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Hello everyone, I'm Theresa, I was the Support Worker involved in Theo's case, and I'm glad to be here with you all today. In my role, I work as a bridge between Theo's family and the statutory services, as well as assisting him and his parents with practical and emotional support. By encouraging the stability of the family and ensuring that Theo's environment is nurturing, safe, and responsive to his needs, I aim to provide a positive experience for him and his family (NSPPCC, 2023).
Case introduction
Theo was a 10-month-old baby who tragically passed away while he was still under his parents' care. In the review, multiple injuries were found to have been sustained by Theo, which indicated that the injuries were non-accidental.
My role is to support families, provide practical and emotional support, and act as a liaison between statutory services and the family. My contact, I'd make home visits, observe a child and family, help parents access services, and report any concerns. My job is to make sure the environment is safe, stable, and supportive for the child.
Actions taken and why (legislation / guidance
On my visits, I watched how Theo was cared for in his home. I would that he was unusually quiet and unresponsive for his age. It was concerning that he had bruises on his arms and legs too. There was evidence that he might have been neglected or abused.
As soon as I noticed these signs, I alerted Theo's social worker and took steps to share the information with other professionals who were involved in his care. As per Section 47 of the Children Act 1989, local authorities have to investigate cases where a child may be seriously harmed (HM Government, 1989).
Also, I followed the guidance in Working Together to Safeguard Children (2018), which emphasizes timely sharing of information and quick action.
There was a possibility of starting an Early Help Assessment and involving multi-agency support under Section 17, Children Act 1989 
What went well 
Overall, I think I did a good job maintaining a relationship with the family and keeping an eye on Theo consistently. I caught worrying patterns like missed health appointments and changes in his behavior this way.
What did not go well 
There was an opportunity for me to report concerns right away. My interactions with other professionals were not as effective as they could have been, and some of my observations. In order to protect Theo, it is possible that a coordinated response was delayed because of this.
In the future, I would do the following things better:
· Inform the social worker or safeguarding lead immediately if there are any indications of harm.
· A health visitor or social worker should be consulted jointly to ensure concerns are addressed.
· Get multi-agency support sooner using Early Help/Section 17.
· Rather than just documenting things, ask more questions and use professional curiosity.

Recommendations 
· All staff should receive abuse awareness training.
· Work together and improve communication between agencies.
· Protect all families by providing practical and emotional support.
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