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[bookmark: _Toc39479846]Introduction –
Child abuse is one of the most concerning issue for the whole world. It is a concept where a child is emotionally, mentally or physically abused by someone. One out of every four children are exposed to abuse (National child abuse statistics 2005).
Child abuse is causing harm to any child intentionally or not providing the essential needs for a child. Child abuse can be physical, emotional, sexual or any type of neglect.
The purpose of this assignment is to discuss various aspects of young vulnerable children and families by identifying a case study. The focus of this assignment is child abuse and neglect and how this can influence the well- being of children. The mental well -being of child is disturbed if the child ever had experienced any trauma or abuse. Childhood is a crucial stage of life for the development of children. But the development is delayed if the mental well- being of the children is not appropriate as it should be.
[bookmark: _GoBack]The plan is to examine the effect of professional interventions of  social care services and clarify the view of vulnerability and resilience and acknowledge various legislations. In this assignment Baby P case study will be analysed. He  was a 17-month-old baby who was brutally beaten on different occasions. He died in North London in August 2007 due to numbers of abuse. It will be also discussed what went wrong in this case and some guidance to prevent this type of situation to occur again in future. It is obvious that child abuse is a very strong issue for local authority specially where there is child death involved. 
[bookmark: _Toc39479847]Case study –
Peter Connelly (Baby P) was born on March 2006. He was born with no health issue. He had regular appointments in the hospital and there was no issue or concerns. 6 months later his mom took him to the GP as he had some bruises. Mom claimed that he fell down the stairs. During November 2006 his mom’s boyfriend moved into their family  home. During December 2006 his mom was arrested after GP spotted some bruises on his body and face . Social services took care of Baby P under  child protection register at that time. (Baby P and the care quality commission report 2009) On January 2007 he was returned to his mom. During  April 2007 his mom took him back to the hospital with some bruises on his face and body. June 2007 social worker had an unannounced visit and spotted the bruises and that was reported to the police straightway. Social service handed Baby P in the care of a family friend. His mom was arrested for the second time and was questioned by the police on the suspicion of physical abuse. Later she was discharged, and Baby P was handed back to her mom again January 2007 as the case was unsettled in the court. During March The social worker visited their home and spotted a bruise on the baby’s face which was claimed as a fall by his mom. During April 2007 he was admitted in the hospital with head injury. Later Baby P was discharged from the hospital without any safety meeting and handed back to his mom. After missing several appointments with health visitor Baby P’s mom had an appointment for his check up by child protection. Bruises were spotted during the check up and his mom was arrested for the second time. July 2007 the social worker visited their home and found Baby P was stained with chocolate all over his face and antibacterial cream on his scalp. The court decided that there was not enough evidence to charge his mom. Baby P was taken to the hospital on August 2007. The doctor found some bruises on his face and body but was unable to perform a proper examination as the baby was ‘cranky and miserable ‘. Although Baby P was crying in pain, but the consultant missed his broken ribs and chest. 2nd August the police informed Mom that no action will be taken against her. During  August baby P was admitted in the  hospital but was marked dead on arrival. Baby P was his dad  his last weekend  of his life where his dad found that his head was shaved, and a fingernail was missing.
[bookmark: _Toc39479848]Analysis –
Overall there are many important key aspects are missing. Lack of communication gap between the team was the main point for this failure. Besides there was lack of teamwork and sharing information between the team. police, social workers, doctors and case workers were involved in this case. Throughout information collected from different services was not shared between the team and advice received from different services were also not followed. For example, for the first time when the bruises were spotted then his mom claimed that he bruises so easily. There were no further investigations done. That displays a lack of interests from the doctors who were involved in this case. When doctors proved that the bruises were non accidental, and his mom was arrested. Later the post -mortem report reveals that Baby P already suffered a broken back and chest that time. But later, Baby P was handed to his mom by the social worker despite of police advice. This was due to presence of communication between the social service and the police (Baby P and care quality commission 2009).
During March 2007 when the social worker spotted the bruises during her visit, she confirmed them as a fall. This information was never shared with police and social services until his death. That shows again lack of communication between the services. It was also recorded that when Baby P was admitted in the hospital with bruises, he was handed back to his mom without any safety meeting taken place. This is because of the lack of awareness and lack of communications between the professionals. Although the child was in the hospital referred by the child protection service still no guidance was followed. No meetings or safety measures were taken for the child’s safety and welfare before discharging him from the hospital. 
Haringey social service were criticised after the tragic death of Victoria Climbe in 2000 for their failure to save her from the abuse. & years later they were again in the limelight for their failure to save another child. Despite being in child protection he died. Child protection conference is a good way of sharing information between the professionals and the agencies. However, this was not the case here. There were lack of information and the professionals sometimes even did not turn up for the meetings. During a home visit when the social worker found Baby P covered in chocolate, she should have investigated the matter rather than dismissing it. The biggest mistake in this case was to handed back Baby P to his mom against police advice. After finding the symptoms of abuse the child should have been taken from mom and put into care to avoid any kind of harm to the child. Unannounced home visit should have been taken place. These visits would have been practical so that the abuser could not hide any signs of abuse and that would have given the social worker what abuse the child was going through. Moreover, this would have stopped any excuse the abuser had to cover herself for any bruises the child had. 
In this case the social service were more concern about keeping the baby with his mom rather than ensuring his safeguarding. In the interest of child’s safeguarding the child should have been removed from his mom. In any abuse case removing the child from the family is the best way to ensure the child’s safety and to avoid any harm to the child. As baby P was an infant, he did not have any one to interfere on behalf of him when he was abused by his mother physically.

[bookmark: _Toc39479849]Evaluation –
Child abuse or child death due to neglect is always unacceptable in any case and there is a need for Serious case review to examine if there is any professional negligence involved. In this specific case where the judgement of the professionals to be blamed appropriate actions must be taken against any negligence by the professionals. Social worker failed to challenge mom after spotting the bruises and they did not investigate about his mom’s new boyfriend who was living in the same house. if they did any check, they would find that he was prosecuted by RSPCA for being cruel to animals. He was accused for raping a 2-year-old girl. As Baby P was subject to child protection plan, the social worker should have been watching him closely  for any hint of abuse and that should have been reported straightway. By monitoring his mother’s behaviour closely, it would have been best to put her on some anger management programme and some parenting courses.  
 However, the organisation should be responsible for this also. Expecting social workers to do their jobs competently with a pressure of workload is not reasonable. Therefore, the recommendations will be to revise the disciplinary procedures in Serious case review to conclude if there is any negligence or failure of any organisations involved. Another recommendation will be to distribute resources to these organisations so that any workload of the social workers can be reduced. More training programme to be introduced for better communication between the agencies and the professionals.
 Laming report by Lord Laming added some changes in the reform that national guideline set out maximum caseloads for social workers. Improved qualification of degree in social service jobs and introduction of post graduate qualification is needed for children service social worker. School inspection to take place to assess how they carry out any child protection jobs.
There are some factors that influenced this case. One of them was shortage of staff. Social workers were overloaded with cases. In enough training is another factor. Individuals were not confident enough to challenge parents because of the consequences. Social workers must be trained to identify any abuse that needs immediate protection and safeguarding.  Social workers should visit home on spot and should communicate with child protection agencies. A group of professionals including mental health team should be involved for further development plan. The plan have included a regular appraisal and include any concern as listed (Haringey’s LSC)-
•  Identify any root cause that can harm the child.
• Create an agenda for the social workers to stop the abuse.
• Short term and long-term result with deadlines and effects for being unable to achieve the goal.
• Proper monitoring system for social workers to check the safety of an individual child on a day to day basis.
• Emergency arrangements if the child protection plan does not work .
• A proper review system for the child protection plan must be set up to monitor their efficiency.
If the child is exposed to any abuse, then care proceedings will start in a family court (Family justice council 2010). The local council will make necessary changes for the family before court proceedings. Also, family group conference should take place.
The serious case review was done in November 2008 an made some recommendations for the healthcare professionals and the agencies who were involved in Baby P case. The action plan addresses the communication gap between the professionals. The named doctor and the nurse were accountable for communication with the paediatric staffs.  Besides they are accountable sharing the report to designated doctor and nurse if child protection plan is in place. A new agreement is in place now since April 2008 . The serious case review recommended update training for child protection plan . As of June 2008 all training and education have been updated.
There are many legislations in place to safeguard children including ‘Protecting children and young people’(Scottish executive 2004) , Children and family act (2014 and many others. Child protection services were reviewed after the death of Baby P . On 2010 the government instructed Professor Eileen Munro’s safeguarding review. The review focussed on the essential factors for improving children’s safeguarding
[bookmark: _Toc39479850]Conclusion-
Child should be the priority and any abuse case should be handled by professionals.
There are many tragic cases of child abuse where the child had to suffer. Surely social services and any agencies related with children safeguarding will introduce strict regulations to stop any more situation like this in future. In order to block the potential abuse is to work together through various campaigns and different agencies to benefit children who are in need support. Social worker must be more knowledgeable to assess a child’s need and whether the child is at risk of any abuse or any harm
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