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Introduction
In this case study report I have chosen to discuss about Victoria Climbie’s case. I will be covering some of the policies related to the case, the factors contributing to Victoria being vulnerable. I will also analyse the effectiveness of the professional mediations of the health and social care agencies that were involved as well as the current policy and decision-making process. I will then critically assess existing policy and case management plans used by multi-disciplinary services to meet the distinct needs of the child in my case study.





















Case study
Victoria Adjo Climbié passed away on the 25th February 2000 in ICU at St Mary’s Hospital Paddington. She died after enduring months of horrendous abuse at the hands of two people who should have been caring for her.. She was born on 2nd November 1991 in Ivory Coast and had 4 elder siblings and two younger. than her. .Victoria’s parents Francis Climbié and Berthe Amoissi simply wanted the best for their daughter. 
Victoria’s great aunt, Marie-Therese said she can take Victoria back with her to France for a better life. Victoria’s parents jumped at the chance; they saw this as a once in a lifetime opportunity for Victoria. They trusted Marie-Therese, however, she betrayed them in the worst way possible.
 The abuse towards Victoria aggravated when Marie-Therese met and moved in with Carl Manning ( her new boyfriend). Throughout the abuse, Victoria was seared with cigarettes, tied up for more than longer 24 hours a day, besides being beaten with bike chains, hammered in her foot, and whipped with wires. They believed that Victoria was possessed, leading up to her death,  the social services from four different local authorities, NHS, NSPCC, Police, in addition to local churches all had communication with her, as well as being aware of the markers of abuse. Victoria died from her injuries; a shocking 128 separate injuries were noted on her body. The judge in her trial said the people that were supposed to protect her all neglected to correctly examine the case as well as taking very little action. Marie-Therese and Carl Manning were sentenced of her murder and jailed for life, (Laming, L 2003).
Victoria came from a nuclear family and would be described as lower class in socioeconomic classes. They were poor, their country was frequently ripped apart by civil war, had widespread poverty as well as children not being educated due to poverty, yet they still dreamt of a better life for their children.
Victoria was vulnerable as she had no siblings or parents with her when she moved to a different country. She suffered psychological harm and physical trauma and neglect inflicted by her great aunt and her boyfriend. She was in a foreign country where she knew nobody. She spoke no English, therefore could not communicate with anyone very well, these were risk factors for Victoria.  



There are many Government policies on the safeguarding of children, some of these are the Working Together to Safeguard Children 2018 and The Children Act 2004. I will be analysing these in depth below. 
Analysis
Every Child Matters policy came as a response to the death of Victoria Climbie. It aimed to provide every child the opportunity to achieve their ability thus supporting equal opportunity among children as well as young people. The policy applied to every child from birth to the age of nineteen. It registered five main values which all children must have rights to, some of these were the right to be healthful, the right to stay protected, the right to be happy and succeed, the right to encouraging input and the right to attain financial wellbeing. Anyone working with children was required to follow this policy.
Working Together to Safeguard Children Legislation 2018, is shielding children from neglect, avoiding damage to a child’s wellbeing or growth, making sure children are being brought up in environments stable with the obligation of harmless and efficient care and taking the required steps that will allow every child to have the finest result, (Johnson, E 2019). 
Currently, all organisations who work with children will be mindful of the term safeguarding. Although it is parents as well as guardians who have main responsibility for their children, local authorities, in work with other agencies also have responsibilities to safeguard along with stimulate the wellbeing of all children in their region. The Children Acts of 1989, 2004 established precise obligations: segment 17 of the Children Act 2004 places an obligation on the local council to deliver facilities to children who need help in their region, irrespective of where they find them; segment 47 of the identical Act entails local councils to commence investigations if they deem a child has been harmed or there is a possibility that they will endure substantial harm, (Department of Education, 2020). 
Child protection is part of the safeguarding procedure, it concentrates on safeguarding each child recognised as experiencing or prone to endure considerable harm, it also includes child protection practices which specify how to act in response to worries about a child.
In Victoria’s case all organisations that came in to contact with her failed to investigate further. The first time Victoria visited A&E was because the daughter of her childminder was worried that Victoria’s injuries were not accidental. The doctor that saw Victoria believed Marie-Therese’s story that Victoria caused the injuries on herself by scraping at scabies lesions, the doctors notified child protection authorities as a safety measure. Lisa Arthurworry a social worker from Haringey and Police constable Karen Jones were assigned to the case, they later terminated any interventions that should have taken place.
Victoria’s case was one of several that led the way to amendments in existing legislation. Though, in Working Together to Safeguard Children 2018, there is substantial emphasis on an inter-agency method to protection of children, which intends to avoid incidences like Victoria Climbie’s from taking place ever again.
Interventions
Multi agency working is crucial to quick and efficient detection of risk, enhanced data communicating, collaborative judgment making as well as synchronised action. The government’s multi agency policy asserts that local organisations and agencies that are involved with children as well as families play a major role when it involves the safeguarding of children. All agencies concerned should be determined to ensure the absolute safest responses to children who are at a threat of harm in their area. Regional safeguarding measures perform well when there is a clear-cut mark of viewpoint. Agencies must be aware of the quality of their lead practice, sharing information they have with each other crucial point in seeking the right action to take. They have to comprehend the immediate events of the children and the families in their area. Void of satisfactory guidance, safeguarding plans will not succeed, which implies that each one of the three top safeguarding associates should take lead to the mission in hand: the police, health practitioners, schools as well as the local council. It proposes cooperating to guarantee a merged outcome to lower the possibility of detriment to children. This entails frontrunners who recognise their regional environment. Therefore, it is vital for leaders to establish a situation where multi-agency working can succeed, (Stanley, Y 2018). 

Inter-agency Working
[bookmark: _Hlk58797532][bookmark: _Hlk58797487]Doctors in inter skilled positions in local authorities are required to safeguard and stimulate the wellbeing of young children (DfES, 2020) and hence should be mindful of their responsibilities and duties when executing safeguarding.  Every professional that works with children as well as families is required to have correct essential skills to carry out their task. They also need to be entirely prepared with the awareness of how other roles in the multi-disciplinary teams work in protecting children and families to allow each of them to share info successfully, short of these awareness roles, a failure of communication amongst multi-disciplinary teams is a consequence as well as depriving the child and their family of the help that they may desperately need, (Lindon, J 2008).

Self-evaluation and Critical analysis
Self-evaluation is a beneficial method that is meticulous and allows professionals to be acutely reflective about themselves as a professional as well as how they practice. Self-evaluation would assist professionals to look back on what they have done, could they have done things differently?. In Victoria’s case sadly this was an issue, as social workers should have gone through these steps to critically evaluate their decisions. Wilkins and Boahen (2015), said that they suggest that social workers must build an ‘analytic frame of mind’ which goes through every part of their work process, instead of it arising at the completion of a procedure. They claim that when thinking logically at the beginning, professionals will be in an improved place to identify which evidence to collect, which evidence is expected to be substantial as well as being sharper about what issues they are looking for that need answers. Their claim is that critical analysis is a proficiency which should be applied. 
The first point of contact was when an anonymous call made to Brent social services was made my Marie-Therese’s distant relative Ackah as she was concerned about Victoria. The information was faxed to the children’s social care department; however, this referral was never looked until a few weeks later when Ackah called again to see what they were doing about the situation. Lord Laming (2003) said the postponement was a substantial wasted chance to safeguard Victoria.
During her first visit to a Middlesex hospital doctors dismissed her injuries on her hand as scabies, as this is what Marie-Therese had told them, although the doctor did inform the police as a precaution, PC Jones and social worker Lisa Arthurworry could have investigated further when a home visit was arranged however, they later cancelled the visit. The evidence of abuse was there yet no action was taken.
They have the first legal duty to identify a child who is potentially in danger of facing any type of physical or psychological harm, they have the power to safeguard children under the age 18. Although the Police are not part of a health and social care agency they still play a major role in detecting cases and liaising with health and social care agencies where children are in danger of harm. A child social workers job is to comply with the local authorities’ requirements as a corporate parent. They need to work together with other professionals, to safeguard that a child or young person gets right care, education, and health services.
Common Assessment Framework (CAF) is a crucial component in providing frontline services for children and young people in need, The CAF is a regulated methodology to overseeing an evaluation of a child’s extra requirements as well as determining how those requirements should be met. These approaches recognise that although everyone works with the best interests of a child, groups will prioritise various measures in pursing these concerns, (White, S et.al., 2008).
Multi-disciplinary methods are helpful solution to difficulties related with reacting to the mistreatment of children. Group or centre founded multi-disciplinary methodologies purpose is to enhance the reaction to indecent treatment by making a policy or practice framework to guide practice throughout agencies and organisations, specifically among police as well as child wellbeing agencies.  (Herbert J and Bromfield L, 2019).















Evaluation
Victoria could have been saved from abuse and neglect, however, because the professional system neglected to take action on concerns about her welfare and safety she died in the hands of her killers. Lord Laming’s enquiry (2003) revealed that there were numerous incidents when intervention may well have avoided her death. Each of these chances were ignored, not because no one presumed she was being mistreated but because no one pursued the straightforward measures to respond to fears that she was being intentionally abused (Barker J and Hodes D, 2008). This indicates that every agency engaged in Victoria’s case was aware of her abuse and misery could have ended if only they pursued guidelines outlined. Health care and social care professionals missed at least 12 opportunities to help Victoria, she was seen by four social service units, housing, police child protection units, NSPCC, besides going into hospital twice due to intentional injuries.



















Recommendations
I believe that Victoria could have been saved from the very beginning, if only the health and social care workers followed the guidelines. Below are some recommendations that could have prevented Victoria’s death and can possibly prevent situations like this happening again.
Record Keeping: Training Skilled staff with suitable training should be allocated to the child as well as their families. When a child has been recognised as being at risk, all information involving this child; must be gathered, documented, and communicated with the appropriate agencies without delay. No case concerning a vulnerable child should be shut down until the child and their guardian have been communicated with.
Accountability: Managers, Directors should create a system that records: - Who made the authorities first alert of the child’s difficulty, who is dealing with the situation, when the case was allocated, who raised the case to additional agencies or local authority, what action will be taken. It should be the responsibility of the Manager to make sure that every social worker is evident on what task they are required to do in any specific case, and they understand what was required of them. They should also be made aware that their actions will come under observation and assessed regularly. This would make sure everyone involved was on the same page.
Referrals: Every agency should have to liaise with one another when distributing their evidence. If further than one agency was participating in a child’s case, the primary agency would be liable for notifying the latter agency will have to put in writing all the details of case when notifying them.
Health Proposals: Any worries brought up by a doctor should be tackled, reported, and recorded and health staff must make inquiries concerning earlier hospital entries if they are suspicious of mistreatment. If there is harm suspected the child should not be released from the hospital without the knowledge of a leading doctor, (Social Care Wales, n.d).
Senior managers should at random check case records, social workers must examine data from all child safety organisations prior to visiting the child’s home. Accusations have to be promptly tracked and dedicated essential services should be accessible day and night.
If abuse is suspected doctors may speak to the child alone, this should be allowed even without permission from their guardian.

Conclusion
To conclude, this case study report has reflected issues that vulnerable children in this country experience. I have also pointed out relevant policies as well as agencies who can come together and make a difference in such vulnerable children and young people’s lives. I have also put recommendations on what could prevent situations like Victoria’s ever happening again. If these issues can be tackled, then optimistic results are probable. Additionally, recent data implies that when neglect is established and review suggests that the family condition is not likely to alter, then interceding to take children into care sooner, enhances outcomes later in their life., (Long T et al., 2014).
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