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	The Safeguarding and protection of children’s legislative framework was first introduced in England and Wales under the ‘Children Act 1989’ set out by the UK government (UK Government, 1989). Its purpose was to ensure that every child is safe and is given the best opportunities in which to succeed. The UK government felt that the act was required after the perceived failings to protect four-year-old Jasmine Beckford in 1984 from being murdered by her mother and stepfather (Dingwall,1986). Kimberly Carlile was also murdered by her mother and stepfather in 1986 when she was only four years of age. (Mitchell,1991) Both cases were investigated by a serious case review and was deemed that both little girls had been failed to be protected by social workers and health professionals. These tragic cases forced the UK government to reevaluate the safeguarding and protection policies of children in the UK. 
The Act focuses on a child’s physical and mental health, as well as their overall well being while at home or educational setting. Schools implement child welfare within their setting by regularly corresponding with parents, training staff regularly on children’s safeguarding issues and also by being one of the agencies involved in the MASH. The Acts principles state that a child’s interests are paramount, that there will be minimum intervention when deemed appropriate, speedy decision making from the professionals involved, children are regularly checked and matched with a welfare checklist and that partnership with parents was key. The act directly coincides with the ‘Convention on the Rights of the Child’ which was agreed by the United Nations Convention in 1989. (U.G Assembly 1989) It mandates that it is up to local authorities to ensure that a child’s physical/mental health and wellbeing are being cared for. Local authorities use a Multi-Agency Safeguarding Hub (MASH) which is a coordination between different agencies including the police, health/social services and schools to protect vulnerable children and adults. This also coincides with some other of the Children’s Act principles, one being a preference to use multi agency approaches and combining education with social services. Its aim is to improve information sharing to provide early identifications of risks and timely interventions if needed. There are several benefits to having a multi-agency approach to safeguarding issues. The MASH provides a way to create closer partnerships working and is clearer regarding accountability. MASH also identifies and targets resources for families more effectively, making sure that the most appropriate service or interventions are available to meet a family’s requirements. If the local authority deem that a MASH enquiry may be required, agreement from the family is requested, however there can be occasions where a MASH can progress without agreement. If a MASH manager deems a child is in any immediate risk, then can override the requirement of an agreement. 
	As a result of the Children Act of 1989, it was mandated that multi agency approaches should be adopted for the safeguarding of children. Collaboration between GP’s, Police, social workers, health professionals and child psychologists are necessary in a multi-agency approach. In section 17 of the Children Act it states that social services will assess whether a family need a MASH and will begin proceedings in which to do so. The social services will liaise with the family’s doctors, the police and schools, if the child is at school age, regularly to assess a child’s situation and progress. Regular meetings between these organisations will determine whether a child’s situation has improved or if further action is required. This could mean that if the MASH believe that the child is subjected to abuse, either physically, mentally 

or sexually, or if they are victims of severe neglect, the MASH can remove the child from their home for their own safety. This action can require an order from a magistrate which means that the MASH will have to produce sufficient evidence to a judge that a child is in danger. If the magistrate decides that for a child’s own safety, they are to be taken from their home, the police will assist the social services in the removal of the child. This often a last resort and only occurs when a child is in immediate risk of harm.  
	Multi agency approaches have been criticized on several occasions in the not-so-distant past. This because there have been cases where a child has tragically been killed because the authorities have not acted and taken the child out of harm’s way. Though the children in question have been under MASH, information had been mis communicated or not passed on to other agencies within the MASH to be able to act. One such case occurred in London in 2007 and was the tragic case of 17-month-old Peter Connelly or ‘Baby P’ as he was referred to by the media. Peter was found dead in his cot after suffering an horrific 50 injuries over an eight-month period caused by his mother, her boyfriend and her lodger. A serious case review published in 2010, found that Peter’s death could have been prevented if the agencies in charge of his care had acted effectively. These agencies included social workers, health professionals and the Police. The review criticised Peter’s GP for not raising concern when they had found significant bruising on Peter’s head and chest, accepting the mother’s explanation that he had fallen down the stairs. The review also criticised the Police for not investigating the serious injuries of Peter brought to their attention by social services. They were also given information regarding the mother’s lodger from social workers and failed to carry out a background check on him. Peters’ mum’s boyfriend was also well known to the police for having a history of violence and may have been physically abusing Peter. (Sellgren, 2010)
	Though social workers reported that the home in which Peter and his family lived was a “Disorganised, dirty smelly home” that smelled of dog urine and the children were dirty and unkept, social services managers deemed that they did not “seriously think” Peter and his siblings were in any danger of being harmed or neglected. The case review also uncovered that social services were aware of Peter’s mother’s history with social services. She had been placed on the child protection register when she was 10 years old because of neglect. 
The report stated: "Too little significance was given to Ms A's own childhood experience of serious physical and emotional abuse and the possible impact of it on her own parenting," 
(Hamer and McDougall, 2024).
Peter’s mother’s behaviour could be explained by Albert Bandura’s “Social Learning theory” (Baştan and Dülek, 2023) which is based around children learning behaviours through observations. If she herself was subjected to abuse and neglect as a child, she may have imitated her parenting style based on what she had observed growing up. She may have modelled the parenting style of her parents and not been aware of the harm she was causing onto her own children. In Bandura’s “Bobo Doll” experiment. Bandura observed that children who observed adults hitting a Bobo doll, learned aggressive behaviours. Peter’s mother observed aggressive and harmful behaviours while she was growing up and could have believed them to be the norm. The amended “Children’s Act 2004” states that as well as the children, the parents and carers of the child are to be included in assessments. The agencies involved in Peter’s case, appeared to fail his mother, as well as him.

The horrific case of ‘Baby P’ caused national attention to social services and multi-agency approaches. As a result of this case and several others that are similar, the organisations involved were placed under extreme scrutiny. The serious case review that assessed the organisations involved found that there was a lack of professional curiosity by the agencies involved. Everyone involved was very quick to believe the accounts of Peter’s mother on injuries he may have suffered and about herself. There was also a lack of openness and transparency due to the medical professionals not attending meetings to discuss the severity of the injuries he had sustained and as a result, Peter was allowed to return to his abusive home. As well as Peter, there were other siblings in the house that the authorities failed to place on a child protection register. The local authorities were deemed to have provided a poor response to the seriousness of injuries Peter had sustained. The review deducted that authorities should have acted quicker. It also concluded that there was a lack of necessary awareness, at some points in Peter’s life, social services were unaware of who was looking after Peter at all. Peter’s case highlighted flaws in some child protection practices and an overall review were demanded to ensure that these tragic cases like Peter, cannot and will not happen again. ( McNicoll, 2017)

[bookmark: _Hlk196485727]As a result of the case review into Peter Connelly’s tragic and horrific story, a profound impact was felt regarding the practices of child safeguarding and protection. Statutory guidance was published named “Working Together to Safeguard Children 2010” (UK Government, 2024) which aimed to support multi agency approaches, it also united approaches made to child protection. Also, a “Social Work Taskforce” was set up to make improvements to how social workers are recruited, trained and the supervision of social workers. This also added to the development of the current “Professional Capabilities Framework (PCF)”. In 2023 the “Working Together to Safeguard Children” guidance was updated to strengthen the focus of multi-agency working and child protection practices. The amendments included “clarifying roles and responsibilities of safeguarding partners, emphasizing multi-agency expectations for all practitioners, and strengthening the role of education and childcare providers”. 
(UK Government, 2023) 
The amendments also had a strong emphasis on working with families and parents as well as more support for children with disabilities and harm that can occur outside of the home.
Adopting a multi-agency approach to safeguarding does have some challenges and some of these may have been prominent in the case of Peter Connelly. There appeared to be a severe case of break downs in communication between the agencies. If the GP had reported their findings to the police and not just believed the reason that had been presented to them, then the police could have investigated further. If the police would have communicated the problems that had been conferred to them by the school which Peter’s siblings attended to social services, then the social services may have taken a deeper look into the conditions in which the family were living. The school had also relayed to the police that they had, had problems with the mother over a period. If this had been relayed to social services, then they could have assessed if the mother had needed help and guidance. 

Another challenge facing Multi agency approaches is that of staff availability and workload. In larger areas of the UK, having little staff able to work on several cases at once is very challenging. It is estimated that there has been a shortage of social workers since the COVID-19 pandemic. This was due to increased work rate, low pay and poor working conditions. In 2024, local authorities employed more than 2,000 new social workers to cope with the ever-increasing workload. Brexit also caused issues when it came to hiring social workers. When the UK left the European Union, it restricted the hiring of people into social care jobs from outside the UK. The UK government responded by lowering salary requirements and cutting visa fees for social workers from outside the UK to be able to work in the UK. (Peckover and Golding, 2017)
The overall benefits of having a multi-agency approach to childcare and safeguarding is the information sharing of agencies. With each organisation within the MASH sharing resources and information, actions can be taken more quickly and effectively to make sure that the child and families under the care of the MASH receive the best possible help and support. This in turn can help to build a trust within the agencies and the families they are helping, to make sure that tragic cases like ‘Baby P’ won’t happen again.
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