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The National Health Service (NHS) has defined safeguarding as "citizen's health, well-being and human rights; enabling them to live free from harm, abuse and neglect "(NHS, N.D). It is a fundamental component of offering a good quality of life to children, young people and families regardless of their gender background, culture or religion. Safeguarding helps to prevent the risk of harm, maltreatment, abuse or neglect. It supports people at risk of being vulnerable to control their lives and live healthy life. One of the significant concepts of safeguarding is child protection, also known as safeguarding children. It is an umbrella concept that concentrates on the well-being of the children, which includes health, education, safety, and growth (Ofsted, 2018). The Government of the U.K. has passed policies and legislation to ensure the welfare of vulnerable children and families. Safeguarding policy's primary purpose was to protect children and adults at risk from harm and abuses, promoting their welfare and well-being. 
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There are many fundamental laws in the United Kingdom design to ensure the well-being and protect children from harm and abuse. For example, child protection legislation has been established with the main aim of safeguarding children from abuse. The legislations prevent unsuitable people from working with children in any capacity, whether paid or unpaid. In addition, the legislations ensure that people responsible for the health and safety, education and well-being of children are trained to understand their responsibilities concerning the requirements of the law and have a duty to care to ensure the protection (Gilbert, Parton and Skivenes, 2011). Another legislation that the Government enacted was The Children Act 1989. 
[bookmark: _Toc79680546][bookmark: _Toc79680684]The Children Act 1989
This law is a crucial piece of legislation, and as it stands today, it has been developed over many years due to the increase in abuse and neglect cases. This Act replaces all previous child protection legislations. It provides a framework for the protection and safeguarding of children. The concept of the Children Act was that all children have the right to live a life free from abuse and harm. Those individuals responsible for children's care and welfare must protect them and do their job. This principle of this legislation gives an idea about what is best for the child; it is more important than what the parent or carer wants for the child. 
The crucial part of the Children Act 1989 was the orders of the courts. These orders were rulings on specific issues and only made by the court. An example is the court's care order to put a child under the care of a local council. Then local council shares the parental responsibilities of a child with their parents. The court gives the authority to the local council the most important decisions about the child to get involved with parents, such as their upbringings, where they live and how they will get their education (D Hendrick, 2003).
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The legislation builds on the children Act (1989) but did not change it. Instead, it focused local authorities to use a multi-agency approach to protect children, making the shared experience more extensive and cost-effective. This Act 2004 worked because different organisations consider different issues, ensuring that working and communicating together. In addition, by working co-ordinations sharing information, they do not miss any information or evidence that could allow abuse to go undetected, which was one cause in Victoria Climbié's case. 
Victoria Climbié died in the intensive care unit of St Mary's Hospital Paddington on February 25, 2000, aged eight years and three months. Her death was caused by multiple injuries surfacing from months of ill-treatment and abuse by her great-aunt, Marie-Therese Kouao and her aunt's partner, Carl John Manning. Victoria died in February 2000 at the age of eight from hypothermia affected by malnourishment and damp conditions. The death of Victoria Climbie exposed shameful feelings in protecting and saving a vulnerable child. On 12 occasions over ten months, chances to save Victoria's life were not taken. Social Services, the Police and the NHS failed in preventing Victoria's death. The common areas which led to the case were a failure to share information, lack of co-ordination between the frontline workers, absence of anyone with a strong sense of accountability, staff vacancies, poor management, and a lack of adequate training. These all were miss opportunities for saving Victoria Climbie life. A reform of children's services after the death of torture victim Victoria Climbié has created a recipe for confusion, a government spending watchdog will say today.
After Lord Laming reports, the changes were developed in The Child Act 2004. In section 17 of the Act, local authorities are responsible for safeguarding children at risk of harm within their areas. In addition, they are also responsible for providing extra support to children who are in need and ensure they grow up and develop to their full potential (Children Act 2004). Following this Act, Local Safeguarding Children's Boards (LSCB) was established to ensure that local authorities and relevant organisations collaborate to deliver effective service and promote children welfare (NSPCC, 2021). This Act also enabled the Government to establish an electronic record for each child in the United Kingdom so local authorities or other services can easily trace children.
Section 47 of the Act places the responsibility on Children Social Care to investigate and find out the cause of children found to be victims of abuse, harm or neglect (Children Act 2004). The Government also took the initiative to establish the Serious Case Reviews (SCRs) procedure under the Children Act (2004). 
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The primary purpose of SCRs was to review cases where a child has died with abuse or neglect, is known, or suspected. However, SCRs could additionally be brought out where a child has not died but comes to severe harm due to mistreatment or neglect by anyone, and the SCRs can be endorsed. A significant case review should: establish the full circumstances of the death/serious harm of the child by the local safeguarding children board (LSCB). They can command a review for any case that suspects anything can be learned to improve local practice. They Examine and assess the role of all relevant services explore any major practice concerns and why they might have occurred. Serious case reviews are crucial as they examine all agencies involved to ensure that they are actively engaged and working together as they should be. Although the main aim of SCR was when the professional workers were negligent in their involvement or actions, the review deeply analysed the case and focused on the mistakes were made by agencies or front staff (Brandon et al., 2012). It is the responsibility of all involved agencies and authorities such as the local Council, NHS, Police, schools or social work departments to ensure they are doing their duty correctly. 
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The Government introduced the children Act in November 2004 with the new scheme policy of 'Every child Matters' after Victoria Climbie as a response. It was the most initiative step by Government to introduce this policy in safeguarding. This policy shaped the legal outline to improve the direction for a programme of change in all services that support children, young people, and families. Every Child Matters was launched in 2003, it was a U.K. government plan for England and Wales, and it symbolised the Government's acknowledgement of the value of investing in prevention and early involvement in children in
need. Moreover, its extent covers children and young adults up to 19, or 24 for those with disabilities (Parton, 2006). The agencies in a partnership may include children's centres, early years, schools, children's social work services, primary and secondary health services, playworkers, and Child and Adolescent Mental Health Services.
The Act implies the phrase 'well-being', which identifies five outcomes that indicate a child's well-being areas considered necessary. The child should be mainly healthy, secure, appreciate and accomplish, give positive contributions, and have economic well-being. A helpful short form to remember the five parts as 'SHEEP', every child shall be 'Safe, Healthy, Enjoy/Achieve, Economic, Positive contribution'. Every Child Matters' central goal is to ensure every pupil is given a chance to work towards the goals referenced within it (Every Child Matters 2003).
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Daniel Pelka was a four-year boy from the West Midlands who died from a head injury in March 2012, and he was suffered from starvation, neglect, and physical abuse. Daniel's mother and stepfather were imprisoned for murder and sentenced to 30 years in prison.  The SCRs says that several opportunities were missed by school staff, social workers, and police officers to uncover the abuse he was suffering from his mother and stepfather. Daniel Pelka was failed by large numbers of professional people and agencies; not a single professional or single agency noticed or could predict what was happening to Daniel; they could not even attempt to prevent the situation for him. It gave a similar review about the death of Victoria Climbie and Baby P, they failed those children because the professionals and agencies could not share all the information's and the same thing happened with Daniel. If the different agencies shared further information, the outcome might have been different, and Daniel would be alive. If the essential information would be shared, such as when he was taken to hospital with a broken arm in the hospital, the nurse noticed several bruises on his whole body, but the hospital and other agencies neglected it.
Moreover, when he was in school, he was eating from bins and other children lunch boxes, he was losing weight, the mother missed appointments for Daniel check-ups referred by schools to the paediatrician, his attendance was not acceptable still, school unnoticed those signs. The mother's behaviour was misconducted as she acted nicely, and Daniel used to come to school in tidy condition. The parents of Daniel were involved with police and health social workers, but the school did not have any knowledge about it.  The police were called 26 times in their family home because of domestic violence and alcohol abuse but still did not observe or analysed it. The school or other agencies did not try to speak with Daniel with a translator as Daniel's first language was not English; that was why he could not even talk about the abuse he was going through (Wonnacott and Watts, 2014). 
[bookmark: _Toc79680551][bookmark: _Toc79680689]Ofsted Policy 
According to the Ofsted policy, the school should consider the content, effectiveness of safeguarding policies, application, procedures and ensure safeguarding practice quality. They should take further steps Involving evidence that staff is aware of the signs that children or learners may be at risk of harm from a family or anyone else. Ofsted can consider the information shared with other agencies and use it to inspect and regulate children's social care services. If they have any concerns about children who require protection, they should contact the relevant local authorities. The safeguarding policy for Ofsted's primary purpose was to safeguard and promoting the welfare of children and vulnerable adults, but they still failed In the Daniel Pelka case, when school safeguarding policies were ignored.
School Ofsted safeguard policy's main aim was to protect the children from ill-treatment and kind of harm, and they should take responsible steps to ensure children's safety. It was the Ofsted policy to not compromised the child health and development were never compromised.  Their responsibility was to treat children with dignity and respect and ensure concerns about child protection and safeguarding processes. According to NSBC, it was in policy to record and report through sources and outlined the concerns, but in Daniel incident, no recordings or interviews came up by any agencies him, no one noticed he was going through verbal and physical abuse (Coverdale et al., 2020).
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Lord Laming's final report, published in January 2003 after the Victoria Climbie case. He concluded that the child protection system collapsed due to a terrible lack of essential suitable practice by frontline staff and, most considerably, senior managers declining to take responsibility for the failings of their organisations. He also recommends a substantial change in social workers training and professional development needs, including a superior concentration on practical skills and specialist training at the end of students' first year of study. In addition, the Department of Health prioritises employing and educating more health visitors to provision very young children. Finally, after two years of investigating Victoria's case, Lord Laming has created 108 recommendations that force complete responsibility and educating through all services involving children and young people with families. In his report on the cruelty, starvation, neglection and murder of Victoria Climbie, he stated that any case of intentional harm to a child is a severe and potentially life-threatening condition that be worthy of the same value of analysis and treatment as heart disease or brain tumour (Schools and Fam Department for Children, 2009).
Another shocking child abuse case of Peter Connelly, known as 'Baby P', the toddler died on August 3, 2007, aged only 17 months, in Haringey, London. The post-mortem revealed severe injuries, including a broken back, broken ribs, mutilated fingertips, and the fact that he had swallowed a tooth after being punched. He was found dead in a blood-stained cot with more than 50 injuries, even though he was on the child protection at-risk register list, and he received 60 visits from social workers, police, and health professionals over eight months. However, they still failed to save his life because of the weaknesses they had. Baby P had been seen repeatedly by children services and NHS professionals, but efforts to protect him from cruel and repeated mistreatment were not carried out effectively or adequately. These were the reasons for losing Baby P life and neglecting the signs because the process was too slow. The Professionals were not armed with information that might have set alarm bells ringing. One reason was that the staffing levels were insufficient, and the proper training was not generally in place. The inquiry found that both social workers mistakes in the case of misconduct. First, they failed to keep enough records. Second, the local council had been unable to visit Peter often enough. Third, as Ward's manager, Christou failed to supervise her social worker. Fourth, social care and healthcare were not working together as they should (Jones, 2014). However, despite all the efforts of making changes and enforcing a new system to protect the children, there were still gaps that became evident in Baby P's case. 
After realising the faults, it can prevent the same mistakes from being made in the cases like the children Victoria, Baby P and Daniel, and they can save other children who are going through similar scenarios. These children's cases give a great lesson about the great deal of systemic failure and leadership and how it denied them and made the reason for their losing lives. However, on the other hand, it changed the child protection system plans and created an integrated children's computer system (ICS) to ensure the information was more frequently and vigorously collected and can be shared with the agencies on hand. A local authority children's services system keeps a complete digital record for data collection and social work process reform to improve children's outcomes (Shaw et al., 2009).
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