Daniel Pelka Serious Case Review 2013
This essay will outline the importance of the voice of a child and how that a disclosure of abusive behaviour should protect children and young adults. The case of Daniel Pelka shows how Daniel was let down by all agencies within his case which subsequently led to his death.
Local authorities in the United Kingdom (UK) have a statutory duty to safeguard and promote the welfare of children. Section 47 of the Children Act 1989 places a duty on local authorities to investigate where there is reasonable cause to suggest a child is suffering, or is likely to suffer, significant harm(Children’s Act 1989).The United Nations Convention on the Rights of the Child (UNCRC) states that “ Children have the right to be involved in all decisions that affect their lives”. There is a national legislation and guidance set in England that highlights the importance of each child having a voice. The legislation allows children to make decisions on their lives which is very important in child protection cases (Children Act 2004).  However, evidence is consistently showing that children within child protection cases often do not feel as if they can speak out about the abuse they are suffering.  The is a lack of representation within these cases where the child's opinions are not considered. Both children and professionals feel that this there is a definite need to change this and that it will lead to improved outcomes for children at risk. 
Unfortunately, children are still not being included in decision making or in some cases asked anything about their lives. In 2014 a Voice of the Child Conference was held by the United Kingdom (UK) Government announced that children over the age of 10 years should have their views and opinions taken into account in out of court disputes, in court procedures and non-judicial processes (Government UK 2015).  Within this conference The Family Mediation Task Force recommended that groups should be set up where children could have a designated advocate to act on their behalf (Government UK 2015). For the future steps are continuing to be put in to place to ensure children understand their rights to have a voice in their future. These could be through fun activities such as gaming apps, colourful easy to read information leaflets and video clips that have been compiled by experts in the field (Government UK 2015). There is clear evidence that allowing children to have a voice helps them to become stronger more independent children. When children feel valued and know their opinions matter helps them to gain self-esteem and self-worth, understanding feelings and emotions are an important part of a child's development. How children learn enables them to grow to become independent strong adults (Department for Education (DFE) 2019). In child protection cases there are many times evidenced that children were not given the opportunity to voice the abuse they are encountered and in the case of Daniel nobody asked him what he was experiencing or how he felt (Daniel Pelka Serious Case Review, CSN Policy Briefing 2013).
In the case of Daniel Pelka, it is clearly evidenced that his voice and that of his sister were not considered.  Had the different agencies involved encouraged them both to speak up maybe the outcome could have been different. Daniel was a 4-year-old boy who lived with his mother and her partner with his two siblings at the time of his death in March 2012. Daniel was admitted to hospital at 3.28am and was pronounced dead at 3.50am.  The serious case review (SCR) explains that there was no reason at this point for there to be any suspicion to Daniel’s death.  It was when the paediatrician examined Daniel’s body was there evidence that raised concerns.  There was bruising to his head that indicated that these injuries were non accidental.  This led to the immediate referral to the Children’s Social Care which is part of the Children, Learning and Young People Directory (CLYP).  This initiated the removal of Daniel’s siblings from the family home.  The post-mortem on March 9th showed that the head injury was caused by a direct blow to Daniels head.  He was considered to grossly malnourished, dehydrated with several bruises on his body, with also high level of sodium in his body. The findings concluded that Daniel had been subjected to abuse and neglect for many months.  This resulted in the murder charge of Daniels Mother and her partner.  They were later convicted of Daniel’s murder and imprisoned for 30years (Daniel Pelka Serious Case Review, CSN Policy Briefing 2013).
The SCR of Daniel reports the events leading up to the death of Daniel in great details.  It highlights many opportunities where agencies involved with the family could and should have intervened to protect Daniel and his siblings.  From the registration of the family in March 2006 there was contact with professional agencies on several occasions up until the date of Daniel’s death. However, the mother and her partner were very clever in covering up the abuse they were inflicting.
The police were called to the address on 26 separate occasions because of domestic violence and on each occasion the police carried out safe and well checks and were noted in saying the “children were none the wiser” (Daniel Pelka Serious Case Review, CSN Policy Briefing 2013).  Each occasion the domestic violence was alcohol and drug related.  On two occasions Daniels mother took an overdose resulting in hospitalisation. There should have been a referral to the CLYP for further investigation into the impact of the domestic abuse on the children but in recorded reports say that the children were unaware of what was happening and that the children had a good relationship with mum so no further action was required. Witnessing domestic abuse or being exposed to domestic abuse in childhood is a form of child abuse (NSPCC 2019). Hearing the abuse, seeing the injuries occurred on a parent through domestic violence or by seeing broken furniture of household belongings are all contributing factors (NSPCC,2019). This was obviously the way of life that Daniel and his siblings were subjected to and for this reason alone the CLYP should have investigated things rigorously to protect the children.
There were many agencies involved through Daniels life.  Each agency had a duty to protect Daniel and his siblings.  This emphasises the importance of information sharing.  Had the agencies involved not thought that another department was dealing with the family issues the outcome could have been very different. As advised by the government policy on ‘information sharing’, it outlines that it is essential for effective safeguarding and promoting the welfare of children and young people (Government UK 2108) Through many publications of serious case reviews,they continually have the same theme where there is a lack of information sharing throughout. The review. Due to this there has been evidence that due to the missed opportunities to act has resulted in a child being harmed or in extreme cases murdered (Government UK 2018). 
Many agencies were involved, this essay focusses on the role of the school. Although evidenced in the SCR that Daniel would have been subjected to abuse prior to starting school. There were many occasions where the police were called to the home address due to domestic violence reports.  The parents of Daniel were well known to many agencies but none of this information was passed on to the school. Even though they did not know the school still failed to act on their own concerns. There were clear warning signs presented by Daniel.  Even though he was well dressed and sent to school with a small lunch box Daniel lost a lot of weight during the time leading up to his death.  He was found looking through bins at school and still the school did not act appropriately. The mother was asked about the reason for the weight loss and searching for food, the teaching staff took the words of Daniels abuser instead of asking Daniel.  This emphasises the importance of giving a child a voice.  Speaking to the Daniel directly would have allowed Daniel the opportunity to speak out.  Allowing children to have a voice is stated as basic right by United Nations and it highlights the importance of giving children a voice (UNCRC, 2019). As stated in the report Daniel and his siblings were from a Polish background resulting in English being a second language.  The school presumed that the lack of speech Daniel presented with was due to the lack of English spoken at home, also Daniels mother had voiced her concerns to the school that there were Special Educational Needs (SEN) with Daniel. 
“Being an English as an additional language learner (EAL) does not mean that a child has learning difficulties or delay.  Some children will have another language different to English and still present with special educational needs.(The Bell Foundation 2019). There are many reasons why children have SEN who come from a non-English speaking background.  A child with Attention Deficit Disorder (ADHD) for example will need support for their diagnosis and support to access the curriculum due to not understanding English (The Bell Foundation 2019).  It can make a diagnosis difficult if there is a language barrier as this can be masked by the understanding English.  It is important to treat each child individually and look at all aspects of their lives before deciding on the best support needed (The Bell Foundation 2019).
 As Daniel was only in school a short time and a lot of the time absent from school it would have been difficult for a formal accurate assessment to be made on whether Daniel was needing extra educational support from a medical condition or whether it was a language barrier. Even considering these barriers there were still missed opportunities for action to be taken by the school. The government emphasises that everyone working in education is responsible to safeguard our children and young adults (DFE, 2019). School Protocol was not followed as highlighted in the SCR and recommendations were put forward. There was poor record keeping, even though the staff at Daniel’s school their concerns were not properly recorded. response to the concerns were badly organised and dealt with and that training did not appear to impact on practice. As suggested by the guidelines of Safeguarding is always to protect and promote the safety of children.  Whether it be at home, school or college until the age of 18years. This includes preventing children from developing through milestones as well as their medical health. An example of this is not taking your child for their childhood vaccinations (DFE, 2019). Children should be brought up in a safe, caring nurturing environment for them to grow into independent adults (DFE, 2019). 
Each School has a duty to protect all children and young adults.  There are many policies that must be produced and readily available for staff, visitors, including supply staff. The policies should be easy to understand so that everyone involved within the school can understand them clearly. As outlined in the Keeping Children Safe in School and College guideline staff should be trained and able to identify when there is a need for concern (Government UK 2019). The safeguarding policy should outline who the safeguarding officers are and how to contact them so that staff and visitors know where to go if they have a concern or a disclosure (Government UK 2019).
Very often children do not disclose their abuse, it will usually be highlighted accidentally or through observation.  An example of this a child disclosing through role play. A young child playing inappropriately with a doll in the home corner is using vocabulary not usual for a child of that age. In the case of Daniel there was no repots documented of any member of staff in all the agencies that asked Daniel about what he was feeling and experiencing.  If Daniel had disclosed any details, then there would have been a clear processed followed and the outcome may have been very different for Daniel. For a disclosure to not be jeopardised for legal reasons there should be clear guidelines outlined in all settings where children regularly enter to follow in case a disclosure is made (Child Matters 2019). Within Daniels school there will have been a designated officer for the staff to go to, however when the staff disclosed their concerns it was all done verbally, there was no written report done. 

To conclude, the Childrens Act 2004 implemented that children should be given a voice and be involved in decision making for their lives.  Children should be able to have the confidence to know that they are protected by those around them. In the case of Daniel there is clear evidenced that he was let down by many agencies who were in contact with him.  This essay highlights and analyses what happened to Daniel and how to prevent this happening to any other child. It highlights the importance of following guidelines and processes that are outlined within each agency. The report show how fatal outcomes can be if staff are not following the correct procedures.  Each agency working with children have a duty of care to protect them.  Lessons needed to be learned, recommendations need to be taken on board to be able to learn from the mistakes in the future.
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For a disclosure to not be jeopardised for legal reasons there should be clear guidelines outlined in all settings where children regularly enter to follow in case a disclosure is made (Child Matters 2019).
