3.3.1 Patient Files
A national health number (NHN) is allocated to a person the first time they present to a health
facility. The NHN stays with an individual for their lifetime, utilised at every presentation to a health
facility.
HWs record all relevant information in a patient’s medical record, including any consultations which
occur in relation to the child’s presentation, treatment and follow up. As is usual practice, HWs
ensure that notes are legible, dated, signed, use non-judgemental language and are stored in a
secure environment. Where there is concern about violence, child abuse or neglect HWs should
state facts or provide an explanation as to clinical judgement, where possible citing symptoms and
behaviours and using direct quotes from parent, guardian and child. Until there is proof of criminal
activity HWs should use the term “alleged” when referring to possible perpetrators of abuse or
neglect.

3.3.2 Mandatory Reporting to DSW
According to section 4 of the CWD (2010) a report to the DSW PS is required when,
“A professional becomes aware or reasonably suspects during the practice of his or her
profession that a child has been or is being, or is likely to be harmed; and
As far as he or she is aware, no other professional has notified the PS about the harm of
likely harm”.
All cases of possible, likely or actual harm discovered by a professional to be affecting the health and
welfare of children are mandated by law to be reported to the DSW PS. The CWD notification form
(see Appendix 2) is to be used for this purpose.
This form provides key information to the DSW on the child, details of the harm or likely harm of
which the professional is aware or that the professional suspects, and details of the HW making the
report.
Information on the form should provide DSW with sufficient information to prioritise how urgent
their response should be, how to locate the child and who they can speak with for more information,
that is the HW who has made the notification.
HWs may seek further information from other professionals about the harm, likely harm or any
other factors relevant to forming a reasonable suspicion.41 The PS upon receiving a CWD notification
can also request HWs to provide further information to assist in properly assessing the harm or likely
harm. HWs must comply with this request. Refusal could attract a fine of $5000 unless the HW is
unable and can give proper reason to the PS.42
A verbal report can precede or accompany the CWD notification form, but cannot replace a written
report using this form. Where a professional has given an oral notice a written notice utilising the
CWD notification form must be provided within 7 days.43
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Copies of the complete CWD notification form need to be;




Sent to DSW
Included in the medical record
Included in the CWD Notifications Folder at Divisional level (see Section 4.2.1, Divisional
CWD Notifications Folder)

HWs with access to a photocopier and fax machine should follow the following procedure,
1. Complete the CWD notification form and file in medical record
2. Send copy of CWD notification form to DSW and
3. Send copy of CWD notification form to Divisional Health CP Focal Point or Consultant
Paediatrician
4. Divisional CP Focal Point or Consultant Paediatrician places copy in CWD Notifications Folder
at Divisional level
5. All notifications (as collected in Divisional CWD Notifications Folder) entered into PATIS
HWs with no access to a photocopier or fax machine should follow the following procedure,
1. Complete the CWD notification form and file in medical record
2. Make an oral report to DSW, utilising information obtained from step 1
3. Contact Health CP Focal Point or Divisional Consultant Paediatrician, consult and provide
details from step 1
4. Divisional Health CP Focal Point, Consultant Paediatrician, or delegate, completes copy of
CWD notification form, sends to DSW within 7 days of oral report and places copy in CWD
Notifications Folder at Divisional level
5. All notifications (as collected in Divisional CWD Notifications Folder) entered into PATIS
Private health practitioners are also encouraged to provide a copy of any CWD notification they have
made to the relevant Consultant Paediatrician for inclusion in the CWD Notifications Folder. This will
assist linkages across agencies and also ensure that all actual or suspected cases of child abuse and
neglect in each division are collated, providing valuable information for and from the health sector.
HWs are not required to notify DSW via the CWD notification form if they are aware that another
professional has already notified the DSW PS about the harm or likely harm. When HWs become
aware through another professional of a child who has been harmed, or is at risk of harm, they
should ensure the first professional involved with the child has already made a report to DSW PS,
utilising the CWD 2010 notification form. Encourage this to occur if it has not already been done.

3.3.3 Care and Treatment Order, Release and Extension
In situations where a DesMO makes a CTO (see explanation in Section 3.2.2, Care and Treatment
Orders) for a child, a CTO form is to be used for this purpose (see Appendix 3). CTOs last up to 48
hours from making the CTO. At the completion of this time a CTO Release form is to be completed
(see Appendix 5). In situations where the order is extended, a CTO Extension form is to be
completed (see Appendix 4). The extension is up to 96 hours from the time the CTO was first made.
Copies of the original CWD notification form and all CTO forms, excluding the release form, are
required to be sent to the DSW PS, the person in charge of the health facility and included in patient
medical files.
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In situations where the main patient is an adult and there is concern their child or children may be at
risk of harm or have experienced harm, a new file should be made up for the child if seen by a HW. If
a HW has not seen the child/ren however is concerned that the patient’s child/ren are at risk of
harm, the HW should complete a CWD notification form, reporting this concern to DSW. When the
HW has not seen the child/ren the CWD notification form would be filed in the parent’s file.

3.3.4 Fiji Police Medical Examination Forms
See Section 3.2.1, Likely Pathways. When a medical examination is required by police, usual practice
is for the police to bring the child and carer to the health facility with a Fiji Police Medical
Examination Form, to be completed by the doctor following the examination of the child. A copy of
the Fiji Police Medical Examination is placed in the medical record.

3.3.5 Discharge Summaries
Discharge summaries are routinely completed by doctors for all inpatients being discharged, using a
standardised form. These forms include a “Follow Up Treatment and Management” section. Follow
up actions planned by health staff or other agencies to promote the child’s health, safety and
welfare should be recorded in this section of the discharge summary.

3.3.6 Medical and Court Reports
Medical reports or court reports may be requested by the DPP or Fiji Police. Doctors requested to
prepare such reports can consult with Consultant Paediatricians.
Medical practitioners can also be requested to conduct a medical examination prior to the boarding
out of a juvenile. A report or the medical examination will be placed on the juvenile’s record at the
Department of Social Development and Welfare (Cap.255, section 78 Boarding out of Juvenile, point
5, Juvenile’s Act (Ch 56)).
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Section IV: SUPPORTING MECHANISMS AND PRACTICES
4.1 Health Child Protection Focal Points
Divisional-level health services are required to select and resource Health CP Focal Points. These are
new roles within the health sector and will be in addition to existing responsibilities. The Health CP
Focal Point role includes; being available for HWs and HVs to discuss possible concerns about child
abuse and neglect and the best response, such as appropriate referrals, acting as liaison person
between health services and other agencies, assisting with recording information from Divisional
CWD Notifications Folder (see Section 4.2.1) into PATIS and assisting CP Lead Trainers (see Section
4.4, Training) coordinate mandatory CP training within their division and collating Divisional-level
training reports for the MoH National Family Health Advisor.
Health CP Focal Points should have good communication skills, good liaison, networking and referral
skills, allocated time within their work role (ideally added to job description, when reviewed),
sufficient knowledge regarding child abuse and neglect and CP procedures, (including having
completed mandatory training) and an identified supervisor attached to either the Principal Medical
Officer (PMO) or the Chief Medical Officer (CMO) to provide additional advice and support.

4.2 Data Collection, Monitoring and Evaluation
The CWD notification forms provide an excellent means of collecting data regarding children who
have been identified as having experienced possible, likely or actual harm presenting to health
facilities across Fiji.

4.2.1 Divisional CWD Notifications Folder
Each Divisional Hospital is required to create a CWD Notifications Folder. A copy of every CWD
notification made to DSW from the respective division is to be filed in this folder and stored in a
secure location. As per Section 3.3.2 (Mandatory Reporting to DSW), government health services
must send a copy of all CWD notification forms to their Consultant Paediatrician or Health CP Focal
Point at their Divisional hospital. Private health practitioners are also encouraged to do so.
Divisional hospitals will be required to collate information from the CWD Notifications Folder and
arrange for each child of concern to be entered into the PATIS system (see Section 4.2.2, PATIS and
Child Protection). This should occur on a quarterly basis by the Health CP Focal Points. The Family
Health Advisor can request the MoH Health Information Unit to collate national data when required
by Health Managers or other agencies on a six-monthly basis or annually.

4.2.2 PATIS and Child Protection
Over the last 10 years data obtained through the PATIS system has not reflected the health system’s
ongoing work with children who have, or been suspected to have, experienced abuse and neglect.
To improve this, divisional-level hospitals are now assigned responsibility (since July 2012) for
ensuring all children who have been reported to DSW are recorded in the PATIS system. This
includes inpatient and outpatient cases. This can occur on a quarterly basis using the information
filed in the CWD Notifications Folder.
31

PATIS codes are from the WHO International Classification of Diseases (ICD). Relevant codes for child
abuse and neglect can be found under Maltreatment Syndromes in T74.44
T74.0

Neglect or abandonment

T74.1

Physical abuse
Battered:
 Baby or child syndrome not otherwise specified (NOS)
 Spouse syndrome NOS

T74.2

Sexual abuse

T74.3

Psychological abuse

T74.8

Other maltreatment syndromes
Mixed forms

T74.9

Maltreatment syndrome, unspecified
Effects of:
 Abuse of adult NOS
 Child abuse NOS

Current injury, if applicable, should be coded first. For example, if a child has a fractured arm as a
result of neglect or abuse, the specific injury (fractured arm) should be coded as the principle
diagnosis. An external cause code should also be assigned to describe the mechanism of the injury,
such as T74.1.
In situations where abuse is suspected or a child is at risk of possible abuse or neglect, however
there are no current injuries or conditions, a code from the category T74 Maltreatment Syndromes
should be assigned as the principle diagnosis.
HWs should also consider the psychosocial context and utilise relevant ICD Z60 codes such as; Z63.2
Inadequate family support, Z63.7 Stressful life events affecting family and household, or Z62
inadequate parental supervision and control.
For further information on monitoring and evaluation see the Monitoring Plan to Strengthen Child
Protection within the Health Sector (to be developed in 2012), report to the MoH available from the
National Family Health Advisor.

4.3

Information Sharing

4.3.1 Protection for Health Workers
HWs are required to provide information to the DSW PS or to another professional when there is
reasonable suspicion that a child has been, is being or is likely to be harmed. There is no liability
civilly, criminally or under an administrative process for giving such information.
The CWD (2010) Part II section 8 allows for and protects professionals in providing such information
in order to protect children from abuse and neglect. Such sharing of information does not
44
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contravene any professional code of ethics, confidentiality agreements or any written law. Health
professionals (and other persons) are not liable to disciplinary action for giving this information.
The identity of HWs (and other persons) providing information about actual or possible harm to a
child should remain confidential; any breach is liable to a $5000 fine. Exceptions to informationgiver’s identity remaining confidential are outlined in the CWD (2010) section 9(1)a-c,
- In legal proceedings where the evidence of the identity of the person is relevant to the
proceedings;
- Disclosure is in the public interest; and
- The possible interests of disclosure on the safety or welfare of the child, the person and their
respective families.

4.3.2 Proof of Identity
Information sharing regarding concerns of child abuse and neglect occur in two different directions;
when HWs provide information to another professional and when HWs receive information from
another person.
HWs providing initial information to the DSW are required to complete the CWD notification form.
This form has been modified by MoH to include identifying information of the HW such as practicing
license registration, for licensed professional groups, and electronic data processing (EDP) number,
for all public sector employees. When requests for additional information are made to a HW from
DSW or another professional, HWs can provide similar identifying information.
HWs receiving information regarding possible, likely or actual harm to a child should confirm the
identity of the person providing this information, including their relationship to the child and how
they became aware of this concern. Usually when HWs receive information it is from a concerned
relative or another professional. In circumstances where there is some suspicion as to the identity
and motive of the caller, HWs should exercise caution. An example of false information being
provided to a HW may be in circumstances related to marital discord and custody proceedings.
If there is suspicion regarding the identity of the person providing information HWs can; request to
see identification of the person or ask for the request in writing (if from an organisation on official
letterhead). If the person is providing information over the phone, alleging a child has been abused
or neglected, and there is suspicion on the motivations of the caller, the HW should take the contact
details of the caller and offer to call back and/ or request the person to present to the health facility
with identification. In the interim, HWs should consult with an experienced colleague and arrange
for assistance in responding to the person.

4.4

Training

Health Managers, Training Coordinators and others responsible for HW training will ensure that all
HWs have completed CP training. The two mandatory trainings for HWs are;
-

1-hour induction/ in-service training for all HWs
1-day training for all HWs involved with children
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The 1-hour training for all staff and the 1-day training for staff involved with children are mandatory
training for HWs. Both of these trainings have been accredited with continuing professional
development points.
HWs with specific CP responsibilities, such as DesMOs, should also be supported to access
specialised training, including forensic medical examinations and court report writing training, where
available. For HWs interested in courses related to the dynamics of violence or for potential courses
in counselling skills, contact FWCC or EP.
Other child health training being developed and implemented should also consider ways of
integrating CP messages, such as 'The 3Rs of Child Protection', into the training in order to create
links for HWs in how such training relates to HWs role in protecting children from harm.
New training modules for HVs are currently being developed (2012). Issues of child abuse and
neglect are included in the Environment Module. HVs should be encouraged to access training that
may be occurring in their communities, such as Children are a Special Gift from God, training for
community members from the DSW and UNICEF (also being developed in 2012).
For further information regarding CP training, see the Child Protection Training Plan (to be
developed 2012), report to the MoH or contact the MoH National Family Health Advisor.

4.5

Ensuring Health Facilities are Safe for Children and Staff

MoH is committed to ensuring health facilities are safe places for children, families and staff. Health
Managers will ensure that the safest possible environments and practices are in place, such as;
-

-

Careful recruitment of staff45 and volunteers
CP training for staff involved with children, and all staff to receive CP training as part of
induction
Supervision and support provided to staff to discuss clients/ patients where there are
concerns about child abuse and neglect
Private space made available to speak with clients where there is concern about violence,
abuse or neglect
Exercising clinical judgement in how the child will be spoken with, ideally with a parent or
guardian other than when this person may be viewed as a suspected perpetrator of abuse or
neglect. In situations where a client or their parent has challenging behaviour, two HWs
should see the child to minimise potential risk of HWs being accused of abuse
Procedures to respond to complaints or misunderstandings from clients, staff or volunteers.
Usual practice is that patients can lodge complaints against the treatment received in any
government or private health facility by writing directly to the hospital authority or to the PS
for Health in the case of the public system. Where a complaint involves a HW, the matter is
dealt with by the regulatory professional body46

45

This could include signed declaration, reference check question, “Do you consider this person suitable to
work with children?” along with usual identification checks
46
Reference 16, pg 41
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CHILD WELFARE DECREE (2010) NOTIFICATION FORM
TO:

The Permanent Secretary
Ministry for Women and Social
Welfare
Suva
Fax: 330 3829^

Consultant Paediatrician
Health Division ____________________
Fax Western Division:
Fax Northern Division:
Fax Eastern/ Central Division:

In accordance with Section 4 and 5 of the Child Welfare Decree 2010, I hereby notify
you the details of the harm/likely harm suffered by the under mentioned child.
a) CHILD’S NAME…………………………………………………………………
b) CHILD’S DATE OF BIRTH……………………………………………………
c) PRESENT RESIDENCE OF CHILD…………………………………………..
d) NAMES OF CHILD’S PARENTS :
i)

Father’s Name……………………………………………………......

ii)

Mother’s Name………………………………………………………….

iii)

Guardian’s Name……………………………………………………….

e) RESIDENTIAL ADDRESS OF PARENTS AND THEIR PHONE CONTACTS
i)
ii)
iii)

Father- Home (landline)…………..mobile……………office……………….
Mother-Home (landline)……………mobile……………office………………
Guardian-Home (landline)…………mobile……………office……………...

f) DETAILS OF THE HARM THE PROFESSIONAL IS AWARE OR THE
PROFESSIONAL SUSPECTS (Include additional details on another page):
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
g) PROFESSIONAL’S NAME, ADDRESS & TELEPHONE NUMBER:
Rank……No*…………….Name………………..TelNo…………………..EDP#………
h) OTHER DETAILS
i)
ii)
iii)

Date and time reported………………………………………………………
By whom……………………………………………………………………..
Report number……………………………………………………………….

…………………………….
(Signature of professional)

…………………
(Date)

^Permanent Secretary’s office phone 3312199
* Refers to practicing licence registration, include if profession is licensed
# EDP refers to Electronic Data Processing number, relevant for all public sector employees

CARE AND TREATMENT ORDER
To:

The Permanent Secretary, Ministry for Social Welfare, Women and Poverty
Alleviation

Fax:

3303829 Department of Social Welfare Permanent Secretary’s Office Fax1

Copy to:

____________________________________Person in charge of the health facility

In accordance with Part 3 of the Child Welfare Decree 2010, I hereby notify you of the care and
treatment order (CTO) for the under mentioned child.
A) Child’s Name: _______________________________
B) Child’s Date of Birth: _________________________
C) Child’s National Health Number: ________________
D) Child’s MCH Clinic:____________________________
CTO start
Date:

CTO ends (Up to 48 hours from CTO start)
Time:

Date:

Time:

Details of the child’s condition:
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Reasons for the CTO:
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Health facility where the child is currently held: ___________________________________________
 Designated Medical Officer has explained to the child and carer the purpose and effect of
the CTO
Name Designated Medical Officer: _____________________
Medical Registration Number2: _______________________________
Signature: _________________________________________
Telephone Number: _____________________

1
2

Department of Social Welfare Permanent Secretary’s Office Phone: 3312199
Registered under the Fiji Medical and Dental Practitioners Decree (2010)

CARE AND TREATMENT ORDER EXTENSION
To:

The Permanent Secretary, Ministry for Social Welfare, Women and Poverty Alleviation

Fax:

3303829 Permanent Secretary’s Office Phone

Copy to: ______________________________________ Person in charge of the health facility

CTO start

Date:

Time:

CTO end/ CTO Extension start

CTO Extension end

(Up to 48 hours from CTO start)

(Up to 96 hours from CTO start)

Date:

Time:

Date:

Time:

In accordance with Section 3 of the Child Welfare Decree 2010, I hereby notify you of the extension
of the care and treatment order (CTO) for the under mentioned child.
Child’s Name: _________________________________
Child’s Date of Birth: ____________________________
Reasons for extending the Care and Treatment Order
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
 Designated medical officer has informed parents or guardian of child about the extension of
the CTO, the reasons for the extension and the time when the order ends and, if applicable,
the right of the parents to receive back custody of the child.

Initial designated medical officer

Consulted designated medical officer

Name:
Signature:
Medical Registration number:
Telephone number:
Address:

Name:
Signature:
Medical Registration number:
Telephone number:
Address:

CARE AND TREATMENT ORDER RELEASE
CTO Release
Date:

Time:

Reason for release:
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
 Released into the custody of parent or guardian
Name of parent/ guardian____________________________
Relationship to child_________________________________
 Referred to the Permanent Secretary for Women and Social Welfare or Director
 Transferred to another health facility
Name of health facility______________________________
Contact person at new health facility___________________

Designated Medical Officer
Name:
Medical Registration Number1:
Signature:
Telephone Number:

1

Registered under the Fiji Medical and Dental Practitioners Decree (2010)

