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INTRODUCTION TO THE CASE: THEO
Theo was a little boy, who was killed in 2021. His case was examined as a Rapid Review and a Child Safeguarding Practise Review (CSPR). The review stated major failures in multi-agency working, professional to professional communication, and risk factor identification such as domestic abuse, parental substance misuse, and parental neglect. The case also cast important questions concerning information sharing and response to Adverse Childhood Experiences (ACEs) by agencies.
ROUND-THE-TABLE DISCUSSION NOTES
Professional Roles (Group of 4):
· Student 1: Children Social Worker.
· Student 2: Nurse / Paediatric Nurse.
· Student number 3: Police officer (Safeguarding Unit).
· Student 4: Mental Health Specialist/ CAMHS Representative
DISCUSSION FRAMEWORK
1. Children, Young People and Families' Perception of Well-Being
Social Worker:
Discussing the case of Theo, we need to first admire what well-being was to this child and his family. Both the Children Act 1989 and the Children Act 2004 put the welfare of the child as our major consideration. In section 17 of Children Act 1989 a child in need is defined as a child who would not be able to attain or sustain a reasonable standard of health or development without the services. Theo was at this definition since, at the beginning of his life, he was under the influence of domestic violence and could also be neglected.
The UK has signed the UN Convention on the Rights of the Child (UNCRC, 1989), and this document states that all children deserve the right not to be harmed (Article 19) and the highest possible standard of health (Article 24). Regarding the family, it might have seemed that well-being was satisfactory at first sight during the visits of professionals but here the term disguised compliance is cited, often mentioned in a series of Serious Case Reviews such that in a family, the facade of well-being is provided without addressing any underlying threats (Brandon et al., 2020).
Health Visitor:
According to health perspective, the well-being of young children such as Theo is in terms of developmental milestones, physical health, emotional security and quality of attachment relationships. The framework of EYFS (Early Years Foundation Stage) (DfE, 2021) includes the areas of holistic development practitioners are expected to observe. In the case of Theo, any issues found during health reviews ought to have prompted official information exchange in Working Together to Safeguard Children (HM Government, 2023).
It is also due to research on ACEs that exposure to domestic violence and parental substance misuse has a tremendous impact on the neurological and emotional development of a child (Felitti et al., 1998; Public Health Wales, 2015). This led to the physical, developmental and psychological impairment of Theo although it may not manifest itself immediately.
Mental Health Specialist:
Wellbeing in this case should equally be addressed with an ecological perspective based on the Bronfenbrenner (1979) model. Theo lived in a microsystem of family relations that significantly affected him through trauma, addiction, and instability. In case families are faced with several misfortunes at the same time, they are much less able to recognise or describe their own needs, not to mention those of their child. The mental health and the wellbeing of the parents directly influenced that of Theo. This is an important fact: the well-being of family cannot be considered independently of child well-being; these concepts are closely related to each other.
2. The Significance of Teamwork and Work Collaboration
Police Officer:
In the case of Theo, the agencies that were engaged were various and they included police, health visiting, children social care, and Rapid Review revealed that communication between agencies was disjointed. This is not a case specific event; it is one that is being repeated throughout most of the child safeguarding tragedies. Both Victoria Climbie in 2000 and Baby Peter Connelly in 2007 depicted how little communication between agencies leads to disastrous results (Laming, 2003; Munro, 2011).
As a policing issue, it is expected that every domestic abuse call attended at a household with children present should be disseminated to the children’s services as a matter of standard practise. The Multi-Agency Safeguarding Hub (MASH) model was created to exactly do this. Nevertheless, the success of MASH will be achieved when all agencies devote themselves to timely and correct information sharing.
Social Worker:
The current statutory policy Working Together to Safeguard Children (HM Government, 2023) is categorical: the effective collaboration of the working of agencies is essential in protecting children. The Children Act 2004, section 11, imposes an obligation on various organisations in the context of which their operations must be fulfilled within the framework of the necessity to protect and support the well-being of children. This brings a legal stature - not just professional desire - to partnership working.
The breakdown of partnership in scenarios such as the case of Theo is usually due to professional boundaries, competing priorities, differing intervention threshold, and unwillingness to question the decision of other professionals. An overview of child protection by Eileen Munro (2011) has shown that risk aversion and compliance-based cultures may, in fact, decrease the ability of practitioners to think critically and work effectively in collaboration.
Health Visitor:
Communication particularly is a crucial area of concern in health areas. Healthy Child Programme (PHE, 2009; updated guidance) is an initiative provided by health visitors and offers scheduled contacts capable of establishing the initial indications of safeguarding issues. Nevertheless, health visitors have big caseloads, and in most localities, these omnipresent contacts have been minimised by austerity, implying that families such as Theo’s might have less contact with health services (Barlow et al., 2021).
The guidance on information sharing that is set out by the Data Protection Act 2018 and GDPR should not be employed as an obstacle in sharing safeguarding issues. The rationale is obvious: the social concern of the security of a child is more important than the data protection in a real case of protection (ICO, 2023).
Mental Health Specialist:
Mentally speaking, to have a good partnership, it needs to be trauma informed. The professionals working with families should be aware of the impacts of trauma on parenting ability and access to services. A parent who has PTSD unaddressed through domestic abuse, or a parent who is actively addicted, will not engage in services due not only to malice but also to dysregulation and fear. This knowledge should be disseminated amongst all agencies, and mental health experts need to be incorporated or integrated closely with social care teams, as suggested in the Social Care Review (MacAlister, 2022).
3. Critical Analysis of the Case, Legislation, and Professional Intervention
Social Worker:
The case of Theo can be analysed critically, and different failures can be noted to be interconnected. To begin with, a risk assessment scheme seems to have been poorly implemented. Better organised cumulative harm identification might have been offered using tools including Signs of Safety model (Turnell and Edwards, 1999) or the Graded Care Profile (Srivastava and Polnay, 1997). This is especially important with cumulative harm: separate events might not seem much on their own, but cooperation of all of them impacting the development of a child will be devastating (Bromfield and Holzer, 2008).
Of critical importance, Section 47 of the Children Act 1989, that provides the mandatory enquiry in a case where a child is suspected to be in danger of major harm, should be applied with professional confidence. It is indicated that there are instances in which professionals’ default to Section 17 (child in need) support plans in cases where Section 47 enquiries might be more appropriate, or possibly because of the fear of destroying family relationships or lack of resources (Dickens, 2023).
Police Officer:
Law wise, the Domestic Abuse Act 2021 was a historic legislation that established a legal obligation to offer victims of domestic abuse safe accommodation, and more importantly, the legislation acknowledged that children who observe or are victims of domestic abuse are victims themselves. This is because, had the provisions of this legislation been strictly applied in this case of Theo, it would have been stronger in terms of the justification of earlier intervention.
It is the norm of the use of Domestic Abuse Stalking and Honour-Based Violence (DASH) risk assessment tools in police response to domestic abuse calls. Nevertheless, such risk assessments should be distributed among the safeguarding partners in a timely manner. In case police discover a high-risk offender in a home with children, the information is important and urgent.
Health Visitor:
Professionally, I would like to draw attention to the issue of the rule of optimism, which, according to O’Brien (2012), is the minimisation of risk that is unconscious in professionals and that is being described in the Munro Review (2011): when professionals learn that things are improving, even a little, they become hopeful. In the case of Theo, as in most, there might have been situations when signs were observed but not acted against because the big picture was perceived to be getting better.
Integrated care systems (ICSs) as a structural mechanism of joined-up health and social care were strengthened by The Health and Care Act 2022. Theoretically, ICSs will allow improved coordination of early intervention. Nonetheless, studies show that framework integration itself is not a sufficient condition to ensure the effective work of professionals without the required culture change and joint training (Glasby, 2022).
Mental Health Specialist:
Mental health intervention should be culturally sensitive and readily obtainable by any family that is going through multiple hardships. Access to psychological therapies and perinatal mental health services was promised in the Five-Year Forward View of Mental Health (NHS England, 2016) and then in the NHS Long Term Plan (NHS England, 2019). However, families living in high-risk groups experience numerous obstacles, such as stigma, waiting lists, and geographic inequality as factors that do not provide them with access to support in time.
In the case of Theo, adult mental health services could have been working with the services of children and the health visiting team and a more detailed picture of the risk and protective factors could have been created. The needs of all the family members being addressed together, as addressed by Think Family approaches (DCSF, 2008) are invaluable in complicated situations such as this one.
4. Recommendations on Current Policy and Multi-Disciplinary Responses
Social Worker:
Conclusively, Theo case is a wake-up call to the actual reality that the current policy in as far as it is elaborate in concept can still fail miserably in practise. Working Together to Safeguard Children (HM Government, 2023) is a solid statutory construct and still children are dying in situations that can be prevented. It is not a legislative issue, rather it is largely cultural, structural and resource based.
The Independent Review of Children's Social Care (MacAlister, 2022) suggested 84 proposals on how to reform the situation: more funding to support families, changes in the assessment process, and a national body to improve children social care. These suggestions are well-timed but need political will and financial resources to be committed to making them happen.
Police Officer:
According to The Safeguarding Children in Families Affected by Domestic Abuse guidance (CAADA/SafeLives), co-location of services and joint training is significant to enhance the outcomes. This effect of delayed or missing multi-disciplinary responses in the case of Theo contributed to the tragedy. In the future, the practice reviews of Child Safeguarding should be done systematically, not just registered, and their recommendations disseminated through regional and national networks.
Health Visitor:
The early identification and support of vulnerable families due to the reduction of health visiting capacity through austerity have been quantified. The research by Barlow et al. (2021) and the Baby Friendly Initiative provided by UNICEF UK both indicate that the sustained contacts in the form of health visiting during the early years are extremely important. We should promote the reinvestments of the universal services as a protective infrastructure.
Mental Health Specialist:
The effect of the multi-disciplinary response and the absence of it on the family of Theo cannot be overestimated. The loss trauma with ACEs experienced in the past will be long-term to the surviving family members, such as siblings. Intervention should now incorporate trauma-informed care of support on all family members, as well as all agencies involved being truthful about what could have been done differently.
5. Improving Multi and Inter-Disciplinary Services Recommendations
Based on the case of Theo and the general literature, the following recommendations may be offered:
Mandatory Joint Training Across Agencies. There should be mandatory joint safeguarding training that involves ACEs awareness, trauma-informed practice, domestic abuse recognition, and information-sharing legislation to all the professionals working with children and families (HM Government, 2023; MacAlister, 2022).
The enhancement of MASH Models. Multi-Agency Safeguarding Hubs must be regularly installed and resourced in all local authorities and have clear guidelines regarding the sharing of information and the decision-making process (Dickens, 2023).
Both strategies should be embraced to guarantee that adult-facing services (mental health, substance misuse, domestic abuse) enable the needs of children in the household to be considered by default (DCSF, 2008; MacAlister, 2022).
Reinvestment in Early Help and Universal Services. Governments should restore the early help services, health visiting, and family support in realisation of the preventive role the services play in identifying and dealing with risk before children escalate into a crisis (Barlow et al., 2021; Glasby, 2022).
Systemic Learning based on Child Safeguarding Practise Reviews. There should be a national, systematic way to disseminate learning based on CSPRs, and go beyond individual organisational response to establish improvement across the sector (HM Government, 2023; Brandon et al., 2020).
Trauma-Informed Workforce Development. All health and social care workers need to receive training on the use of trauma-informed practice to comprehend how childhood adversity influences family functioning and service utilisation (NHS England, 2019; Felitti et al., 1998).
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