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This paper will provide an overview of a serious case review (SCR) regarding the tragic death of an eleven-year-old girl. To protect the child’s identity, the girl will be referred to as Millie. Social Care Institute for Excellence (2019) observe that SCRs, which were created under the Children Act (2004), materialise when a child has died or been seriously harmed because of abuse or neglect. SCR’s aim to identify ways that professionals and agencies can improve collaborative working to safeguard children. The circumstances that led up to Millie’s untimely death will be discussed, along with the underlying risk factors in the child's short life. Multi-agency interventions will be evaluated, in addition to recommendations for future safeguarding practice. 
Lindon and Webb (2016) claim that the United Kingdom’s (UK) definition of a child, is an individual under the age of eighteen years. This in accordance with the United Nation (UN) Convention on The Rights of the Child 1989 (UN, 1989) and the description that is utilised within safeguarding policy. Several key laws are in place in the UK tailored to protect children from any harm or abuse. The Children Act (1989) is the crucial piece of legislation that renders a structure for the protection and safeguarding of children, stating that all professionals who deal with children, in any capacity, have a ‘duty of care’ to protect them (Department for Education (DfE), 2018). 
Millie, sadly, took her own life. National Society for the Prevention of Cruelty to Children (NSPCC) (2014) declare that suicide in children usually results from an accumulation of problems over time, as opposed to a reaction to a single event. The authors add that careful consideration should be taken by professionals regarding the impact that adversities have on children and a child’s needs should never be eclipsed by problems that the parents are experiencing.
Millie’s vulnerabilities were caused by several adverse childhood experiences (ACEs), including abandonment, neglect, isolation and emotional abuse. As a result of these ACEs, Millie could never have reached the potential for self-actualisation, a motivational theory created by Abraham Maslow and demonstrated in a hierarchy of needs (Maslow, 1943). Bellis et al (2017) observe that ACEs can severely affect the lifelong health and development of a child. The brain is connected to all the other biological systems in the body. Therefore, toxic stress, as a direct result of ACEs such as child abuse and neglect, poverty, discrimination and exposure to violence, can compromise the healthy functioning of the entire body. Furthermore, chronic disease in later life, including diabetes, cardiovascular disease and depression, finds its roots in pre-natal and early childhood (Palusci, 2013).  
Millie was also deprived of the necessities required for good health and well-being. This violates (Article 3) Best Interests of the Child and (Article 6) Right to Life Survival and Development, as stated by the UNCRC (UN, 1989). 
The King’s Fund (2022) maintain that health inequalities are contrasts in health and health outcomes between different groups of people in society and deemed to be unjust, preventable and methodical. Dahlgren and Whitehead (1991) developed a model that explores the factors that influence health and well-being. It consists of four layers, the first layer cannot be changed as it refers to the age, sex and genetic predisposition of individuals. However, the next three layers depict the relationship between the individual, the environment and health. The influences that determine health and well-being include lifestyle factors, social and community networks, living and working conditions and general social conditions (World Health Organisation (WHO),2017). 
Millie’s health and well-being was negatively impacted by all the determinants in the model. There were reports of the child feeling hungry, being unable to sleep and experiencing stress and anxiety, all these factors however were out of Millie’s control. Close friendships or family support could have helped mitigate the impact on Millie, however, the child was unhappy, lonely and isolated.
Department for Education (DfE) (2018) stipulate that following the Government’s Green Paper ‘Every Child Matters’, the Children Act (2004) states that a multi-agency approach is required to share information, to protect children from harm. Most of the professionals who dealt with Millie’s concerns were in the education sector. Several inter-actions with agencies took place including a Section 17 Child in Need assessment, a Section 47 Enquiry and a Child Protection Plan. These apply to any child who appears to be suffering or is liable to endure considerable harm (Department for Education (DfE),2018). 
Most of these interactions followed the appropriate policies and procedures required for safeguarding support. However, practitioners from multi-agencies failed to make connections between the sheer amount of underlying risk factors. The ‘think child, think parent, think family’ guide should have been considered promptly. Woodman et al (2020) note that this approach identifies wider family needs, is a well-recognised health policy in England and Wales and considers the health, well-being and behaviour of the whole family.
Atkinson et al (2002) indicate that a detailed study of multi-agency practice identified many challenges, however fiscal resources appeared to be the main factor. Lack of funding was shown to cause conflict within and between different agencies and major concerns around sustainability. Communication issues such as differing organisational structures and working practices, contrasting working hours and contact times within various sectors and diverse methods of communication, featured highly too. Dixon et al (2022) agree, stating that complex systems in various sectors contain contradictory policies and procedures and confidentiality clauses. The authors highlight that diverse agency cultures can have a devastating impact on safeguarding practice. Additionally, more effort needs to be made around staff training to ensure that information sharing is a top priority, regarding safeguarding.  
In Millie’s case, greater information sharing was needed across all agencies, poor communication within and between the schools was apparent, along with incompatible monitoring systems. All of these were contributory factors, in relation to safeguarding issues. 
Recommendations 
· The promotion of positive workforce culture, with a focus on eliminating silo-working.
· Policy and procedure reviews regarding information sharing, should be conducted across all relevant agencies.
· Regular awareness training and effective supervision processes should be administered to all safeguarding staff.
·  All manual paper-based monitoring systems should be replaced by robust online systems, all existing IT systems should be scrutinised, any barriers to effective information sharing between agencies, should be removed (Brandon et al, 2020).   

Effective information sharing is fundamental for good child protection practice, the agencies responsible for safeguarding Millie failed to share crucial information and did not consider how the underlying risk factors impacted on the child’s well-being. Lessons need to be learnt          from these failings, to prevent further tragedies.     
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