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MULTI AGENCY WORKING 

INTRODUCTION 
This essay is based on multi agency working and how this type of working has been better formed in the current century compared to what it was in the previous years. I will explain what the advantages are and what the disadvantages are of working together from different agencies. I will also discuss ways in which different agencies can work together to help safeguard children. There are case reviews such as Baby P and Victoria Climbie that I will be shedding some light on and how multiagency could have worked better to safeguard these children. 
Multiagency working is a way that different departments of the health and social care sector come together and help to safeguard children and their families. It can help children with getting an education, health, getting housed if you are homeless, youth work, justice, and social care. Organisations in this sector are there to help meet the needs and welfare of the children, their parents, and carers.  It has become an important way of being able to get the right and effective outcome for all. Reviews of multiagency working has however shown that if they split into 3 models they work better. The 3 models are as follow, the multiagency panel. People in this model are practitioners who stay employed by their home agency and come together on a regular basis to discuss the children’s needs and who they think will benefit from having the multiagency intervention. Here they also involve keyworkers that can lead cases by themselves if needed. The second model of people are the multiagency team. This team have more of a formal approach than the panel. They have a team leader and team members who all have a common goal and purpose. Here they also try to engage with others apart from the individual child or family. The third section that they are split into is the integrated service. The integrated service is separate services that share a similar location and help in a collaborative way. It is a “visible hub for the community”.  
With multiagency working this comes with having its advantages which comes with benefits and disadvantages that comes with challenges. The advantages are that as there are more agencies involved this will allow a faster approach and a more co ordinated response. It will allow a more accurate assessment of what the issues are and what is needed to be done. A more focused and thorough management of all cases. This also helps the multiagency to come together and ensure a better understanding between themselves (Metcalfe 2015). The disadvantages however have more challenges associated with multiagency working. Research done in January 2002 by the national foundation for education shows that the disadvantages of multiagency working were mostly because of funding and lack of resources. There were also lack of staff, time and accommodation which showed that working single agencies was better off. Communication was also a challenge when working in a multiagency and this issue was mainly from the person co-ordinating. Research also showed that there were cultural issues between the agencies on a tactical level. Most problems would occur right from the beginning. In 2002 there were many different policies and procedures which also was a disadvantage compared to the present year. 
In order to get the best possible outcome, it is vital that everyone who work in the multiagency environment understand each other. To protect children practitioners who work in the multiagency have to create a lasting and trusting relationship. Strong leadership is also key for bringing organisations together. Schools, collages and other educational also play an important part in safeguarding children. Organisations and agencies within the multiagency system should have the trust that information is shared successfully amongst them, and all is clear in what they need to do. Safeguarding children is everyone’s responsibility even if they don’t have direct contact with the children and families. Different agencies can work together by making sure they have reviews regarding the children and families in question on a regular basis and follow the right legislations that are in place to make sure safeguarding is followed appropriately. There are many people in the multiagency system such as social workers, police, housing officers and connexions officers that have to come together at some point to help safeguard children and who will be there throughout all steps until there isn’t an appropriate outcome for the children and their families.
It was in the 1980s that multi agencies started working together during the thatcher government years. This type of working started when the government wanted to remove poverty. The children act 1989 came into place with the requirement needed for interagency collaboration and to work jointly in relation to children and young people which had required professionals to work better together. Before in the 1980s there was lack of information sharing across agencies and services which made it difficult to communicate. These communication issues caused assessments to be duplicated. There were also poorly co-ordinated integrated activities. However, over the last 2 decades this has improved and there have been many ideas that have been aimed at improving the integrated services. Services like sure start, children’s fund, youth offending team and connexions have all been set up within the multiagency to help young children achieve the best in life. Compared to the 1980s people who deal with kids or provide some sort of services that will have an impact on children’s lives are now required to take up some sort of training. (Becker and Bashir, 2019) 

Multi agencies have been tested a lot especially during cases like Covid 19, Baby P and Victoria Climbee. During the pandemic multi agencies had to work more harder and for some it was ok and for some stress levels were high. There is research that was based on in depth interviews that show that it has been intense and a very questionable time for the multiagency system. In this research it showed that due to the pandemic relationships have accelerated within the development of working relationships between agencies. The switch of face-to-face meeting to virtual meetings had stimulated multiagency working. Reports also showed that there were particular improvements between children’s services and colleagues that were working in the health education sector. Children who were not noticed and at high risk before the pandemic were now being brought forward since the schools started to close due to lockdown rules. Health professionals started joining meetings virtually that they never used to attend before and also offered advice on personal protection equipment. GPs and paediatricians who used to find it hard to attend meetings on time due to looking for car park or for some other reason were now attending more virtual meetings on time. As some people in the multiagency were finding the covid lockdown easier other sectors were finding it harder. One of which is social workers. A social workers job is to help out the children and families through their difficult times but when the pandemic started social workers were finding it really difficult to maintain a good relationship between themselves and the families. Seeing families face to face allowed social workers to assess the situation better. They found it more stressful as they were finding it difficult to maintain confidentiality as some stayed in multi occupancy homes. Due to the lockdown multiagency have seen a huge improvement in relationships that probably would not have been possible in a long time as there have been daily briefings and regular reflective sessions. This is to make sure everything carries on running smoothly and there does not be any shortcomings in the delivery of the service to safeguard children. (Turner, 2020)
The case of Baby P is a case that many organisations such as the medical professionals and social services let down in many ways. Baby P was a 17month old baby who had months of abuse by his mother, mothers partner and lodger. He died in august 2007 and had 50 injuries which went unnoticed by the multiagency system. He was visited 60 times by the authorities in the 8 months prior to his death who still failed to see what was really going on. He was placed on the child protection a high-risk register on the 22nd Dec 2006. There were insufficient actions by the professionals and agencies that failed to protect him. Due to the lack of professionalism curiosity, they always ended up believing everything that the mother told them from the care of her children to the nature of her friendship network. Medical professionals failed to attend Peters child protection conference. This is where they were called to provide vision into what was happening with Peter and to talk about the injuries he had. Because the medical professionals failed to attend Peters conference, he was allowed to return back to his abusive home. The multiagency also failed to protect his siblings as they did not add their names onto the child protection register to help avoid them getting abused. There were poor responses from the local authorities to accept the seriousness of his injuries. Quicker response and interventions were required to protect Peter. Social services also did not have an idea of who was meant to be looking after Peter. According to the protection plan this is something that should have been made aware by the social services. After this case of baby P, it had a big impact on the multiagency system, so there was a statutory guidance put in place which was aimed to support multiagency working. 
Another case that was handled very appalling within the multiagency back in 1999 was the case of Victoria Climbie, she was a young girl who was brought to this country from France. She was full of life but in a report written by chairman Lord Laming it states that she died on the 24th February 2000 with significant injuries to the whole body. She was neglected and abused by her great aunt Maria Kauao and Carl John. Dr Alsford the doctor who was overlooking the case said it was the most worst case of abuse. In an attempt to save her life, she was taken to St Marys hospital but still died a few hours later. Weeks prior to Victoria’s death a social worker called at her house several times but there was no response but at that time the social worker should have enquired as to why they might not be opening the door. There was lack of good practice as Victoria was involved with many agencies such as the Ealing housing departments homeless unit, 2 other housing authorities, 4 social service departments and 2 child protection teams. Yet they still did not look into matters that looked amiss. She was also admitted to hospital on two occasions due to deliberate harm but there was no enquiry into this either. Good practice was never put in place even though the authorities had 12 key occasions they could have interfered in Victoria’s life. The system also failed Victoria as key agencies did not have the sense to carry out simple procedures where they should have done when they think a child is being harmed. A medical evaluation was also not done. There were also management issues as managers and senior colleagues did not work well together and was not able to deliver good service to children and their families in general. Keyworkers who were on the frontline delivered better service but only they could do very little as they had to get permission from senior management to do anything as they were employed by them. Even though the police managed to get a sentence acquitted for her murderers Maria and John this was too late for Victoria as early intervention of agencies could have led to saving her life and saved her from months of neglect and abuse. After the trial of Victoria Climbie, the blame game started from the senior managers. Quality of the system and leadership failed immensely. (Laming, 2003)
Throughout this essay it is clear that multiagency working back from where it started in 1980 has come a long way to the present year 2021. Before in 1980 there were lack of staff, funding and time as we came to the year 2000 it was more of a case of, she did he did game where there was lack of practice, leadership failure, system failure, lack of professional curiosity, lack of openness. All these added to the failings of children like Baby P and Victoria Climbie. But as we move forward to 2021, we can see that within the multiagency working workers have learnt more from their past mistakes and have managed to maintain a good leadership and management relationship especially during the Covid 19 pandemic. So, all things considered i would say that working within a multiagency if acted on accurately, can be a good and appropriate way of working in order to be able to safeguard children and their families. It is vital to see the red flags more clearly and earlier to make sure the past does not repeat itself. 
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