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ABSTRACT
The main aim of this study is to find answers as to why children are still being failed by the Government and Local authorities when it comes to safeguarding children from abuse/neglect. Children have the rights to a happy, healthy and safe childhood by those who care for them. However, for many decades children have lost their lives through abuse /neglect. While the Government have provided Legislations and each authority has policies to safeguard children within their local area, though High-profile-cases of child neglect are still happening each month around the UK. This study aimed to look at the Legislations and high-profile-cases of child abuse from researching serious case reviews of child deaths also multi-agency working together. The aim was to seek any findings that would provide answers as to why children are still being failed. While this main of this study was to find the effectiveness, efficacy and efficiency of Social Services. However, it become evident that there were wider issues than those of just Social Services alone, with researching both Government legislations and serious cases reviews this study found two main issues surrounding the failings of children from the year 2000-2020, Government Legislations have been found to be weak and provide no immediate protection for children who are seen in danger. While serious case reviews found a catalogue of failing between each authority to which can be extremely evident from the findings that one in particular, where many trained professionals who have duties to report any concerns regarding the welfare of a child have failed to spot crucial warning signs of abuse taking place.  With findings from this study can suggest that new and improved legislations in the immediate protection of children and the need for extra training in spotting crucial warning signs of abuse/neglect for all professionals who may meet with children.


[bookmark: _Toc134774349]ACRONYM 
IFD                  Integrated Front Door 
SS                    Social Services
MASH             Multi-Agency Safeguarding Hub
1. [bookmark: _Toc134774350]
INTRODUCTION 1000
[bookmark: _Hlk85023741]This assignment will consider looking at the different forms of child neglect and legislations regarding children’s rights and protecting children from harm, it will explore serious case reviews into child abuse deaths within England and Wales, including the importance of multi-agency working. The purpose of this is as far back as the death of Dennis O’Neil a 12-year-old boy who was starved and beaten by his foster father in 1945, the aim of this is to explore how far government have come in providing protection for vulnerable children, and whether the current legislations that are in place are effective enough. In section 2.2 of the literature review will also explore various types of abuse and neglect including new government legislations that have been put into place since 1989 which is important in this research in order to seek whether the current legislations that are in place are effective or whether it is the fault of those at the frontline working to protect children from abuse. while section 2.3 will explore a variety of child deaths that have occurred in the past 23 years in order to form an idea or pattern as to why the keep re-occurring. While Section 2.4 will focus on evaluating how effective multi-agency working has become since the creation of the Children Act (1989). 

The importance of this assignment is to identify why and what can be recommended to prevent further children having their rights violated. The Convention on the rights of the child (1989) developed children’s basic rights which include the rights to be protected from economic exploitation and dangerous work, free from all forms of sexual corruption and abuse, and should live a life free from physical and mental violence (UNICEF, 2006, p.1). The recent court case of Lola James from Pembrokeshire in Wales highlights the importance of early intervention. Lola who suffered over 100 injuries at the time of her death was murdered by her mother’s abusive boyfriend. In light of her death now calls for another child serious case review into whether more could have been done to save her, including new measures in place to prevent this happening in future (Moody, 2023). Though the statistics on serious case reviews from the period of 1ST April 2014 – 31ST March 2017 recorded that there had been 368 (SCR), these reviews to which are only undertaking by (LSCB) when it is known that a child has been seriously abused/neglected or died, to which there are serious concerns in the way in which relevant agencies worked together to safeguard the child (Department of Education, 2020). Each child in England and Wales has the right to life and live a happy healthy childhood, which is emphasised in (Parliament, 2003) of Every child Matters. However, far too many children have lost their lives at the hands of their careers. Which is where the Government, local authorities, social services and other public sectors have a duty to protect these children, through government legislations and policies that have been in place in over 30 years, yet children are still being missed or let down. The aim of this assignment is to look at reasons as to why high-profile cases of child neglect are still happening 50 years after the death of 8-year-old Maria Colwell who was killed by her stepfather in 1973 through evidence-based research using statistics and case reviews from several child deaths that have occurred in past years. To discover the issues of why history keeps repeating itself theme two of the literature review will explore a timeline of child deaths that have occurred since the death of Victoria Climbie 23 years ago, the themes which have emerged from the literature review are two main finding in which will be discussed further in results and discussion.
 Although circumstances in which children are either seriously abused or neglect or even murdered by their parents/carers can be complex, also the skills and awareness in which is mandatory from professionals to stop child abuse/neglect by working with relatives who may harm their children can be seen as extraordinary, there is also mixed emotions on how less effective serious case reviews have been in the past, where it is believed it focuses more on the organisational practices instead of using the best analytical tools and remedial process (Owen and Hughes, 2009, p.267 ). While lastly the literature review will look at the importance of multi-agency and how effective have, they become when it comes to safeguarding and protecting children from harm, findings from this will also be discussed in the results and discussion. 



2. [bookmark: _Toc134774351]
LITERATURE REVIEW 
2.1. [bookmark: _Toc134774352][bookmark: _Hlk85023570]Introduction 
The data on child abuse in the UK are truly disturbing, according to SCIE (2020) there is at least one child that dies each week within the UK as a result of an adult cruelty by the hands of their carer’s, while thousands more endure abuse and neglect at the hands of their guardian's. However, the known facts reveal only a fraction of the problem. Due to many cases of abuse and neglect that go unreported or missed, leaving many children within the UK to suffer the pain and misery of abuse in silence. Deaths due to child abuse and neglect cases go way back, the death in 1948 of Dennis O’Neil a 12-year-old boy, who was beaten and starved for months prior to his death weighing just 4 stone when he passed away, the offender was his foster father. The inquest into his death found that there was poor record-keeping, unsuitable appointments made, lack of communication between working in partnership, reduced supervision also failing to act on warning signs that were spotted month prior to his death (McCarthy, 2012). After the death of Dennis, it is understood that things where on the move for safeguarding children, where the care of children committee which was led by Dame Myra Curtis, where investigation and recommendations were made, this included Children’s departments, which established the 1948 Children Act, that united the childcare functions of other departments which was later followed by a ‘family service’ (Pierson, 2011). However, this was merely for the purpose that care was provided for children who were not able to live with their own parents or relatives in England and Wales (NSPCC, 2022). However, it become visible as years went by with the increase of awareness into the impact on children and families those of whom in particular were considered poor, as well as increased rates of crime (Hendrick, 2003), with that was considered too constricted, which the desperate need to work with families to prevent children from going into care (Pierson, 2011). However, it was 30 years later in 1970 that children’s social services were established (Community Care, 2020). Over half a century, child maltreatment prevention effect has developed and changed significantly, they have moved beyond public awareness approach to one that underlines the vital role in communities around the UK, with early intervention services, caregivers and education that all now play vital roles due to many creations of UK Government legislations that now places a duty in the safeguarding of children in order to keep each child safe from abuse and neglect. This literature review will first explore many forms of abuse and neglect, as neglect and abuse can mean different things to everyone. Following that this review will cover the Government Legislations that have been established since 1989 after the death of Maria Cowell. The importance of this is to find out whether these acts are important enough to provide children with the right protection from abuse/neglect. while theme two will focus on identifying a timeline of high-profile-cases of abuse/neglect since the death of Victoria Climbie in the year of 2000, the importance of this is to seek whether new findings can be found as to why children are still suffering and dying at the hands of their parents/careers, in order to find out what needs to change either within the care system or whether new laws should be created in order to prevent child deaths. While theme three will focus on Social Services and multi-agency in evaluating how effective they have become, the importance of this research is to seek whether social workers have the correct protocols in place also whether multi-agency has worked since it was established. Finally, there will be a brief conclusion of the findings within the literature review.

2.2. [bookmark: _Toc134774353]Key terminology and Legislation
According to Gov.UK (2022) the statistics from serious cases of child abuse, in which resulted in child deaths which was noted between the year of 2020-2021 were ‘191’ within the UK which suggest that still after 40 years of continuous update to policies and legislations in the prevention of children going unseen, highlights the significant problem in which social workers face in the 21st century. The questions that go unanswered are, why children are still being let down also could many children who have already lost their lives through neglect and abuse have been saved from those working directly in contact and who are trained in recognising different forms of abuse and the signs in which a child is being abused or neglected or could potentially come into extreme harm, each local authority has a duty to protect and safeguard children from such cruelty. There has over many inquest into children’s deaths by their parents/careers, where one child in particular, in which had been failed by local authorities, where it is highlighted in the inquiries into a child’s deaths within England, after major failing from the social services, school, Doctors and other public sector into the death of Victoria Climbie who lost her life at the hands of her great aunt and her new partner, that many authorities had opportunities to intervein and save her from months of neglect before her death. Community Care, (2002) States there were ‘12 missed opportunities’ in which many who came into contact failed to notice her suffering.  
Each year millions of children suffer from some form of abuse, however, there are many children who are often overlooked because of the confusion into what constitutes abuse, also with much of society who have different opinions on what they believe defines child abuse. More sadly, many hesitate to report suspected cases (NSPCC, 2022). It is understood that half a million children in the UK each year suffer abuse (NSPCC, 2022).
 Neglect and abuse can ideally mean a lot of different things to each person. Child abuse is the intention to inflict pain and suffering to a child. The person to blame for the neglect or abuse in most cases is normally a person who the child is familiar with. However, the perpetrator can also be a stranger. According to NSPCC (2022) neglect accounts for a high percentage of case of maltreatment, the NSPCC helpline had contacted relevant agencies to investigate concerns about child neglect between 2021/2022 were 8,389, while there were 6,441 referrals made regarding physical abuse. According to the NSPCC (No date) there are four main types of abuse, from physical to emotional, educational and medical. However, sexual abuse is just as common within children with data from previous years estimating that around 15% of girls and 5% of boys are sexually harmed by the time they reach 16 (Karsna, 2022). This will now explore the different forms that abuse can take.
Physical Abuse: 
Physical abuse in general terms is defined and involves either a parents or careers who are failing to provide the necessities such as food, shelter and clothing. Failure to provide theses necessities risks endangering a child’s physical health, physical development and the well-being of a child. According to Turney physical neglect also involves the rejection of a child, lack of supervision, which in younger children puts them at higher risk of server accidents, from cuts, bruises, burns and many more injuries that can occur due to lack of supervision, including low self-esteem (Turney, 2005. P,193). Physical abuse, however, is notably different. According to NSPCC (no date) this occurs when a child is hurt or harmed on purpose by their parents or careers, which can include anything from: hitting a child with their own hands or with other objects, kicking, shaking, broken bones to much more, physical abuse is much more noticeable than any other form of abuse. However, it is extremely important to note that not all bumps and bruises are signs of physical abuse with children each day who have bumps, falls and accidents, to which this can be enormously difficult for all public sectors working with children who they believe may be at risk, to which places practitioners in difficult situations predominantly with those of younger children who are unable to describe what occurred.
Emotional Abuse:
Emotional abuse can come in many forms from belittling a child, withholding affection, failing to acknowledge a child’s presences, permitting a child to use substances such as drugs and alcohol, preventing them from meeting new people and making friends, extreme, aggressive or unreasonable pressures that a parent or career places on a child that is beyond his or her ability. This can consist of a parent/career applying severe or unusual methods of punishment, which may include confining a child in a closet or a dark space, intimidating or frightening a child. Emotional neglect also involves a failure to provide the psychological development that is essential for a child’s mental growth and development. (NSPCC, No date).
Educational Abuse:
Educational abuse according to Bradley (2017) is when a parent/career fails to enrol a child into education or fails to prevent their child from truancy, which can lead parents to become guilty of educational abuse. However, a parent has every right to take their child out of school as there is no legal requirement, though this is only granted when parents are providing alternative education such as home schooling.  
Medical Neglect:
Medical Neglect in general terms is defined as when a parent or Guardian fails to provide sufficient medical care. Which can include many neglectful behaviours such as when a child requires medical assistance and is delayed or can be when a child becomes seriously ill or near death and that is when they are only seen. Medical neglect can also include parents ignoring the medical recommendations from professional, also the failure to provide dental health can also been seen as neglect, including failing to administrate medication or treats in which a child may require in order to get healthier. (NSPCC, No date).
Sexual Abuse:
It is understood that there is no definition of sexual abuse, however, the Government within each country defines what they consider is sexual abuse,  England and Wales both define sexual abuse as one in which a person ‘includes forcing or entering a child or youngster to take part In sexual activities’, this also may include physical contact which can involve attack by penetration also known as rape, or non-penetrative acts which may include children being forced to masturbate, kiss, rubbing or touching of the outside of clothing. This can also include forcing a child to watch pornographic material and encouraging a child to actively behave in sexually appropriate ways. (Stop It Now, no date).

There are no exact laws regarding child abuse within the UK. However, the UK
Government has measures in the safeguarding and the importance of protecting children from harm, through legislations and policies. Safeguarding is a term which replaced the term child protection, which includes the promoting of a child’s safety as well as the protection of a child when abuse occurs (NSPCC, no date).
The need for new and improved legislations have been highlighted through many high-profile cases of child abuse and neglect which appeared to such severe extent, the death of Maria Colwell in 1973 also the death of Victoria Climbie in 2000. Both circumstances in which stunned the country and revealed the weakness of procedures at the time that both cases had occurred. However, since the death of these two girls, also many more other deaths of children due to various forms of abuse which have occurred in the past 30 years, much of the media and society speculate and automatically put blame on social services soon as it is stated that a child was either under the care or social services or was on the child protection register without realising the strict procedure that are in place and standards to be met before a child can be taken away from a family home (Ayers, 2007). Although safeguarding a child from abuse and neglect has for more than 20 years been highlighted that the role of keeping children safe is the job from all professional sectors (HM Government, 2018). Each region within the UK has their own unique policies and procedures in the protection of children. However, it is important to note that they must all follow the clear guidelines from UK government legislations. This means for social workers that they must follow correct protocol. Should they suspect that a child is in immediate danger they have no legal right to just take a child away at that present time, they must go through the emergency protection powers. Under section 44 of the Children Act (1989) the court will make a verdict should there be reasonable concerns for a child’s safety and that the best way to keep them safe is to remove the child, while it is understood that under section 46 of the Children Act (1989) should the police attend a home and have rational cause to consider that a child is likely to be harmed, they have the obligation to immediately remove a child and find a suitable and safe accommodation, though it is understood that a child cannot be kept under police safety for more than 72 hours  (QPM and Boulton, 2015, p.43).
The current legislations and policies that outlines the safeguarding the welfare of children and young people within England and Wales include the Children Act (1989) under section 17 the key principle of this act is, it places a universal responsibility to all local authorities in the promoting and safeguarding the well-being of children within their community, which is highlighted in the UK gov guidelines working together to safeguard children 2018 and of the importance for multi-agency where all local authorities are to work in partnership to promote the safeguarding. However, the Childrens Act 1989 has been criticized as making the problem worse in the way children are protected against, where it is believed that before this Act,
“Legislations and practice placed a stronger emphasis on the protection of the child and the insistence that child abuse should stop. With early intervention being potentially firmer and more decisive” (Speight and Wynne, 2000).

It is believed that before this act that social workers would apply for a care order through the court without delay, where the care order would provide social worker full parental rights and responsibility in making active plans in the child’s best interest and would only return to court should there be an appeal or for an adoption order, while it is understood that social workers since this act have to return to court at each decisions made, while this happens in most cases it is understood that children would remain at their abusive family homes, it is also understood that since this act judges require more evidence when suggesting a child is in immediate danger and needs to be on the at risk register and involves a trail of rehabilitation (Speight and Wynne, 2000). While the Children Act (2004) which has been expanded from the (1989) Act, which under section 11 emphasizes that all individuals who work alongside children have an important duty to help safeguard children and protect their wellbeing. The main core of this act is the well-being of children, in addition, anyone who works with children or come into contract such as healthcare professionals, schools, doctors, should they suspect maltreatment of child this act places a duty that it is made aware to the relevant authorities. The un convention on the rights of a child (1989) states that all participants from social workers, schools shall all follow appropriate legislations and highlights the importance of treating each child equally in addition emphasises the importance of this to ensure that all needs of a child are met and have the right to be protected from all forms of abuse and neglect by those who look after them. Wales have taken extra measures in ensuring that children are protected under the Social Services and Well-being (Wales) Act 2014, under the code of practice not only places a duty on professional sectors to work together but they believe that protection children is everyone’s duty including the community of Wales to promote the well-being and report any concerns regarding safeguarding worries. (Welsh Government, 2022). 

2.3. [bookmark: _Toc134774354]Identifying child neglect cases.
From the many losses of children over the past 30 years and more, through the hands of their abusive parents/careers it has been highlighted that in many cases of high-profile cases of child neglect, this could have potentially been prevented had the social service’s including other public health sectors that come into contact, including when there is enormous amount of evidence that is noticeable that a child is in danger and already injured. Looking into the inquest into 8-year-old Victoria Climbie who died due to hypothermia due to the extreme suffering for 11 months by her great aunt and her boyfriend. The serious case review into her death by Lamming (2003) found that when Victoria died, she was found with 128 injuries to her body. Since the short 11 months that Victoria had lived in London, she met several agencies. Victoria was under the care of social workers from almost the moment she was brought to the UK. Although she was not only seen by one social service department, but she had also meet three others. Lord Laming’s (2003) report is utterly disturbing which shows a catalogue of failures within the system, a few in which were that the SS department was weak with referrals and failed to allocate Victoria to a case so that she could have been monitored. Furthermore, found lack of communication and poor judgement of all other LA. While the report finds that there had been limited concerns and referrals made regarding marks on her body from hospitals. However, at the time it was thought that Victoria had scabies. Which prevented the child protection teams from the metropolitan police failing to investigate Victoria’s injuries in fear of catching scabies and claimed there had been no indication of abuse despite one of the doctors reporting that Victoria had marks that were signs of being beaten by belt buckle, the specialist centre which is run by the NSPCC, including a pastor at the church in which she attended twice the week, one which was the day before Victoria died, in the inquiry admitted that he “suspected that Victoria was being neglected. However, admitted that he failed to contact child protection about his concerns”. Furthermore, she had also been admitted to several hospitals due to deliberate injury. Although it was thought by doctors that the injuries were self-inflicted by Victoria herself to which she was sent back to suffer once more until her body finally gave up on the 25th of February 2000. Almost two years later, on January the 7th 2002 just two and a half years old, Ainlee Walker who at the time of her death weighed just 9.6 kg (1.8 stones) with 64 scars that covered her tiny body from multiple cigarettes burns, scalds by boiling water and many bruises by the hands of her mother and father. Ainlee was under the supervision and care of social services department at Newham in east London, 18 months prior to her death according to Burrell (2002) the police had attended her property 53 times with 32 of those call being related to domestic violence many of those calls being from concerned neighbour’s. However, it was still 5 months before her death that she has been visited by social workers where they found the child in a highchair facing the wall due as punishment for throwing food on the floor. Though, According to Batty (2002) SS were due to arrange a home visit the week of her death, However, they failed to schedule a meeting, with the reason being they had “paralysed” with fear of her parents. As well as a catalogue of failure regarding communication between local authorities. It is suggested that even after the failing of a previous case within months regarding a baby named Courtney Bennett (Baby C) who was just a few months old at the time of her death was also under the same social services as Ainlee, according to a newspaper article from Keith (2002) inquiries into her death found that had actions in the way that social services had conducted their duties after the failure of Baby C could have led to saving Ainlee. However, by then it had clearly been too late. After major changes to legislations and the introduction of new polices which steamed from not just Victoria’s case but also previous cases where it is understood that between 1948-2002 evidence suggests that there had been around 70 public inquiries into major case of child abuse, while each case of abuse differs, similarities into the findings between authorities recur each time, with lack of communication between staff and other agencies unexperienced, failure to follow measures and insufficient resources to meet strains (Parliament, 2003). Every Child Matters was brought out in 2004. Its purpose was to provide measures to reform and improve children’s care including more ways to prevent serious cases of child neglect and abuse. However, in the open statement to this new policy states that nothing is absolute guarantee that no other child will be abused or neglected, though this policy wants to see all practices working together to prevent history repeating in regard to the major failings of Victoria Climbie (Gov.UK, 2003). However, after 108 recommendations for the future of safeguarding children from Lard Lamming in the review of Victoria (Laming, 2003). Seven years later another tragic death occurred. On the 3rd of August 2007, Peter Connelly also known as (Baby P) who at the time of his death was under the supervision of the same social services department “Haringey” in east London as Victoria Climbie once was. According to the serious case review into Baby P’s death from the LSCB (2009) he had been failed by all whom came into contact with him in his short life with lack of communication and hesitant to make assessment referrals in all authorities, though he had been put on the child protection register nine months prior to his death due to concerns regarding to abuse and neglect by his mum and her new partner, who had been known to the police after being accused of raping an eleven year old girl in the past, though the police where aware of the stepfather living at baby p’s address it is understood that they had failed to notify SS, who thought the only adult living at his address was his mother (Ramesh and Butler, 2010). Nine months prior to his death, it is understood that he had meet with multiple health care departments, police departments, both of whom had arrange to visit the school to speak to the two other children, though the school reported no concerns regarding their physical safety. However, by this point Baby P had been placed into temporary care with a family friend due to bruising which caused huge concerns about his welfare, though he was sent back to his home just five weeks later in January 2007, when Baby P was released back home its understood in the case review that social services made plans to make visits each month to the family home in order to make sure that he was not in any immediate danger. While many of the visits were seen as nothing but a loving happy home with a busy toddler there were also concerns of bruising, bumps and Baby P looking unsteady on his feet 3 months before his death, the social worker immediately sent him to hospital where 12 areas of bruising were found on his body (BBC, 2013). Yet he was still placed in the care of his mother and her boyfriend. It’s understood that just days before his death according to Jones (2008) a social worker had missed fresh bruising to his face and hands due to Baby P being smothered in chocolate to cover them up, he was also placed in a buggy as he was to limp for a high chair, a key witness living in the house at the time stated that the social worker “took a quick glimpse of the boy and said hello fella asked his mum to wash his face, though failed to stay to see his hidden bruises” even more so two days before his death he had seen a doctor who failed to notice that he was paralysed from a broken back caused by his mother’s boyfriend. Furthermore, when Baby P was examined the extent of his pain and suffering was revealed with over fifty injuries to his tiny body which included missing fingers/fingernails, several fractures to his ribs, multiple bruising to his face, a missing tooth which by force, Baby P had ingested it, furthermore he had sustained a broken spinal cord (Wilkinson, 2022). Additionally, Baby P who was born in 2006, However, research suggests that from the period of April 2007 to March 2009 there had been 268 serious case reviews conducted into children who had either died or suffered serious harm as a result from neglect or ill treatment which suggests that while Baby P was suffering and after his death further many children equivalent to two or three thirds a week had been identified as either being seriously harmed or had died (Jones, 2014, p.61). After these two major disappointments and failings from authorities including many new legislations in regard to protecting and preventing further serious case of child neglect which have been mentioned above, children under the supervision of local authorities have continued to be let down. In 2014 at just 21-month-old Ayeeshia Smith from Stroke-on-Trent in Staffordshire died a day after a multi-agency risk assessment meeting, the cause of her death was a fatal heart laceration due to her being stamped upon which was caused by her mother, Ayeeshia had visited many hospitals with suspicious bruising for most of her short life to which were taken serious at first, which lead her to be placed in foster care with many months of supervised visits with her mother. However, it wasn’t long until those supervised visits stopped and Ayeeshia was allowed to return home in October 2013, for the remainder of her 7 months prior to her death it is understood that Social Services had missed many opportunities to place her back into foster care even after her mother had said herself for the Social Service to take her daughter. Though she had remained with her mother and was pronounced dead on the 1st of May 2014 (Dearden, 2016). Just over two and a half years later Dylan Tiffin Brown from Northampton had just celebrated his second birthday had been murdered by his dad, at the time of his death according to the UK Parliament (2019) he had suffered from 39 injuries just to his face, neck, torso and limbs, which also included 15 fractured ribs and lacerations to his liver caused by his abusive father. Furthermore, a post-mortem revealed that Dylan had substances in his body which included cocaine, heroin and cannabis. Dylan was known to the Social Service, including other local authorities 2 month prior to his death, as his father had a string of offences from drugs and violence at his home where he had Dylan stay over, in his care it is understood that in October while Dylan was with him at home he had been arrested. However, Social Services deemed the boy to be unlikely to be harmed and failed to undertake a planned assessment two months before his death instead started the process days before he was pronounced dead (BBC News, 2019). Four months after the death of Dylan, one year old Evelyn-Rose was murdered by her mother’s new boyfriend who had a string of offences relating to drugs and violence. Evelyn-Rose who also was under the supervision of Northampton Social Services as Dylan, which she also suffered from many injuries sustained to her small body. According to BBC News (2019) Evelyn-Rose was found with multiple bruising and bleeding injuries to her brain and spine, including a further 31 external injuries also damage to both eyes. However, according to the UK Parliament (2019) the case review into her death found that social services and other health organizations that had been in contact with Evelyn-Rose’s family failed to identify the neglect of her was taking place, one in which was the school in which her older siblings attended, where they failed to raise concerns in which they had. Though, according to Tuner (2019) the police had passed on their intelligence on many occasions regarding to their concerns of drug dealings taking place at the family home. However, these concerns were never followed up within the multi-agency safeguarding hub. Sometime before the death of the children mentioned it is thought that a further 63 children have died due to violent parents many according to an investigator from the mirror it is understood that each child had been failed by local authorities where there were missed crucial warning signs, McKelvie (2019) found that each child had been killed by violent parents that were known to the police also over a 3rd of the children had been either in contact or under the supervision of social workers also other local authorities. The same article is now demanding change in the laws, regarding violent parents, they are demanding that supervised contact with their children should be their own contact until the parents have undergone assessments to prove that they are no risk to their child or likely to harm their child, also they are demanding that each authority that deals with safeguarding children take up training regarding domestic abuse (McKelvie, 2019). However, furthermore children have continued to die through the hands of aggressive parents in 2019 at just eight weeks old, Amina-Faye Johnson who suffered from 60 broken bones at the time of her death, though she was not under any supervision from social services through her short life. However, it was found that the father had tried to seek support from being in the army for many years and believed that he had developed post-traumatic stress disorder and aggression, though nothing was followed up at the time of Amina-Faye’s birth, which was only acknowledge at after Amina’s investigation into her death, it is also understood that 23 days before her death a call to NHS 111 was made regarding Amina coughing up blood, though the parents had failed to follow the guidance of the doctor and failed to take her to the hospital, though there had been no calls from the doctor or referrals made to check on Amina welfare (Churchman, 2022). During covid-19 in 2020 three more children were killed at the hands of their parent’s partners. Arthur Labinjo-Huges who was just 6 years old died suffering months of abuse, it is understood that in the National review into his death from the Gov.UK (2022) found that Arthur was subject of abuse months prior to his death by his father’s new girlfriend when he and his dad had moved in with her on the day of lockdown March the 23rd, in his short time the review finds that him and his dad had moved out less than a month later, only to return when they had sorted their difference, by mid-April it is thought that on many separate occasions Arthurs grandparents had raised concerns with the police regarding multiple bruising to his body, though the police had refused a welfare check on Arthur first until it was decided at a multi-agency meeting that Arthur must immediately been seen by social workers, however the review into his death found that the social worker had no serious concerns regarding his welfare as Arthur was seen to only have one scratch to his face and a faint bruising to his back. However, the case review also revealed that after they had attended days later photos of Arthurs new bruises had been sent to the police to which was forward six days later to the (MASH). However, by the end of April they had no further concerns about his bruising. The 17th of June he had died after suffering a serve head injury. While the same review Gov.UK (2022) found that Star who was just 16 months old at the time of her death, had moved in with her mother and her new partner in April 2020 while the new partner had come across as extremely loving to star, the case review found that she too had a string of offences including violence. The review into her death had found that in May Stars grandparents had made referrals to children’s services in Bradford, a home visit was conducted with social services finding nothing to suggest that Star was being abused to which the allegations into her welfare was concluded as malicious. Yet a month later the review states that photos were also sent by Star’s father to ‘MASH’. However, their investigation into her bruising was concluded as accidental and in July Star’s case was closed. Furthermore, videos had emerged of her bruising to which was sent to the police, where they had tried to make a home visit, though it is thought that they were in Scotland, while the video had also be referred to the (IFD) however, they had been told by the stepmother that those injuries where due to her falling down the stairs, while a GP had contacted both mother and partner for them to get Star checked over, though they did not follow his advice. The review also revealed that the last contact Star had with social workers was the last visit on the 4th of September to which her case was closed on the 14th as it was concluded again that referrals made from the grandparent were malicious. Though 7 days later Star died from blunt force trauma (Gov.UK, 2022). Both findings from both Arthur and Star found that the care system is often fragmented, siloed and struggling to meet the needs of children and families not just in their area but across the whole of England, in light of these findings from the review panel, recommendations have been made in order to try and prevent such failures, where it has been identified that more support is required by early help and intervention with families who suffer from drug dependences, domestic abuse also mental health, however, the aim is to help families stay together. While it has also been acknowledged after these two deaths that the need for more social workers, however, the funding will be in order to recruit up to 500 new child and family social worker apprentices (Gov.Uk, 2023). Christmas day 2020 10-month-old Finley Boden from Derbyshire died by his parents who were known to be drug users, to which shortly after his birth he was taken into care for the first eight weeks, while it is understood that the court ordered the parents’ custody of Finley despite social workers requesting that he stay in care for longer. This fatal decision made resulted in Finely suffering from over 57 fractures to his body including over 71 bruising in the short time that he had been placed back to his parents (Shaw, 2023).
While in Wales between July 2020 and July 2021 two deaths of children who were both murdered by their mother’s partners. Two-year-old Lola James from Haverfordwest died in July 2020 due to a catastrophic head injury, while the trail of Lola is still undergoing at Swansea crown court. However, an article from Wales online by Dewey (2023) have discovered that she had at the time of her death sustained over 101 surface injuries covering her body. While full detailed surrounding death have not fully emerged at this present time. According to BBC News (2023) it has been stated that sometime before her death Social Services had submitted a multi-agency referral to Pembrokeshire Council. However, while referrals take time it had again been too late to save Lola. While a year later five-year-old Logan Mwangi from Bridgend was murdered by not just his stepfather but his mother and half-brother who all played a part in inflicting 56 injuries to his body including tears to his liver and bowel (Dewey, 2022). Logan who had also been under the supervision of Social Services and was placed on child protection just 4 months prior to his death. However, had been taken off child protection plan just a months before he had been found in a river near by his home due to their being no evidence of Logan coming into significant harm (Weatherby, 2022). However, in the year leading to his death, it is known that he had visited hospital where doctors found a broken bone as well as 31 other injuries to his body. Though, a referral was only made due to Mum delaying medical care, due to Logans Mum stating his injuries were from a fall down the stairs (BBC News, 2022). However, it was later discovered that his half stepbrother had pushed him down the stairs (Dewey, 2022) Further study from Dewey shows that a family friend had her concerns regarding the welfare of Logan, where in the year leading to his death, she had stated that he had lost weight become withdrawn and was being punished at every opportunity, including burns from hot teaspoons caused by his mother. Furthermore, a few weeks before his death found that the stepbrother had made repeated threats to killing Logan to his foster sister, yet this was not made aware to local authorities prior to his death (Dewey, 2022). However, the day before Logan death, a social worker who was allocated for Mulligan ‘the step brother’, attended the family property, where it was noted that due to Logan testing positive and isolating in his room the social worker was refused entry, she was outside the family home for 20 minutes in that time she had stated that she had not seen or heard Logan in that time, less than 24 hours later the body of Logan was reported missing and found partly submerged in a nearby river 300 yards from his home (Samuel, 2022). The case review into Logans death found that due to Covid-19 professionals, lacked confidence in fear as barriers that prevented engagement with other services, also due to the restrictions, it is thought that this prevented agencies to implement child protection process, also information sharing on Logans injuries were not shared with other services that could have taken appropriate action to safeguard him (CTMSB, p.14-15, 2021).
2.4. [bookmark: _Toc134774355]Evaluating how effective has multi-agency become.
Social Workers can be seen as playing the vital part in the protection of children. However, they are not always the first point of contact towards vulnerable children. In order to protect children from abuse social services must be informed by other bodies, meaning those who are first point of contact which can be health visitors, police, doctors, nurseries, schools also family members and friends. Multi- agency has been important since the New Labour victory in 1997, which implanted the concept of collaboration and partnership working with children’s services as a central government belief (Barnes, 2008, p.230-240). However, the main reason for this drive was due to poverty and social exclusion that occurred in Britain at the time (Milbourne, et al, 2003, p.19-35). Child protection in the UK has been a multi-agency obligation since the shared inquiry into the death of Maria Colwell back in 1974, to which was fully finalised by the first Department of Health ‘working together’ in 1988 (Parton, 2014). Including the death around this time of other children which resulted in the introduction of the Children Act (1989). Effective multi-agency working within both England and Wales is recognised as the desired standard in the protection for children from neglect and abuse (Lord Laming, 2009). Where the Multi-agency was widened by the introduction of the Children Act (2004) in the founding of (LSCBs) with the aim to wider child protection strategy approaches in prevention of harm to children, which extends beyond maltreatment.  In England it is understood that their main legislations in which they follow in the protection of children relate to the Children Act (1989) with the purpose of placing a duty under section 47 that local authorities undertake enquires should they believe that a child is suffering or likely to suffer significant harm, to which must follow correct protocols and make a referral for an emergency child protection order from the court, as social services have no statutory right to take a child away from their home, should they witness or have any serious concerns for a child’s safety. While the Children Act (2004) under section 10 emphasis that local authorities have a duty to make provisions to encourage collaboration between all organisations and agencies to improve the well-being of children in their area Though it wasn’t until  the Children and Social Work Act (2017) which was amended by the Children Act (2014) that placed new duties on key agencies within local communities to which now have a duty to not just promote it, but they must now make arrangements in working together to safeguard and help the welfare of children within their areas.  In Wales they still follow the same guidelines as England. However, extra measures were put in place under the Social Service well-being (Wales) Act 2014. The creation of this Act is to promote effective multi-agency support, which highlights the importance of services providers to develop earlier identification and protective services, with an inter-agency approach to working within communities and organisations, where they identify certain areas of communities that may be at risk of harm. Such as, in Wales many areas that are seen as poor the Welsh Government have provided areas with a scheme called flying start this is for children who are living in areas that are seen as deprived, meaning that when a child is two, they can attend. The centre of this scheme is to early identify any needs or concerns regarding children’s health and well-being. The aim of flying start staff is to collaborate with the local Health Visitor should they have any concerns regarding a child development including concerns regarding child protection risks (Welsh Government, 2017). Whereby, in England the only scheme they have in place is that should parents meet the correct criteria they may be entitled to 15 hours a week free childcare when their child turns two (Gov.UK, no date). While there is no research to suggest that children under the age of two are able to access extra care within both England and Wales, whereby, their only point of contact with local authorities unless any concerns are raised by doctors, nurses or other health care professionals then a child under two will only see a health visitor apart from when asked to take them regarding their vaccines, which it is understood that checks from a health visitor are required every few months with the aim of checking babies weight gain and their care including the parents well-being (NHS, no date). According to IHV (2023) since the dramatic cut of health visitors in 2015 and the rise of the cost of living at present, health visitors are concerned and witnessing the impact of their own stress due to lack of funding for more staff also the high rate on poverty which is effecting children’s safety, due to more parents suffering mental health problems those can pose risks to the safety of young children, with 83% of health visitors reporting an increase in mental health including 75% reporting and increase of domestic violence, also major concerns with SS as it is understood that caseloads are capped to the maximum, with even more concerns regarding referrals made by health visitors concerns them due to many children living with significant risk and helplessness now fall below higher threshold. The failures between individual organisations and multi-agency within protecting children from abuse and harm have been a major public interest for more than five decades (Butler and Drakeford, 2011). Lessons from these case reviews only reveal the failed interventions, which have formed the Government’s understanding of policies and practices working together. Though, they do not reveal how effective multi-agency is across local authorities. However, there are many findings that are identified as challenging. A research report from (Brandon et al, 2008) has found that between the years 2003-2005 83% of families that were known to SS just over half of those children receiving support at the time of their incident, unfortunately resulted in serious case reviews, while it is also understood that a number of children had been removed from SS care days before their death, including 12 percent of children at the time of their death where on child protection register, the same research also found that with many parents refusing to cooperate with agencies, which left workers feeling to worried and frightened to visit family homes, lack of communication and information sharing, lack of awareness by the police regarding children’s safety when parents have either a mental health problem or domestic violence is taking place within the family home. The statistics from 2022 on children under the supervision of SS in England can suggest that part of the system that is currently in place is effective as there was just under 400,000 with 80,000 of those children being in care (Ofsted, 2022) including 50,920 of children on child protection plans in 2021 (Gov.UK, 2022). While the latest figures in Wales were in March 2021, there was 17,004 children receiving support, with an increase of 259 children since March 2020 (Welsh Government, 2022). 

2.5. [bookmark: _Toc134774356]Conclusion
[bookmark: _Hlk85023575]To conclude this literature review, it is evident that child deaths due to abuse/neglect have been a major issue for many centuries within UK, while there is much dilemma as what constitutes abuse/neglect there is much evidence to suggest that physical abuse is the highest form of abuse among children and still present, which evidence suggest that majority are from families who are dependent on drug and alcohol abuse, including those with a violent past, while the main focus seems to be on both biological parents, while within this research it has also found that the majority of serious cases of children who have died has been at the hands of their parents partners with a string of offences and violent pasts some in which have already abused children. while the evidence suggests that there is support and new recommendations in place for both biological parents raising a child, there is little evidence to suggest that children who are living with their parents’ new partners have similar support. While there is clear evidence that suggest the Government have taken much action since both deaths of Maria Cowell in 1973 and Victoria Climbie in 2000 with the need for new and improved legislations were required in order to promote those working at the frontline in indorsing the well-being and safeguarding of vulnerable children. However, since further children have continued to be let down over the past 23 years all current legislations can be seen as ineffective. Though, this can be argued when more evidence suggests that from identifying child neglect cases and the serious case reviews into those children who have been abused/neglected where most of the reports shows almost identical findings into the failure of these children, with majority derives to lack of communication between local authorities, lack of understanding of job roles including the worrying for their own safety when interacting with some families, However, from this research suggests and points to poor judgement in many cases of the children identified, to which is never narrated in these serious case reviews.
While the findings can suggest from the statistics that SS are indeed on high demand with the number of children that are referred to their departments each year. These can be signs that multi-agency is to an extent working, though with an estimation that 3 children die in England (Venables, 2021) this however can suggest what multi-agency is still not as effective as it should be, especially with evidence from this research findings, that suggest a high number of these child deaths that other authorities such as MASH, the police and hospitals in which had a duty to determine  whether a child has or is in danger from being seriously abused in which they make referrals to SS. Though the evidence within this research suggests that on most occasions either one of those professionals had made poor judgement which resulted in the death of the child. These findings will now be discussed further. 


3. [bookmark: _Toc134774357]
 DISCUSSION AND RESULTS 
3.1. [bookmark: _Toc134774358]Introduction
Following the literature review this study will now focus on the results and discussion of the finding of this study. Which will focus on two themes. The first theme will investigate the finding on how effective legislations have become and if they are effective enough in the protecting children from harm. while the second theme will focus on the findings on the effectiveness of multi-agency working together. Both themes are extremely important as over many years children have been subjected to abuse/neglect by their parents/careers, this seeks to find answers as to why lessons have not been learnt since Victoria Climbie 23 years on and what potentially can be done to prevent such cases of child neglect/abuse in future.

3.2. [bookmark: _Toc134774359]Theme 1: The Effectiveness of Legislation
One of the aims of this research was to seek whether Legislations are effective enough in providing enough support and protection to children from abuse/neglect since Victoria Climbie. Since Victoria there have been several changes regarding children’s rights to life and free from abuse and harm through government legislations, yet more children have continued to die at the hands of their parents/careers. While this study was unable to provide a clear answer into the effectiveness of the current legislations that have been in place since the death of Victoria Climbie. However, research has found after many serious case reviews into child deaths the need for new and improved legislations have placed an importance on the safeguarding and protection of children. However, within this study, found that all legislations regarding protecting children have primarily focused on the importance of collaboration between different agencies without the importance of the immediate protection of children who are seen as in danger. Whilst more evidence within this study has found that the Children Act (1989) has potentially caused more damage than good in the protection of children from abusive parents, with evidence suggesting this Act has given social workers less authority over decision making than ever before (Speight and Wynne, 2000). While the Children Act was created and criticised before the deaths of Victoria and previous child abuse cases since, findings from this research regarding legislations since the Children Act 1989 can be still seen as potentially being weak as the evidence within this research still suggests that social workers have little authority over decision making when it comes to the immediate protection of children from abusive parents. Evidence collected within this research exclusively into the death of 10 months old Finley Boden who had been placed back into the care of his parents through the court, even though social workers tried to prevent him returning home due to huge safeguarding concerns, including the findings revealing that in other child deaths like Arthur and star where concerns were raised to (MASH) on both occasions they had closed the cases due to little evidence, both these finding can show evidence that social service still have little authority in the protection and safeguarding of children. Furthermore, evidence has been found that social workers have no legal rights to remove a child immediately from a home, even when there is substantial amount of evidence to suggest a child is in serious danger. Within this research found that each case study of the children mentioned found that there were large amounts of evidence prior to their death that suggested that these children were in immediate danger of harm, yet the evidence in the study shows that 95 percent of the children mentioned had been still placed back in the care of their abusive parents. While this study cannot determine whether children in future will be protected against abusive parents. However, there is a large amount of evidence through the number of high-profile-cases of child abuse within this research to suggest that if something isn’t changed regarding the immediate protection of children living within abusive homes, then history will keep on repeating itself. It can be clear within this research that the need to change legislations in order to protect children from remaining at their abusive home while assessments take place or emergency protection court order is implied can be seen as a vital point of providing protection from abusive parents. Previous research as far back as 2000 has suggested that children who are seen as seriously abused or neglect, the best way in protecting such children is the early intervention and full protection of the child, with only supervised visits from their parents (Speight and Wynne, 2000). However, further finding 19 years later from McKelvie (2019) has demanded similar change within the laws regarding violent parents, where it is suggested that the only point of contact in which parents should be entitled to is supervised visits. Though this is recommended until the parent can prove they are at no risk of seriously hurting their child, while the same research has found that also they are demanding that local authorities take up courses to recognise abusive parents.

3.3. [bookmark: _Toc134774360]Theme 2: The Effectiveness of Multi-Agency Working 
During the course of the Literature Review, it become evident there were wider issues than just those with Social Services, alone. While this study aimed to seek the effectiveness of SS since the death of Victoria Climbie 23 years. However, due to the evidence found within this research it became extremely difficult to determine whether Social Services are effective enough due to there being a large amount of evidence within this research, which found a catalogue of failures between different authorities. The evidence collected found, out of thirteen children mentioned since Victoria death in February 2000 eleven of those children had been under the care of Social Services, while this evidence could suggest that Social Services are still not effective enough. However, further evidence within this study found that twelve out of thirteen children had been seen by multiple authorities prior to their death, with this study finding half of the children had been failed due to lack of communication between each authority while just under half of the children had been failed due to SS hesitant to make referrals. While lack of communication has evidently played an important factor in the result of such high cases of child neglect/abuse over the past 20 years. While collaboration and multi-agency has been highlighted for over 35 years of its importance within this research, also previous research also highlights the effectiveness of information sharing and the essential for the safeguarding of children is believed that when one agency becomes concerned of a child’s safety, they must share their information with other agencies (Thompson, 2016, p.17). However, it become evident from research collected that there is a large number of cases in which vital information regarding children’s welfare and safety was not shared with other agencies, with large amounts of evidence finding that poor judgement between each authority had played a vital role in the failure of these children. While new evidence within this research has found an increase of failures due to (MASH) where there is significant amount of evidence found that over recent years, children who had been reported to (MASH) with large amounts of evidence to their body with regards to bruising that (MASH) had disregarded concerns from families also from the police were evidently within this research found that they had serious concerns regarding the child’s welfare (Gov.UK, 2022).
Further evidence from this study found that police had attended eight of these children’s properties on multiple occasions. while five out of thirteen children had attended hospital, with numerous injuries prior to their death. while the evidence within this study only found that one child ‘Baby P’ where doctors and nurses from the hospital he had visited two days prior to his death had failed to notice that he had a broken back (Jones, 2008). However, this study found that other children who attended hospitals prior to their death had large amount of injuries to their bodies, to which further evidence found that hospitals had failed to share such injuries (BBC News, 2022) while there is little evidence within this study to suggest that doctors and nurses who came into contact with the children who attended hospital prior to their death that they were aware of the signs of abuse/neglect. However, from the large amount of evidence collected from each serious case review into the children’s death, suggest that there was enough evidence prior to each child’s death to which both health care professionals and other professionals involved in the safeguarding and protection of children from abuse/neglect should have been able to detect. While within this study found that social workers are in high demand and found that the need to recruit extra bodies is important in the protection of children with recommendations from Gov.UK (2023) where they aim to recruit up to 500 child and family social worker apprentices. However, evidence from this study can suggest that the importance of more training in both fields of identifying child abuse and acting on early intervention including long term support and supervision for children can be seen from this study as the vital point in protecting children.  


3.4. [bookmark: _Toc134774361]Conclusion
To conclude the results and discussions it is evident to see that there is a mixture of failures into child neglect deaths over the past twenty years. With evidence to suggest that legislations merely focus on collaboration, than the immediate protection of children, while further evidence shows that within these legislations, they provide SW with no rights to immediate protect children from neglect/abuse nor can they when a court decides on the welfare of the child. While secondly this study found a catalogue of failure within collaboration and multi-agency working. With these finding it become extremely difficult to provide an accurate result in the effectiveness, efficacy and efficiency of Social Services. However, from the results found it is evidence that each person who has a duty to protect children from abuse/neglect are still unaware of the signs 23 years after the failing of Victoria Climbie and that the need for extra training and earlier intervention has become evident that these both play an important role in the safeguarding of children. Both findings will now be considered for future recommendations, which will now be discussed further. 

[bookmark: _Toc134774362]CONCLUSION AND RECOMMENDATIONS 

Children have had the rights to life violated for many decades. Which is why this study is important in seeking whether Social Services are effective enough in protecting children from abuse/neglect.
 While research found that there has been a number of changes regarding government legalisations over the past twenty years due to previous failing from authorities. However, this study found that legislations are still no closer to protecting children from abuse and neglect and provide Social Service with little authority when it comes to immediate protection of children. While legislations have placed the foundation of the importance of collaboration working together, findings within this research found that authorities are no closer to working together with large amount of evidence finding that they are working against each other. Further study found large amount of evidence that identifies after Victoria Climbie death that local authorities are still unaware of the signs of abuse/neglect even when there are large amounts of evidence which was found within this study where (MASH) also hospital staff had seen a high number of children’s bruising prior to their death yet none of the injuries these children had before their death were taken seriously. Both themes will now be considered as recommendations for future policy.

Theme one Legislations 
Within this study found that Legislations are not as effective and provide Social Services with little authority when it comes to immediate safeguarding of children from abuse/neglect, which within this study found that a number of children could have been protected had Social Services had the authority to order immediate protection. This will now become future recommendation.
· New Legislation that allows other authorities not just the police to place a child who can be seen as in danger of abuse/neglect immediate protection without court proceedings.
Theme two lack of knowledge of the signs of abuse/neglect
Within this study found that many children had been missed due to poor judgement and knowledge into the signs of abuse. This will now become future recommendation.
· New and consistent training on identifying physical abuse. 
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	Given the amount ‘Landmark cases’ of child neglect in the UK, are government policies and legislation fit for purpose? 
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	· Aims: To provide a basis for critical review of predictable and negatives of legislations and policies into social services in the United Kingdom of children who have been failed by authorities. All children have the rights to a happy safe childhood, society has come together in recent years in order to protect children,
          Nelson Mandela for many years has highlighted what he believes that the                                   responsibility of safeguarding children is societies role: 
              ‘History will judge us by the difference we make in everyday lives
               Of children.’ 

               The true character of a society is revealed in how 
               It treats its children.’
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· Objectives:
·  To investigate what the UK government and local authorities are undertaking to detect early intervention to prevent child abuse
· To collect information and measure the severity of high-profile cases of child abuse into what went wrong 
· To produce an outcome on whether multi-agency is effective 
· To consider alternatives to a child being taken into care


	Dissertation Plan

	Literature Review
· Theme 1. Key terminology and understanding. 
· Define all phases to be used.
· Critical review of legislations, policies and codes of conduct on prevention on child neglect/abuse by social care and professionals. 
· Theme 2. Identify child neglect cases.
· Critically explore high-profile cases of child neglect/abuse within the United Kingdom, to ascertain whether events could have been prevented.  
· 
· Theme 3. Evaluate how effective has multi-agency become.
· Critically explore the effectiveness/disadvantages of multi-agency working within the United Kingdom.
· Theme 4. Identify whether there is enough support for families before children are put into the care system.
· Critically explore the effects of children in care and whether governments are giving the correct support to children and the families in the best interest of the child.
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In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  

SECTION A: About You (Principal Researcher)
	1
	Full Name:
	Kelly Ann Rees
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	Tick all boxes that apply:
	Member of staff:
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	Taught Postgraduate Student
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	Director of Studies/Supervisor:
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SECTION B: Approval for Research Activity
	1
	Has the research activity received approval in principle?
(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)
	YES
	☒
	NO
	☐

	
	
	Date

	2
	If Yes, please indicate source of approval (and date where known): Approval in principle must be obtained from the relevant source prior to seeking ethical approval
	Research Degrees Committee
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	Institute Research Committee
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	P Morgan
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SECTION C:  Internal and External Ethical Guidance Materials
	
	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.

	1
	UWTSD Research Ethics & Integrity Code of Practice
	☒

	2
	UWTSD Research Data Management Policy
	☒

	3
	BERA (Education)

	☒

	4
	BSA (Sociological) 

	☒



SECTION D: External Collaborative Research Activity
If there are external collaborators then you should gain consent from the contact persons to share their personal data with the university. If there are no external collaborators then leave this section blank and continue to section E.
	1
	Institution
	
None 

	2
	Contact person name
	
N/A

	3
	Contact person e-mail address

	N/A 

	4
	Is your research externally funded?
	YES
	☐
	NO
	☒

	5
	Are you in receipt of a KESS scholarship?
	YES
	☐
	NO
	☒

	6
	Are you specifically employed to undertake this research in either a paid or voluntary capacity?
	Voluntary
	YES
	☐
	NO
	☒

	7
	
	Employed
	YES
	☐
	NO
	☒

	8
	Is the research being undertaken within an existing UWTSD Athrofa Professional Learning Partnership (APLP)?
	If YES then the permission question below does not need to be answered.
	YES
	☐
	NO
	☒

	9
	Has permission to undertake the research has been provided by the partner organisation?
	(If YES attach copy)
If NO the application cannot continue
	YES
	☐
	NO
	☒




Where research activity is carried out in collaboration with an external organisation
	10
	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☒

	
	
If Yes, please attach a copy of any final approval (or interim approval) from the organisation (this may be a copy of an email if appropriate).




SECTION E: Details of Research Activity
	1
	Indicative title:
	A critical review of the effectiveness, efficiency and efficacy of social services.

	2
	Proposed start date:
	11/11/2022
	Proposed end date:
	

	
	Introduction to the Research (maximum 300 words per section)
Ensure that you write for a Non-Specialist Audience when outlining your response to the points below:
· Purpose of Research Activity
· Proposed Research Question
· Aims of Research Activity
· Objectives of Research Activity
Demonstrate, briefly, how Existing Research has informed the proposed activity and explain
· What the research activity will add to the body of knowledge 
· How it addresses an area of importance. 

	3
	Purpose of Research Activity
The purpose of this research is to critically explore serious cases of child neglect within the United Kingdom, to analyse where authorities went wrong. Since the tragic death of Victoria Climbie who was failed by social workers in 2002, the need for improving Government legislations and policies were seriously reviewed. After major safeguarding issues within the social services, subsequently the Care Act 2004 was presented, which introduced several key changes to child protection framework, this act places a duty on all local authorities to make arrangements that promote co-operation with local agencies, with a view on improving the well-being of children in local areas, (Children Act, 2004). Despite these changes however numerous failings have continued, while it is not possible to protect every child especially those who are not seen as in danger, or on child protection, however Baby P in 2007 who suffered months of abuse. Baby P met with social workers sixty times; he had been seen by his GP fourteen times also admitted to hospital on multiple occasion where over sixty professionals came into contact months leading to his death. The finding after Peters death found that also the police had failed to adequately prob allegations of abuse just two months before, according to Evening standard, (2012) had such finding been reported to social services two months prior Peter could potentially have been saved. Despite further changes to safeguarding policies, the creation of the Social Services and Well-being (Wales) Act 2014, further children have lost their life’s, Logan Mwangi had been taken of child protection register just a month before his body was discovered in a nearby river, however despite this claim the day before Logan was found a social worker had spent twenty minutes outside the home, logan was not heard or seen. The result of this research activity will determine whether policies, legislations are fit for purpose, is there room for improvement? Are social workers and local authorities following policies correctly. The results from this research could provide recommendations towards a better collaborative working of child protection services and local authorities.  

Reference 
The children Act (1989)
The children and social work Act (2017)
The united Nation Conventions on the rights of the child (1992)
Children and families Act (2014)
Social services and wellbeing Wales Act (2014)
Bradbury, Liz & Jones, Pip, Social Theory, 2nd ed. Cambridge: polity press, 2018.
Thompson, Neil, The Professional Social Worker meeting the challenges, 2nd ed. London, 2016.
W, Tom (2012) Advocacy and social work practice.
Wate, R & B, Nigel (2015) Multi-agency safeguarding in a public protection world.
UK government legislations: Care Act (2014)
Safeguarding vulnerable Groups Act (2006)




	4
	Research Question
1. How effective have government legislations and polices become within regards to safeguarding issues in child protection services and local authorities? 
2. How effective has multi-agency become within communities? 



	5
	Aims of Research Activity
This research aims to seek whether the United Kingdom government legislations, policies are effective in preventing any more serious case of child neglect
How child protection services, local authorities, government and society are working together to seek a better understanding in the prevention of child neglect



	6
	Objectives of Research Activity
1. To investigate and explore United Kingdom government legislation, social service polices into strategies used to detect child abuse/neglect after the failings of Victoria Climbie 
2. To gather information into the failing of high-profile cases of child neglect within the United Kingdom
3. To critically explore the effectiveness of multi-agency working, and to analyse where the negatives and positives.
4. To explore alternatives for children at high risk of child neglect.


(this box should expand as you type)

	
	Proposed methods (maximum 600 words)
Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. You do not need to justify the methods here, but should instead describe how you intend to collect the data necessary for you to complete your project.

	7
	The importance of a literature review with regards to this project as it will allow research to investigate previous research in order to gain an understanding of existing research into government legislations and polices in the prevention of child neglect. 
Emile Durkheim is a well-known positivist, who was greatly influenced by French philosopher Auguste Comte, who believed in and founded the science of sociology. However, Durkheim’s refined to studying society, where he argued that through scientific methods, sociologists should be able to, with high accuracy predict the impacts of change within society.(Jones and Bradbury, 2018, p.84)

	
	Location of research activity
Identify all locations where research activity will take place.

	8
	
This is desk-based research


	
	Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. If you live in the country where you will do the research then please state this.

	9
	N/A




	10
	Use of documentation not in the public domain: Are any documents NOT publicly available? 

	NO
	☒

	
	
	YES
	☐

	11
	If Yes, please provide details here of how you will gain access to specific documentation that is not in the public domain and that this is in accordance with the current data protection law of the country in question and that of England and Wales.

N/A






	
	Does your research relate to one or more of the seven aims of the Well-being of Future Generations (Wales) Act 2015?
	
YES
	
NO

	12
	A prosperous Wales
	☐
	☐

	13
	A resilient Wales
	☒
	☐

	14
	A healthier Wales
	☒
	☐

	15
	A more equal Wales
	☒
	☐

	16
	A Wales of cohesive communities
	☐
	☐

	17
	A Wales of vibrant culture and thriving Welsh language
	☐
	☐

	18
	A globally responsible Wales
	☐
	☐

	19
	If YES to any of the above, please give details:

	
	


(this box should expand as you type)



SECTION F: Scope of Research Activity
	
	Will the research activity include:
	YES
	NO

	1
	Use of a questionnaire or similar research instrument?
	☐
	☒

	2
	Use of interviews?
	☐
	☒

	3
	Use of focus groups?
	☐
	☒

	4
	Use of participant diaries? 
	☐
	☒

	5
	Use of video or audio recording?
	☐
	☒

	6
	Use of computer-generated log files?
	☐
	☒

	7
	Participant observation with their knowledge?
	☐
	☒

	8
	Participant observation without their knowledge?
	☐
	☒

	9
	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	10
	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	11
	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	12
	Investigation of participants involved in illegal activities?
	☐
	☒

	13
	Use of procedures that involve deception?
	☐
	☒

	14
	Administration of any substance, agent or placebo?
	☐
	☒

	15
	Working with live vertebrate animals?
	☐
	☒

	16
	Procedures that may have a negative impact on the environment?
	☐
	☒

	17
	Other primary data collection methods. Please indicate the type of data collection method(s) below.
	☐
	☒

	
	Details of any other primary data collection method:



(this box should expand as you type)
	
	


If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants
If there are no participants then do not complete this section, but go directly to section H.

	
	Who are the intended participants:
	
YES
	
NO

	1
	Students or staff at the University?
	☐
	☒

	2
	Adults (over the age of 18 and competent to give consent)?
	☐
	☒

	3
	Vulnerable adults?
	☐
	☒

	4
	Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)
	☐
	☒

	5
	Prisoners?
	☐
	☒

	6
	Young offenders?
	☐
	☒

	7
	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	8
	People engaged in illegal activities?
	☐
	☒

	9
	Others. Please indicate the participants below, and specifically any group who may be unable to give consent.

	☐
	☒

	
	Details of any other participant groups:



(this box should expand as you type)
	
	



	
	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	10
	How many participants are expected?

	
N/A



	11
	Who will the participants be?

	
N/A



	12
	How will you identify the participants?
	
N/A






	
	Information for participants:
	
YES
	NO
	
N/A

	13
	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☐
	☐
	☒

	14
	Will you tell participants that their participation is voluntary?
	☐
	☐
	☒

	15
	Will you obtain written consent for participation?
	☐
	☐
	☒

	16
	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☐
	☐
	☒

	17
	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☒

	18
	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☐
	☐
	☒

	19
	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☐
	☐
	☒

	20
	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☐
	☐
	☒

	21
	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☐
	☐
	☒

	22
	If NO to any of above questions, please give an explanation 

	
	


(this box should expand as you type)



	
	Information for participants:
	
YES
	NO
	
N/A

	24
	Will participants be paid?
	☐
	☐
	☒

	25
	Is specialist electrical or other equipment to be used with participants?
	☐
	☐
	☒

	26
	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☐
	☒

	27
	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☐
	☒

	28
	If YES to any question, please provide full details 

	
	


(this box should expand as you type)



SECTION H: Anticipated Risks

	
	
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	1
	Full risk assessment completed and appended? 
	Yes 
	☐

	
	
	No
	☒

	2
	Risks to participants
For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	
	Risk to participants:

N/A

	How you will mitigate the risk to participants:

N/A



	3
	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
	
N/A


(this box should expand as you type)

	4
	Risks to the investigator
For example: personal health & safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
	Risk to the investigator:
Potential upsetting content, found during research 



	How you will mitigate the risk to the investigator:

Self-referral to student services 



	5
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to the University: Student publishes inappropriate content 



(this box should expand as you type)
	How you will mitigate the risk to the University:

All supervisory meetings 

(this box should expand as you type)

	6
	Environmental risks
For example: accidental spillage of pollutants, damage to local ecosystems

	
	Risk to the environment: N/A 




	How you will mitigate the risk to environment: N/A







	
	Disclosure and Barring Service

	
	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES

	NO

	N/A


	7
	Does your research require you to hold a current DBS Certificate?
	☒
	☐
	☐

	8
	If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.
	Pending 



SECTION I: Feedback, Consent and Confidentiality

	1
	Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when? 

	
	
N/A



	2
	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.

	
	
N/A



	3
	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
	
N/A





SECTION J: Data Protection and Storage

	
	Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?
	YES
	NO

	1
	“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants is considered to be personal data.
	☐
	√

	
	If YES, provide a description of the data and explain why this data needs to be collected:

	2
	
N/A



	
	Does it involve special category data (as defined by the GDPR)?
	YES
	NO

	3
	“Special category data” means sensitive personal data consisting of information as to the data subjects’ –
(a) racial or ethnic origin,
(b) political opinions,
(c ) religious beliefs or other beliefs of a similar nature,
(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) physical or mental health or condition,
(f) sexual life,
(g) genetics,
(h) biometric data (as used for ID purposes),
	☐
	√

	
	If YES, provide a description of the special category data and explain why this data needs to be collected:

	4
	
N/A





	
	
Will data from the research activity (collected data, drafts of the thesis, or materials for publication) be stored in any of the following ways?
	YES
	NO

	5
	Manual files (i.e. in paper form)?
	☐
	☒

	6
	University computers?
	☐
	☒

	7
	Private company computers?
	☐
	☒

	8
	Home or other personal computers?
	☐
	☒

	9
	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☐
	☒

	10
	“Cloud” storage or websites?
	☐
	☒

	11
	Other – specify:

	☐
	☒

	12
	For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of backup procedures, password protection, encryption, anonymisation and pseudonymisation:

	
	
N/A




	
	Data Protection

	
	Will the research activity involve any of the following activities:
	YES
	NO

	13
	Electronic transfer of data in any form?
	☒
	☒

	14
	Sharing of data with others at the University outside of the immediate research team?
	☐
	☒

	15
	Sharing of data with other organisations?
	☐
	☒

	16
	Export of data outside the UK or importing of data from outside the UK?
	☐
	☒

	17
	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	18
	Publication of data that might allow identification of individuals?
	☐
	☒

	19
	Use of data management system?
	☐
	☒

	20
	Data archiving?
	☐
	☒

	21
	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and Data Protection Act (2018) (and any international equivalents, where appropriate):

	
	
N/A


	22
	List all who will have access to the data generated by the research activity:

	
	
N/A



	23
	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
	
N/A



	24
	Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
	
N/A




	25
	Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 

	
	
N/A


	26
	Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)
	YES
	☒

	27
	Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding
	YES
	☒





SECTION K: Declaration
	
	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 

	1
	Signature of applicant:
	K A Rees
	Date:
23/11/2022




For STUDENT Submissions:
	2
	Director of Studies/Supervisor:
	P Morgan
	Date:
23/11/2022

	3
	Signature:
	
P Morgan
	



For STAFF Submissions:
	4
	Academic Director/ Assistant Dean:
	
	Date:

	5
	Signature:
	

	



Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.

	☒
	I confirm that the research activity has received approval in principle

	☐
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	I have attached a full risk assessment (where appropriate)  ONLY TICK IF YOU HAVE ATTACHED A FULL RISK ASSESSMENT

	☒
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☒
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Academic Director.



	RESEARCH STUDENTS AND STAFF ONLY
All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.
You will be informed of the outcome of your claim by email; therefore it is important that you check your University and personal email accounts regularly.

	STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form (and receive the outcome) via systems explained to you by the supervisor/module leader.



This form is available electronically from the Academic Office web pages: https://www.uwtsd.ac.uk/academic-office/appendices-and-forms/




[bookmark: _Hlk85014063]
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