[bookmark: _GoBack]As part of my research for this module, I have looked at the roles and requirements of various professionals and multi agencies that deal with Safeguarding issues wishing to promote the best outcomes for vulnerable children and young people.
As a Registered Childminder, there are many pieces of legislation that I have to adhere to, one being the Welsh Government’s National Minimum Standards which apply to all day care settings for children up to the age of 12 years. Standard 20 relates to Child Protection with the outcome being Children are protected from harm and abuse and parents are confident that all possible steps to protect children from abuse are taken (National Minimum Standards, 2016).  Responsibility to ensure that these standards are being met is ultimately carried out and monitored by Care and Social Services Inspectorate Wales (CSSIW).
Every three years I undertake Child Protection Training and whilst I have always found this training valuable, this module has reinforced my understanding of the procedures surrounding Safeguarding and Child Protection. I now fully understand the importance of my Child Protection Policy and how it must be kept valid and up-to-date.  The All Wales Child Protection Procedure (2008) must be followed and I recognise the significance of ensuring accurate records are kept as they could be required to assist other agencies and also be used in a court of law. More alarmingly this training is not compulsory but is classed as “Best Practice”.  I now feel very strongly that this training should be made compulsory and be included as part of the registration for any childcare setting.
My understanding has been reinforced of The Children’s Act 1989 / 2004 which promotes children’s rights in all child care based settings, working in partnership with parents to protect children from harm.  I recognise that this is the most influential legislation on how children are treated and covers children up to the age of 19 years intended to strengthen the child’s legal position.   As stated in the act, All children regardless of gender, racial origin, religious belief and sexual identity have a right to be protected from abuse (The Children Act 1989 / 2004). 
As part of this assignment, I researched roles of other professionals who would have valuable information to share regarding the child’s safeguarding and wellbeing.
If it is evidenced that a child is suffering or are likely to suffer significant harm then I established that during a Case Conference a panel can make recommendations and put an Action Plan in place whereby the senior managers of each organisation will be involved and decide whether the child is a “child in need” or if they need to be placed on the Child Protection Register.  Where findings are negative, practice needs to be improved and lessons learned.  Identification of the breakdown issues can then be addressed and organisations can work on improving interagency collaboration to better safeguard and promote the welfare of the child.  Joint local authority training could also be implemented to ensure Best Practice.
Being involved in the scenario of a Case Conference, I now understand that there would be many factors that need consideration.  The roles of each individual professional involved can be highly pressured.  As my pretence role of a key worker I felt during the process I found myself questioning when would I make a referral and also acknowledged that I would have concerns whether I’d assessed the situation correctly, worrying about the repercussions of getting it wrong. Childminding can be quite lonely and working on my own opens up aspects of vulnerability, as I have no Manager or Supervisor to report or discuss my concerns with.  
Senior Social workers who I now know would be the lead professional during Case Conferences have pressurised roles whilst dealing with a high volume of children and families who require support and I can now fully appreciate the kind of stress and worry that could possibly be placed on them. As part of my research not only has it been clarified the amount of responsibility they have in preparing and considering all evidence, ultimately their decision along with other agencies, could have a massive impact on the family with perhaps even the child being placed elsewhere.
I can now fully appreciate that preparation and planning is key.  It is vital that the correct individuals need to be present as well as have accurate and up-to-date information available to discuss.  Those present should be individuals who are involved directly with the child and their family for example, health visitors, school and education officers, social services, doctors, Police force and where possible appropriate the parents should remain part of the process unless there is a welfare issue.  
During our scenario we discussed the “Toxic Trio” which is used to describe the issues of domestic abuse, mental ill health and substance misuse. Completing my research I found that a staggering of 139 serious case reviews, between 2009 and 2011 (Brandon et al 2012) investigations showed that in over 86% where children were seriously harmed or died one or more of a “toxic trio” played a significant part. These have all been identified as common features of families where harm to women and children occurs.  
Furthermore, the child involved may also wish to attend and express their wishes and feelings and then be updated accordingly.  
I am able to now understand that should any professional or key person be unable to attend for whatever reason ie sickness / annual leave, this could have an adverse effect on the child as it could cause delays, perhaps causing negative outcomes as well as offer lack of continuity to the child and / or their family.  For all individuals who attend these conferences, there is pressure that they can assist the child and also fulfil their roles in line with their jurisdictions. 
As stated in the All Wales Child Protection Procedures, 2008:47, ‘Child Protection is everyone’s responsibility.The effective protection of children cannot be achieved by a single agency acting on its own.’
In order to gain a greater understanding of the procedures of a Case Conference, I also researched aspects of a Child Practice Review (Wales) or Serious Case Review (England) and when they occur.
The criteria for carrying out a Child Practice Review is contained in the Government’s Working Together to Safeguard Children Guidance 2010 which was updated to embrace Lord Laming’s report in 2010 and again this is legislation that I’ve familiarised myself with over the course of the module.
The Government’s Working Together to Safeguard Children Guidance takes this aspect into account and states that a Serious Case Review should always be undertaken when:
· A child dies (including suicide) 
· Abuse or neglect is known or suspected 
· If a child dies in Police custody
· When a parent has been murdered
· When a child has been seriously harmed by a child or adult
· Sexual abuse
There have been various high profiled cases of missed abuse in the media including Maria Colwell in 1973 and Peter Connelly (Baby ‘P’) in 2007 and whilst these cases happened many years apart, thers and many more children have suffered appalling abuse which was missed on many occasions by professionals who should have been there to protect them.
In January 2003, the Laming Report looked at the death of “Victoria Climbie” and found that shameful failings in the ability to protect vulnerable children had not been carried out.  The report stated that “On twelve occasions over ten months, changes to save Victoria’s life were not taken.  Social Services, the Police and the NHS failed and basic things were not done to protect her”.  In September 2003, the government published a green paper “Every Child Matters” proposing:
· 150 Children’s Trusts to be set up in 2006;
· The amalgamation of Health, Education and Social Services;
· A Children’s Director to oversee local services and
· Statutory Local Children’s Boards to replace existing Area Child Protection Committees.
Lord Laming stated that there needed to be a focus and coherent approach to children’s welfare and that any future assessments of children should include the wishes and feelings of the child. The key recommendation was that the parenting capacity needed to be assessed where there was a concern about significant harm to a child.
Within my current role, I promote The United Nations Convention on the Rights of a Child (UNCRC) and The Children’s Act 1989 / 2004 reflects upon its principles as it constitutes the most authoritative and comprehensive declaration of the fundamental rights of children.  For example, this covers Civil, Political, Social, Economic, Cultural, Recreational and Humanitarian Rights.  All children are entitled to various rights and the three P’s outline this, for example, Protection, Provision and Participation.
I can now see that Provision rights outline that all children need to have their wellbeing safeguarded.  Social Services are the statutory body provided by the state to take key responsibility to co-ordinate children’s welfare. For example, Article 19 states that children have the right to be protected from being hurt and mistreated, in body or mind (UNCRC, 2015).  However, upon reflection and whilst studying various case studies, I can see that this is not a true reflection.
As part of my registration and anyone over the age of 16 living within my household, Disclosure Barring Service checks (DBS) are required. During 2007/2008 the vetting and barring system in both England and Wales was changed following the Safeguarding Vulnerable Groups Act 2006 after a new law was passed in response to the recommendations in relation to The Bichard Inquiry.
The Bichard Inquiry (2004) was undertaken following the Soham Murders where two young girls were murdered by their School Caretaker. Ian Huntley’s position of trust enabled him to work within the school and subsequently murder Holly Wells and Jessica Chapman.  Although he was known to the Police and Social Services for a series of sexual relationships with young girls under the age of consent, the Humberside Police database was inadequate for safeguarding concerns and as well as inexperienced officers’ knowledge of The Data Protection Act meant that vital information was not passed to Cambridgeshire Police. Changes were then implemented in vetting people who work in close proximity with children and young people with the aim being to create a database of named individuals who had been barred from working with children and young people.  Whilst I was aware of the two girls being murdered, this has reinforced the reasons why DBS checks came into force.
Other legislation that I’ve researched includes:
· The Children’s Charter 1989 – prevention of cruelty to children and enable intervention from professionals;
· The Children & Families Act 2014 – considers many issues that affect children, ie adoption, additional needs, family justice etc;
· The Sexual Offences Act 2003 – covers all sexual offences including those against children including grooming, abusing a position of trust and inciting children under 13 to engage in sexual activity;
· Social Services and Well Being (Wales) Act 2014 – How safeguarding is everyone’s responsibility and everything must be done possible to ensure that children and adults are protected from abuse.
Whilst I had a good understanding of signs and symptoms of abuse, researching this particular scenario has made me aware of other factors which I hadn’t contemplated in great depth before.  For example, whilst my Child Protection Policy includes bullying, I hadn’t really considered cyber bullying and through social media how bullying can now continue after school or work has finished.    
A further serious issue I have not given much thought too is Female Genital Mutilation (FGM) and the repercussions of dealing with this situation.  FGM is child abuse and a form of violence against women and girls, and therefore should be dealt with as part of existing child and adult safeguarding / protection structures policies and procedures (HM Government, 2014).
In the past I don’t feel that I’ve considered the long term impact on an abused child and have always focused on the present time with Early Years children.  However research for this module has shown me that whilst some children who have the correct support could go on and lead a happy life, I now realise that some individuals are unable to understand and deal with what has happened to them and unfortunately can often become abusers themselves later on in life.  Therefore the cycle is repeated again.
I now realise and appreciate my level of understanding in relation to child development and how a child’s different stages could be used to identify possible abuse, all of which will now be included in my policies and procedures.
In Summary, whilst completing this module, researching all the criteria and looking at case studies has definitely made me quite emotional in parts.  I’ve felt a range of emotions including empathy and compassion as well as anger and frustration of what some children have encountered during their childhood.  However it has clarified and reinforced the importance of my role as a Registered Childminder, of how vital my Child Protection Policy is and how I need to ensure that all procedures are followed to ensure that the best outcome is reached for each individual child in my care.
