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Discuss the importance of children safeguarding policies and procedures in UK and comment on two high profile safeguarding cases in the last 20 years.

[bookmark: _Int_Ig36aamo]In this essay, the significance of child protection laws (safeguarding) in the UK are discussed. Adults must take extra care to keep the children protected in their surroundings and safeguard them against harm. Children's safety is of the utmost importance, according to Arthurs et al. (2021). The professional bodies, including doctors, teachers, social workers, and health visitors, try to collaborate to safeguard a child, but it is not always possible to get the greatest outcomes. The system has often fallen short in its duty to safeguard young children, where there is a suspicion of abuse, but no actions are taken before a child is dead. There are six safeguarding  principles:
In the Social Care Institute for Excellence (2020),
 Empowerment- Supporting and promoting individual decision-making and informed consent among the population.
Prevention- Acting now, before harm is done, is preferable.
[bookmark: _Int_OHe82EI6]Proportionality- The least invasive action necessary considering the danger being presented.
[bookmark: _Int_vwNaymIq]Protection- Those who need support and advocacy are given.
Partnership- Local remedies offered by services that collaborate with their communities. The prevention, detection, and reporting of neglect and abuse are all tasks that communities can help with.
Accountability- openness and accountability in safety precautions.
[bookmark: _Int_aL1tGw5P][bookmark: _Int_YOzLZJ8F][bookmark: _Int_4UsYN640][bookmark: _Int_QLe2N5AG][bookmark: _Int_T8Q1Oanu][bookmark: _Int_FU3UpBys]Massey's (2021) child protection and safeguarding rules are mostly used in schools. The institute must comply to these rules. Over the previous couple of decades, there have been several high-profile safeguarding cases in which the system fails to recognise the danger and protect children, which resulted in their deaths. 
Childrens Act of 1989 is the gov (2009). In it, 1. The child's well-being.
2. The duty of parents to raise their children.
3. Parental responsibility definition.
4. The father takes on parental responsibilities.
4ZA.The second female parent assuming parental responsibilities.
4A. Stepparent gains parental responsibilities.
The Children Act of 1989 is current with all amendments that are anticipated to take effect on or before July 29, 2022. A future date may see the implementation of certain improvements.
Owen and Hughes,(2009) mentions that, Protecting children against abuse is the definition of safeguarding and promoting the welfare of children for the purposes of this guideline.Keeping children's development or health from being harmed.Ensuring that children are raised in environments that support the provision of effective and secure care. Lord Laming released a progress report on the protection of children in England in 2021 at democracy.medway.gov.uk.
Peter Connelly known as baby P died 2007
[bookmark: _Int_C3hZX9Fz][bookmark: _Int_8HslgznH]Timeline of Baby P case, (2013) this was a high-profile case. Baby P was later named as Peter Connelly, who died in 2007. He was discovered dead hours after leaving the hospital with multiple injuries that the hospital failed to notice, including a broken spine. The toddler was 17 months old and had been seen by healthcare workers approximately 60 times. Baby P had been seen by social workers and was on the child protection register. The system did not protect him from his mother and stepfather. Baby P were severely abused by his mother, stepfather, and his stepfather's brother which led to his death. This was a high-profile case that had been in and out of the courts. To get a wider picture of this case the link below in reference, would access the details of the timeline of baby P. The failure of child protection to protect baby P was brought to light by a whistle-blower who was a former social worker. They had launched relevant inquiries into his death following his passing. LSCB (2006) released a serious case review that included all the information on baby P, the parties involved, and the lessons to be learnt from his death. It educates us about the brutality of this cruel world and the power of poor leadership and broken system to destroy a life. His mother was arrested several times but was released again without taking further action.
[bookmark: _Int_bkxgtNT9]Department of education (2010), a SCR (serious case review) report was published which elaborated transparency of the child protection system. The children's minister mentioned that lessons need to be learnt, and to restore public confidence. Everyone needs to recognise their role and authority. Since the publication of this it has tried to fulfil the recommendations.
Munro, (2011) The Munro review for child protection report was published it was aimed out to reform the professionals and make best judgements to help young children and their families.
The circumstances that contributed to infant Peter's death are now clear to all of us. The situation could have been prevented if the system had detected concealed abuse; in addition, nobody noticed that his mother was allowing all of this to happen to her child while taking no step to prevent it. When in trouble, a child always goes to their mother first, even though their mother is absent. Even though all these reports were published there is more need to be done in our society to prevent these things not to be repeated. Even after all these years there are still system failure, or a child is killed by someone they know. We are not doing enough to keep children safe; they are not safe in their environment. Every child is vulnerable at an early age, including a child with mental health issues, is vulnerable at all ages. In this multi- cultural society, there are cultural barriers which prevent some parents from seeking help and are suffering in silence.
[bookmark: _Int_ebLl5nAW]The care orders were not ineffective in the case of baby peters, although he was taken away but later returned to the mother.
Arthur Labinjo-Hughes died June 2020.
[bookmark: _Int_qXhZ8pCq][bookmark: _Int_uFHD7AMR][bookmark: _Int_FtYOLuVw]When Arthur Labinjo-Hughes tragically died, he was six years old. In the year 2020, Arthur's father and his father's girlfriend abused him eventually ended up causing his death. After his death, a post-mortem found that Arthur had more than 100 marks and bruises over his entire body, including the head and limbs. Tests also showed that he had increased salt levels. Evidence showed he was dehydrated, being forced to consume salty food, and was kept isolated. Evidence of recordings showing he was seen being abused on c.c.t.v was presented in court; his final words were, "Nobody loves me." Ferguson et al. (2022) mentioned that Arthur died from a head injury, and his father and his father's girlfriend were both charged with his death. Both parents were detained on the evening of June 16 initially on suspicion of assault and afterwards on suspicion of murder because to the severity of Arthur's wounds and the accounts provided by Tustin and Thomas Hughes. On Tustin and Hughes' mobile phones, police officers recovered hundreds of films, audio files, and images. They also analysed thousands of messages they exchanged. They found a lot of proof that both had abused Arthur. Emma Tustin was jailed for murder and Arthur's father Thomas Hughes for manslaughter and are currently in imprisonment. His death made a significant impact in the community and his family. The Lord Laming report suggested that the training into social work needs to be examined. The government has separately asked four inspectorates from the sectors of social services, health, police, and probation to conduct an urgent inspection of the Solihull protective organisations with which Arthur was connected. Social professionals were called after Arthur's grandmother disputed it, but they also determined there was no reason to be concerned. The injuries on Arthur's back that his grandmother had taken pictures of and given to police had already disappeared when social workers from the Solihull Multi-Agency Safeguarding Hub arrived, and they were subsequently attributed to a "play fight." The Child Safeguarding Practice Review Panel performed a national assessment, and it found that the allegations ought to have generated a discussion about a strategy and guidance from medical professionals. As a result of "a systems malfunction," the file was instead closed to children's social services, and the mid-April home visit was the last time that social workers saw Arthur alive. 
Social workers in Arthur's case found there was no safeguarding placed for his wellbeing. If they suspect abuse, they should have increased visits to ensure that protective measures should have been taken. 
Green, (2022) has mentioned, as part of the recommendations, multiagency specialist child protection units should be created, child protection knowledge should be increased, crisis help for families should be provided, and services should be combined under "Family Help" to minimise service handoffs. The studies together advocate for a national child protection body that would be answerable to a new ministry. All cases of child fatalities are thoroughly investigated. Significant evaluations are conducted and published. The progression of events is a useful tool for understanding the circumstances that lead to the tragedy.
Arthur Labinjo-Hughes: Concerns about bruises not taken seriously enough, (2022) in this news article it said that West Midlands Police were subjected to an investigation by the Independent Office for Police Conduct, which is currently examining its findings. The panel's report, according to the force, "makes several significant local and national suggestions that will allow police and partners to work more effectively together."
[bookmark: _Int_hJDBODHq]To implement these suggestions, it was said that the government would continue to collaborate with its partners, "building on the progress we have already made to strengthen safeguarding for children in the West Midlands."
[bookmark: _Int_vAjuSEix]HM Government, (2018), in working together to safeguard children (2018) stated that the wellbeing of every child must be protected and promoted, and this child-centred strategy is essential. When making decisions concerning a child's growth and development, a child-centred approach includes keeping the child in mind and collaborating with them and their families.
[bookmark: _Int_1kyVUBFD][bookmark: _Int_HjXNU6rl][bookmark: _Int_dd1KQPNf]Young (2021), stated that the brutality Arthur experienced in his final months is extremely difficult to comprehend. Tragically, his name has now been added to a list of children who over the years have encountered the most heinous neglect and abuse. Such circumstances therefore reoccur often, and we never learn from them.
Their is still no legal requirement for individuals who work with children in England to report known or suspected child abuse or neglect, despite there being suggestions to that effect. Since the Department of Education has documented more serious injuries and child fatalities over the past year, with a higher percentage in the first half of closure, lockdown has had a substantial negative impact on children and families. the article mentions an Arthurs News article by the bbc,(2022).
Numerous lessons could be learned from these incidents where children's safety is put at risk by those who should be supposed to safeguard them. The legal system and society are not working together to improve matters. Even if new legislation was introduced, they still need to be improved upon for the betterment of children and their families. Every time a case makes headlines, it is extremely disturbing and has disastrous effects. Each case is also more terrifying than the previous ones. Understanding how a person can do these things while the system fails the concerned child is so heartbreaking.
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