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Introduction 

[bookmark: _Hlk90503587]Within this essay we look at child abuse, Child abuse is described as an intentional act that causes emotional, physical, or mental harm to a child's psychology or mind, as well as death. We always hear about child abuses cases every year there are many forms of abuse neglect, sexual, emotional, physical. As stated by NSPCC (2021) Abuse often happens over a period, rather than as a one-off event, and can have a devastating effect on a child's development and society a critical examination of the effectiveness of multiagency will be explored. Eracleous & Davidson (2009) sates multi-agency working is firmly advocated in government agendas such as The Children’s National Service Framework (2004) which encourages services to be designed around the needs of the child, not individual problems We'll look at two high-profile cases in the United Kingdom that resulted in the deaths of two children. Victoria Climbe and Arthur Labinjo-Hughes. Victoria and Arthur where victims of child abuse which lead to their life being cut short. 






















In the case of Victoria Climbie, On the 2nd of November 1991 Victoria Climbie was born in Abidjan, the Ivory Coast years later in November 1998. Seven-year-old Victoria Adjo Climbie leaves Abobo in the Ivory Coast to lives with her aunt, Marie-Therese Kouao initially in Paris. Kouao takes the girl to London after she is pursued by French authorities over benefit payments. According to Crime Investigators (2021) Marie-Therese has started abusing Victoria but the authorities threaten action over Victoria’s non-attendance. So, after five months, Marie-Therese flees with Victoria. On arrival to the UK Victoria is given the name Anna her aunt Marie-Therese Kouao used a false passport to get her into the U.K. Marie-Therese Kouao meets a new boyfriend named Carl Manning within days of moving Victoria the abuse started. Climbie's life was short and tragic. Her murder prompted the largest review of child protection arrangements in the UK. In July 1999 Victoria was taken to the Central Middlesex Hospital After her childminder daughter suspects the girl has non accidental injuries. Kouao tells the doctor that Victoria has been starching her skin due to scabies the doctor accepts her story. Although the doctor accepted the story doctors alerted child protection authorities as a precaution according to NSPCC Learning (2020) everyone who encounters children and families has a role to play in sharing information and identifying concerns.

Haringey social worker Lisa Arthurworrey and PC Karen Jones are assigned to the case. They later cancel a home visit scheduled for 4 August after hearing about the scabies. According to Office of National Statistics (2019) The majority of child abuse cases remain hidden and therefore do not enter the criminal justice system. On the 24th of July 1999 Victoria is taken to North Middlesex Hospital accident and emergency department this would be her second visit. Doctors Immediately suspect that the injuries have been deliberately inflicted. Kouao tells Lisa Arthurworrey and PC Jones that she poured hot water over Victoria to try and stop her scratching her scalp. She says that Victoria caused other injuries with utensils despite the signs of neglect on 6 August 1999 Victoria is discharged from the hospital and is collected by Kouao after her explanation for the injuries is accepted by child protection authorities. According to (Jones and Walker ,2011, p. 64) One specific area which falls within the definition of neglect is a failure to ‘ensure adequate supervision (including the use of inadequate care-givers). Carl Manning forced Victoria to sleep in a bin liner in the bath every night at this flat from October 1999 to January 2000, according to trial evidence. 1 November 1999. Carl Manning has sexually molested Victoria, Kouao tells social services. The next day, she retracts her charge. PC Jones is instructed to investigate why, but she declines after her letter to Kouao goes unanswered. 

24 February 2000 Victoria is rushed to North Middlesex Hospital again this time suffering from a combination of malnutrition and hypothermia. according to National Health Service (2020) Hypothermia happens when you get too cold, and your body temperature drops below 35C. Doctors eventually transferred her to St Mary's Hospital in west London's intensive care unit. Victoria is certified dead at St Mary's Hospital at 3.15 p.m. on February 25, 2000. Dr. Nathaniel Carey, the pathologist from the Home Office who examines her body, discovers 128 separate bruises and scars on her body, many of which are cigarette burns, and calls them "the worst case of child abuse I've ever seen. "According to (Laming, 2003) At the end, Victoria’s lungs, heart and kidneys all failed. Dr Nathaniel Carey, a Home Office pathologist with many years’ experience, carried out the post-mortem examination. Victoria had 128 separate injuries on her body.
[bookmark: _Hlk90415851]The doctor who examined Victoria at Central Middlesex Hospital attempted to report the abuse, which was the proper thing to do. The doctor notified a number of agencies, including child protection authorities, social services, and the Metropolitan Police. However, they failed Victoria by cancelling the initial visit, which could have saved Victoria's life. HM Treasury (2003) states the most tragic manifestation of these problems is when we fail to protect children at risk of harm or neglect. There are disadvantages to multiagency collaboration if not properly analysed and planned, multiagency collaboration will not be as effective as desired. Communication is essential for multiagency operations to work smoothly if it is not maintained, the system will continue to fail. According to Children’s development workforce council (2008) multi-agency working enables different services to join forces to prevent problems occurring in the first place. It is an effective way of supporting children. As stated by Home Office (2014) “The involvement of a health care professional in a multi-agency team was seen to be especially important: – Their information and perspective were said to be often crucial to decision-making for all safeguarding and particularly in multi-agency teams.

[bookmark: _Hlk90502838]All practitioners working within multiagency should follow the principles of the Children Acts 1989 and 2004 – Victoria should have been a priority from the first initial visit and the appointment should not have been cancelled according to (Laming, 2003). In Victoria’s case, inquiries under section 47 of the Children Act 1989 should have begun immediately on 18 June 1999. The failure to do so constituted a significant missed opportunity to protect her evidence shows that Between the end of April and the beginning of July 1999, Kouao visited Ealing Social Services on a total of 18 occasions. Instead of treating Victoria as an individual with needs they were more concerned about her homeless application evidence shows there was no safeguarding policies set in place to protect her social service did not have relevant papers of inconsistence. It was their duty to have all relevant documents documented. According to Department of Education (2021) The responsible authority is required to decide for a registered medical practitioner to carry out an assessment of the child’s state of health and provide a written report of the assessment. There are advantages and disadvantages of a multidisciplinary where children can receive effective care the resources of the care are available in the community unfortunately in this but in this case, it was a total failure. 











In the case of Arthur Arthur Labinjo-Hughes, Arthur Labinjo-Hughes was a 6-year-old boy born in the west midlands Birmingham. February 2019, Arthur’s biological mother, Olivia Labinjo-Halcrow was convicted of killing her partner she was convicted of manslaughter and sentenced to 11 years in prison. Arthur biological father Thomas Hughes takes custody of his son, and in August he meets Emma Tustin, online. November 2019 Hughes and his mother, Joanne, attend a meeting at Arthur school to discuss Arthur behaviour. It was reported Arthur was becoming obsessed with death, murder and guns and fixated with dad disappearing from his life. March 2020 Arthur was taken to see Children and Adolescent for an assessment with Kerry Forsyth-Benson a mental health services practitioner. According to (Cullen, 2011, p.167) A assessment should yield useful information about a child’s processes of learning, social, emotional, and cognitive development. Kerry Frosyth-Benson sates his physical appearance seemed fine and his anxiety and aggression had reduced she concluded there was no mental health issues. 

Social worker Jayne Kavanagh from Solihull council visited Tustin’s home Tustin told the social worker Arthur was play fighting with her son resulting in the bruises in the middle of Arthur back. Kavanagh asked the children from the scale of 0-10, with zero being represented by the floor and the ceiling being the opposite, both young boys “very confidently jumped up and pointed at the ceiling they told the social worker they happy and safe. NSPCC Learning (2020) states we don't know exactly how many children in the UK experience child abuse. Child abuse is usually hidden from view Kavanagh concluded there were no safeguarding concerns and there was no need to be referred for full child assessment (Department of Education, 2017) states the SAAF assessment tool asks social workers to make a judgement relating to each of 55 items that social workers should consider when making their assessments. SAFF is a Framework that protects children for harm. National Institute of Health and Care Excellence (NICE) (2017) states persistently treating a child in a way that can causes severe adverse effects on their emotional development example deliberately silencing imposing inappropriate expectations on them for their age or developmental stage, and serious bullying.

[bookmark: _Hlk90819688]Arthur’s Uncle reported the bruises on his back to west midlands police sent photos to an officer, but he never heard back. West midlands police later closed the log satiating “no further role for force response” as social services were involved. The safeguarding lead at Arthur school Dickens Heath Community primary school contacted social service but was told they had no concerns. Tustin’s stepfather, John Dutton, said he made an “anonymous referral” to social services because he felt Arthur was “in danger”. NSPCC Learning (2020) states A nominated child protection lead should have a thorough understanding of safeguarding issues example types of abuse and the signs and indicators to look for. Arthur school reopens but Hughes did not send Arthur back. He claimed the boy didn’t sleep well and would return the next day. He reported to the school Arthur was losing weight and wasting eating and might faint. Arthur didn’t return to school before he died. Child Welfare Information Gateway (2007) types of abuse are more typically found in combination than alone. A physically abused child, for example, is often emotionally abused as well. Tustin and Hughes were arrested later that evening on accusations of causing grievous bodily harm with intent after Arthur was transported to the Birmingham Children's Hospital. Arthur's life support system was turned off at 1 a.m. on June 17, 2020, after doctors determined that nothing could be done to save him.

The multi-agencies in this case are Birmingham city council social services, West midlands metropolitan police, school safeguarding lead, the communication between these agencies where not effective Atkinson, Jones, and Lamont (2007) studies focused on the perceived benefits of multi-agency working, the most identified being improved/more effective services and joint problem solving. Disadvantage of professional involved in multi-agency focused on uncertainty regarding their professional identities. Cordis Bright (2018) sates Successful joint working requires clear, realistic, and achievable aims and objectives, understood, and accepted by all partners; these are advantages unfortunately the multi-agency teams involved in this case failed to collaborate effectively. Failure in multi-agency work have been highlighted in serious case reviews failures include acting quickly, absence of following framework, monitoring performance, communicating effectively, Department of Education (2021) Consistent communication between strategic and managerial staff equipped staff with contacts and positive relationships with those in other agencies. Communication of partnership information with frontline staff was less effective.

In conclusion, preventing child abuse is not a matter of parents bettering their parent skills but rather is society ending the problem. It is also important to remind society of the negative effects of child abuse and how it can severely damage their cognitive development, self-worth and physical growth, children who are victims of child abuse can grow up to be dysfunctional adults. National Health Service (2021) states Around 1 in 8 children and young people experience behavioural or emotional problems growing up. For some, these will resolve with time, while others will need professional support. If an adult next door sees a child being neglected or seems to have any physical marks on their body or seems emotional withdraw, they must report straight away Citizen Advice (2021) If you think someone is abusing a child, you should report it immediately. Don’t he hesitate to report child abuse even if you are unsure, it is better to be a good Samaritan and make a difference for that child’s life. 

Recommendations, risk assessment teams, safeguarding teams, children protection services, all multi agencies need to be in one establishment social services, risk assessment teams, safeguarding teams, children protection services, Interventions teams, police, having all these teams in one building will help with quick effective communication. If child abuse has been reported and multi-agency notice bruises, or any other form abuse all accuser need to interview immediately and put on a lie detector children need to remove immediately and assessed. 90% of the time children don’t lie when it comes to child abuse allegations children there needs to a tighter law. In a scenario where a child dies the accuser need to have a mandatory life sentence without parole. If reports come in of a child being abused new partners need to be assessed this could be a great intervention strategy. A Funding watch needs to be implemented to see where money is going into the community has money is being wasted on unnecessary things within communities. NSPCC Learning (2021) states We all have a responsibility to help keep children safe. Organisations working with children and young people must have safeguarding policies and procedures in place and be able to respond to child protection concerns. We need awareness in communities and on in the media. Children laws need to reviewed and reassessed. Also, Multi agency workers need to be held accountable for not following frameworks and procedures.
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