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Daniel Pelka suffered serious abuse and neglect at the hands of the people who were supposed to care for him the most. The overall aim of this research project is to find the flaws within the services and agencies who were involved with Daniel Pelka. Information about Daniel Pelka was never shared between agencies and so many people involved with Daniel, didn’t know the full story of his family and his background. The aim of the thesis is to find the flaws between all agencies involved with Daniel Pelka and how services can be improved to ensure that in future children do not suffer the way Daniel suffered. 
Within the research project the main methodology used was the Serious Case Review of Daniel Pelka, which was backed up by reputable journal articles, Government sources, books and websites. The main findings within the research project, were that Daniel Pelka suffered for most of his short life, which was 4 years. When Daniel started school, the school did not know his background, they did not know the domestic abuse his mother had been encountering and although Social Services had been involved with Daniels family, the school knew nothing. When Daniel joined the school, Teachers and their assistants noticed that he was quiet and very skinny. However, the Head Teacher and Teachers did not interact with Daniel to find out more about him, they only took the word of Daniels mother and the information that she would pass onto them. The way they handled situations, was not child based and it is always important to ensure the child is the main priority in any situation. Materials used within the research project was a laptop, journal articles, books and Government websites. It also contains statistics of child protection and how many children suffer and how child protection has improved or not improved. 
Overall conclusion is that child protection still needs a lot of work, sharing of information needs to be a priority so that all services and agencies involved, know all the important information there is to know, on every child they have on their records. 











[bookmark: _Toc38985628]Chapter 1: Introduction to the problem statement. 

This thesis outlines the flaws within child protection and the flaws of child protection relating to Daniel Pelka. The serious case review of Daniel Pelka will be used throughout the literature review, relating it to services used within the case. It will contain details and information on the current procedure’s professionals must adhere to, regarding child protection, and the involvement of the relevant organisations and bodies, should a child be considered neglected or abused or in serious harm of being abused. 

Chapter one is going to introduce the literature review and explain the issues that are occurring within the health and social care system relating to child protection. There will also be justification of the reason this topic was chosen. Chapter two will define what a literature review is and how research was obtained and where research was taken from.
Chapter three will discuss my theory on the Daniel Pelka case and my findings of how and why services and professionals went wrong. It will also suggest ways in which Health and Social Care Services can improve their policies and procedures to ensure that there isn’t another case like the Daniel Pelka case. There will also be an explanation of where there were weaknesses in finding the research needed. Chapter four will be a conclusion of the overall literature review and recommendations of what Health and Social Care Services can do, to improve child protection in the future. 
	

[bookmark: _Toc38985629]Glossary of Definitions and Terms

Merriam-Webster (2019) defines that a flaw is an imperfection or weakness that can detract or hinder effectiveness. Hall (2013) defines that Child Protection aims to keep children safe where there is risk of harm. NSPCC (2019) defines that agencies working with children are essential to safeguard and protect children. Health and Social Care is defined as all the services that are available from Health and Social Care providers (Definitions, 2020). Therefore, the list of definitions will enable all readers to understand all terms used within this thesis.





[bookmark: _Toc38985630]    Case Study Daniel Pelka

Daniel Pelka was a four old boy who lived in Coventry with his mother, stepfather and two younger siblings. Daniel Pelka died at the hands of his mother and stepfather in March 2013. Daniel suffered from physical abuse, neglect and starvation and died from the result of an acute head injury (Hall, 2013). Hall (2013) explains that Daniel started school on the 14th of September 2011 and had very little language skills. Daniels mother and stepfather were known to the police and other Health Services, but the school had no knowledge of this. The Serious Case Review of the events leading up to Daniel Pelka’s death, were published by Coventry Safeguarding Children Board to highlight the issues and the opportunities that were missed by numerous agencies, who were supposed to be there to protect him (Rogers 2013). Rogers (2013) states in his report, that Daniel’s suffering was in full view of the staff in his school. Daniel would forage for food in the bins and staff would prevent him from eating it, as they had been told by his mother, that he had an excessive eating disorder. Daniel had severe weight loss, and numerous bruises and injuries that were all visible. Rogers (2013) states that the serious case review identifies many times, where actions or inactions by individuals and the short comings of effective working systems, contributed in the failure to protect Daniel. During Daniel’s time in school Daniel had many facial injuries, but because the school did not report the injuries or record the dates and times, it was unclear what injuries they were and when they happened, and no injuries were ever reported to Coventry Children’s Social Care. Rogers (2013) also states in his report that during Daniel’s time at school, although staff had many concerns, Daniel was not asked about his home life or his worries and so he believes that the school did not do enough to protect Daniel. Whilst there were attempts by the school and health professions, to address Daniel’s health, there were too many missed opportunities for urgent and purposeful intervention in this case. Wonnacott and Watts (2014) also state that the recording systems in the school, were not being used consistently and were not gathering all the information into a central place in order to establish an accurate assessment. Wonnacott and Watts (2014) believe this is down to the lack of leadership within the school and insufficient school training in relation to child protection. Recording systems that should have been used to gather information and assessments to record the risk of abuse, were not in place. Wonnacott and Watts (2014) believe that in addition to all of this, professional judgment was not used to refer Daniel and his situation, to Children’s Social Care.




[bookmark: _Toc38985631]Effective working systems. 

Jones and Blythe (2016) suggest that there have been many tragic cases involving children and believe the numbers of children in child protection is higher than it has ever been. Jones and Blythe (2016) believe that communication between professionals within services and agencies is lacking which is causing children at risk to suffer. Jones and Blythe (2016) also suggest that although child abuse is high, England and Wales have one of the safest protection systems in the world.  Jones and Blythe (2016) suggest that Social Workers, Teachers, Health Visitors and Police Officers together must work together effectively to ensure children’s lives are better. 
Beckett (2007) states that children rely on adults to care for them and look after them and provide them with all their basic needs. However, there are many children who are abused or neglected at the hands of the people who are supposed to care and protect them. Beckett (2007) explains that all Health and Social Care Services and all other agencies who work with children and families, have a duty to share information with each other to ensure all services know everything they need to know about the child and the family, especially if they believe a child is at risk. Beckett (2016) states that all health and social care services have structured strategies and procedures that must be followed, to ensure they are doing all they can to safeguard all children who are at risk from abuse or neglect. 

[bookmark: _Toc38985632]Welsh Government

The Welsh Government (2017) state that safeguarding is about protecting children and educating people around them, to recognise signs that a child is being abused or neglected. One of the most important principles of safeguarding is that it is everyone’s responsibility and each professional must do everything they can to protect children. The Welsh Government (2017) also have in place a National Independent Safeguarding Board that works with other Safeguarding Boards around Wales. The Safeguarding Boards are in place to ensure the support is effective and to report to Welsh Ministers on how procedures can be improved. The Welsh Government (2017) also support AWCPP (All Wales Child Protection Procedures) which play a major role in safeguarding children and promoting welfare of children. The AWCPP provide child protection practice to all local and regional boards across Wales to ensure they are fully informed of all information and procedures, in order that they can be correctly applied.



[bookmark: _Toc38985633]Education

The Department of Education (2019) states that schools and all its staff have an important part to safeguard the children on a wider scale. Schools are particularly important, as they are in a position where they can identify early signs of abuse or neglect and prevent it from becoming a much more serious situation. Staff have the responsibility to ensure their school is a safe environment for children, where they can learn to the best of their ability. If any member of staff has a concern, they must complete a referral form, which lets them record all the concerns they have. The Department of Education (2019) also suggests that every school must have a Safeguarding Lead, who will communicate with families, Social Workers and any other agency that they need to, to provide support and information to everyone involved. Department of Education (2019) believe that all staff should be aware of procedures and policies within their school regarding child protection.

[bookmark: _Toc38985634]Justification 

All children have the right to protection, the right to be safe, the right to belong, the right to be heard and the right to grow up in a protective environment. The government, communities and Local Authorities have the responsibilities to ensure children are cared for and looked after. Daniel Pelka was just a little boy who suffered mistreatment for the whole of his short life. The reason for this research is to find out why Daniel Pelka was left to live in such poor conditions and treated the way he was treated. With all the Health and Social Care Services that were involved, how was the mistreatment of Daniel missed and why was information between agencies not shared. Protection of children should be paramount. As a result, finding the flaws within child protection and finding ways in which children can be better protected, will be beneficial for the future of every child in the UK. 

[bookmark: _Toc38985635]Aims and objectives

The aim of the research project is to find and reduce the flaws of child protection within Health and Social Care Services in Wales. 
[bookmark: _Toc38985636]Objective 1 – To define key terms and background information relating to child protection and its role within Health and Social Services, using Daniel Pelka as a primary case study.
[bookmark: _Toc38985637]Objective 2 – To analyse related academic journals, to evaluate child protection within Health and Social Services. 
[bookmark: _Toc38985638]Objective 3 – To identify best practice. 
[bookmark: _Toc38985639]Objective 4 – Provide recommendations on what can be improved around child protection within Health and Social Care.

[bookmark: _Toc38985640]Chapter 2: Methodoligical and Search Process

This chapter will explain and define what methodology is and define and explain what a literature review is. It will also provide my own methodology used for the research project.

Pam (2013) suggests that a methodology is a term used to describe a system of methods, a collection of principles and rules of procedure. The methodology outlines the process behind the methods of collecting data. Achari (2014) suggests that research methodology has many dimensions. It is a systematic way of solving a problem. A research methodology gives a person the necessary training in being able to gather information. Sileyew (2019) explains that a research methodology is the way in which a researcher carries out his research. It is also a way of showing how the researchers formulate their problem and objective and show the results they have found. Sileyew (2019) also suggests that the outcome of the research, will meet the objectives of the study.

Charles Sturt University (2020) explains that searching databases consistently, will help to save time, aid progress, be more refined and can also be very helpful. Having more refined searches can also help to improve the relevance of searches, as it will highlight keywords that can influence the search. Charles Sturt University (2020) suggest that to develop a search strategy, a person must know what they are researching and how to define it. Keeping record of key words can help with finding themes within the research. Keeping records of research will improve time management and make it easier to find what is needed quicker than doing the search all over again. 


[bookmark: _Toc38985641]Literature Review

Brink, Van Der Walt and Van Rensburg (2006) defines a literature review as a study with all written sources relevant to the topic of interest. Literature reviews involve finding, reading, understanding and forming conclusions about the published research.
Brink et al (2006) explains that a literature review is identifying a topic and identifying a purpose of the topic by doing a systematic search to find out precisely what is known about the topic. Brink et al (2006) believes that literature refers to the sources that are effective to enable a researcher to find and provide in-depth knowledge on the topic. The literature search and the review are essential to the research process. It means that a study is well thought out, well focused and well designed. 


[bookmark: _Toc38985642]Ethical Considerations

Polonsky (2004) explains that ethics within research is growing in importance. Therefore, it is important that it is understood how the basics of ethical research, can have an impact on the research project. This is especially important if members of the public are involved within the research. Polonksy (2004) suggests that throughout a research study, there can be different researches involved, such as interviews, focus groups, surveys or even observing people, although researchers such as students, can be well intentioned with their research, it can cause harm in an unintended way. It is a responsibility to consider the kind of harm that could occur when planning research. It is important to behave according to ethical standards, consider how it could have a negative effect on people and ensure that individuals protect themselves and their Institution.
Critical Appraisal Skills Programme also known as CASP systematically allows access to trustworthy, relevant, published papers (CASP, 2018). 

During the research process CASP was used to find relevant, up-to-date journal articles. Main research came from the serious case review of Daniel Pelka, this is where most of the research work came from which gave detailed explanations of what happened to Daniel Pelka and provided information of the agencies who were involved with the case. The serious case review supplied the information that was needed to be able to build the research project. In addition to the serious case review, journal articles provided further support to the research. Government websites were useful resources to find Policies and Procedures that have been introduced to address child protection needs. Reputable newspaper articles such as The Guardian and The Independent also provided information regarding the Daniel Pelka case and detailed articles on child protection and the current issues encountered around child protection. These sources provided information that was needed to be able to write the research project and also provided the knowledge for this chosen topic. As information was being used from other researchers, It was important to ensure the ethical rigour was clear and observed within the research that was being used. 
[bookmark: _Hlk499540418]
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   Was there clear multi agency working between all agencies involved?                                                                                                                                                     
Peachey (2013) explains that teachers, care workers and police were all criticised in the case of Daniel Pelka. Police received 26 reports of domestic abuse at Daniel’s home, between his mother and stepfather, however, due to lack of information being recorded and lack of questioning, police never understood what was actually happening inside that house. Peachey (2013) believes that Daniel was invisible to all authorities and no one stepped forward to take adequate action even with all the warning signs that had been presented. Peachey (2013) states that authorities failed the most basic aspect of child protection. Many professionals were involved with Daniel Pelka, however there is criticism of these agencies, as there was failure to share key information that could have helped Daniel. Cooper (2013) believes that with the police being called on numerous occasions and because of the domestic abuse reports, the social workers should not have listened to the mother when she stated that the abuse had stopped, and when she said that she was able to protect her children. Professionals failed to see the full extent of the abuse that was happening in the house and although Daniel was the main focus of concern, he had not been interviewed by any Social Worker on his own. Cooper (2013) believes he was rarely the focal point of their interventions. Cooper (2013) found Jo Cleary, who is chair of the College of Social Work, also believe that the Social Workers who were involved, should have taken the domestic abuse reports seriously, as it is a potential child protection issue, and should have always be mindful, that parents can be manipulative and can deceive them. Jo Cleary states that above all else, everyone who is involved in working with children, must have full focus on the child and ensure that their voice is being heard. Dixon (2013) explains that there were many chances missed by Authorities who could have helped Daniel, there were many reports, meetings, letters, assessments and observations by Social Workers, Police, Doctors, Health Workers and Teachers, that were ignored. Dixon (2013) found that a Police Constable stated that they did not give Daniel a chance to speak to them, and that it was very clearly, a missed opportunity. The Police Constable suggests that lessons should be learnt from this and that all the professionals that were involved should have made Daniel their main focus and put him at the centre of the investigation. GOV (2018) state that there is nothing more important than the safety and welfare of a child. As soon as it is needed, children deserve high quality and effective care and support. Although it is parents who have the main responsibility for the care of their children, Local Authorities and other services and agencies need to be able to work together to ensure they fulfil their duties of safeguarding children and promoting the welfare of all children. NSPCC (2019) state that multi agency working is key to ensuring effective safeguarding and child protection. It is important that all professionals from different agencies work together to gain information of a child’s situation and be prepared to implement the appropriate support needed.
Devaney and Spratt (2008) explain that in the UK the child protection system is a collective term to describe the organisations and procedures that are arranged to facilitate the professionals of different agencies to work together to protect children who are believed to be at risk of harm or experiencing harm. Policies are directed from the Government and the delivering of policies are assigned to Local Safeguarding Children’s Boards (LSCB). LSCB are different agencies who work together in the UK with Social Workers, Education and Police, and who follow the policies provided by the Government to ensure that a comprehensive system is in place to identify, intervene, support and protect children who are at a higher risk of harm, whilst also supporting children to reach their potential through a range of preventative and supportive services. It therefore shows there is a major flaw within multi agency working. 

[bookmark: _Toc38985644]Was Information Shared effectively between all agencies?

[bookmark: _Hlk33443570]Government (2018) state that sharing information is essential for all professionals when working with children. The decision to share information and how much information a professional can share, can have an immense impact on an individual’s life. Sharing information can help to ensure that any individual receives the help and services they need at that time. Government (2018) suggest that information sharing should not and cannot get in the way of needing to protect children from the risk of abuse or neglect. Every professional working with children needs to take information sharing seriously and should not assume that another professional will pass on the information which may be vital to protecting a child. Government (2018) explain that when there are concerns for a child, it is important that information is shared promptly and effectively between organisations so decisions can be made, and actions can be taken which will be in the best of interest of the child. NSPCC (2015) believe that as a result of many different serious case reviews, information sharing between agencies is still not happening as effectively as it should be. There is a recurring theme with regards to communication and decision making between different agencies who work with children. GOV (2003) explain that Victoria Climbie, was also a young girl who suffered and died at the hands of her family members, and she too came into contact with many different agencies, but none of those agencies acted on the warning signs. Children like Daniel Pelka and Victoria Climbie died as a result of a lack of communication between agencies. GOV (2003) have introduced Every Child Matters scheme, which focuses on making sure children are protected and that each child fulfils their potential. It is a scheme which works to improve information sharing between agencies by ensuring all Local Authorities have a list of children in their area and a list of services that those children have had contact with. The GOV (2003) are aiming to have the information regarding a child transferred with that child, so ensuring all agencies have the correct and up to date information stored. The GOV (2003) are also developing, in many parts of the country, new methods and solutions to sharing information to enable professionals to raise their concerns at an early stage. Guardian (2014) explain Coventry Safeguarding Children Board found that delays with information being shared by Health Professionals, School staff and Social Workers along with lack of staff and insufficient training, failed to help and protect Daniel Pelka. There were also found to be delays in recording information, due to there being a lack of administrative support, insufficient leadership and oversights, where minutes taken from meetings were not shared around other agencies. Guardian (2014) also found that Health Visitors and Daniel’s School Nurse, did not have any records of the family’s circumstances. The School was not able to form an accurate assessment of the risks to Daniel, as not all of the information had been gathered together. Vernall (2013) states the serious case review uncovered many basic failures but believes that we need to know why information was not sufficiently recorded and why it was not shared effectively around all agencies involved. Vernall (2013) believes that there needs to be an understanding of why these failures happened, in order that improvements can be made for the future protection of all children. It shows therefore that information needs to be shared more effectively and efficiently to ensure all services involved with the child know all the information they should and need to know. 

[bookmark: _Toc38985645]Did all agencies stay Child Focused during their visits to Daniel Pelka?

Rogers (2013) states in the serious case review, that Daniel’s sister, was always used as an interpreter, as her English was much better than both Daniel’s and her mother’s. Daniel’s sister was also used to interpret and describe as an adult would, for example, one occasion she was asked about an injury that Daniel had, and was asked to explain how it had happened. Rogers (2013) states that although the school seemed to be concerned with Daniel’s condition and behaviour, Daniel was never actually spoken to about his home life. Professionals involved with Daniel did not try hard enough to engage with Daniel and did not let him feel confident enough, to be able to express his feelings and worries of home life. However, Rogers (2013) believes that because there was not enough consistency of professionals engaging with Daniel then it would have been almost impossible for Daniel to open up and talk about the abuse he was suffering at home. Ferguson (2013) suggests that in the serious case review, it states that Daniel’s home was a very tense and sometimes violent atmosphere and when Social Workers are in that environment, they can become overwhelmed and the main focus of their visit can be overlooked. Ferguson (2013) also believes that Teachers are not able to attend children’s homes to assess their homelife and can be manipulated by the parents with lies and irrational beliefs such as when Daniel’s mother told the school he had an eating obsession. 

La Valle, Payne and Jelicic (2012) state that there has been evidence to show that children’s voices are not often heard in child protection cases. It is believed that professionals and children think that meaningful engagement with children can lead to improved outcomes for children at risk. La Valle et al (2012) states that the Children Act 2004 places a duty on Local Authorities, that the wishes and feelings of a child are taken into consideration when decisions are made involving them. It can be made easier if the child has an advocate that can represent the child and help them with decision making. Cossar, Brandon and Jordan (2011) believe that asking children their worries and concerns will help Social Workers and other professionals forge a relationship with the child. Having the child speak about their views on their family life, can help the Social Worker have an insight of the dynamics in the child’s home. The Social Worker may also be able to help the child understand that the problems that occur in their home, are not their fault and not their responsibility to put things right. Cossar et al (2011) believes that focusing on the child and listening carefully can give an insight on what is happening around them. In August 2014 the minister of state for justice and civil liberties agreed to bring together a Voice of the Child group to improve practice and to ensure that the best outcome happens for all children involved. Voice of the Children is an overall policy to ensure that children and young people’s voices are heard (GOV, 2015). Ofsted (2011) found that in many serious case reviews children were not seen as frequently as they should have been by all professionals involved, angeices did not listen to adults who were there to speak on behalf of the children who had important information they needed to share, parents would prevent healthcare professionals from seeing the children and agencies did not protect the children with the findings they found. And therefore it shows that agencies did not focus enough on Daniel and ensure that he was listened too and it resulted in Daniel’s abuse being missed.

[bookmark: _Toc38985646]Do the National Statistics of child protection show an increase or decrease in child abuse?

Office of National Statistics (ONS) (2020) state, Child abuse is a terrible crime against many vulnerable children in society. It an issue that sometimes is not understood or discussed and therefore can lack complete statistics. ONS (2020) have compiled a range of indicators from different data sources to show better understanding of the extent and circumstances of child abuse in England and Wales. The data recorded, related to sexual abuse, physical abuse, emotional abuse and neglect. ONS (2020) also state that measuring child abuse is difficult, as it is hidden from view and comes in many different forms. Gathering data from different sources is a better way of understanding the nature of child abuse.  NSPCC (2019) explain that there are a number of different sources of information and data from other services who work with children, which can help them build a picture of the scale of abuse. NSPCC (2019) state that the number of children suffering from abuse is unknown.
Elkin (2020) states that stats show from the crime survey for England and Wales (CSEW) estimated that 1 in 5 adults between the ages of 18-74, suffered with at least one form of child abuse before the age of 16. This could have either been emotional abuse, physical abuse, sexual abuse or witnessing domestic abuse. Elkin (2020) believes that many cases of child abuse remains hidden. 
At the end of March 2019 ChildLine gave 19,847 children counselling and 1 in 20 of them were referred to agencies outside of ChildLine. In Wales at the end of March 2019, 4,810 children were being looked after by their Local Authority, because they were experiencing abuse or neglect or were at risk of abuse or neglect.  
Bolt Burden Kemp (2020) states that stats show over 50, 000 children need protection from abuse in the UK and 1 in 10 children in the UK are neglected. 1 in 14 children experience emotional abuse by a parent or guardian and 1 in 14 children suffered physical abuse. 

[bookmark: _Toc38985647]Do the services involved with children need to be improved?

[bookmark: baep-author-id1][bookmark: baep-author-id2]Broadhurst, Wastell, White, Hall, Peckover, Thompson, Pithouse and Davey (2009) explain that an initial assessment is about recognising the importance of the initial professional response, and emphasising that it is timely, and that the child concerned, needs to be seen at the earliest point. Many local authorities now have very clear procedures and policies that must be adhered to with regards to the assessment framework and their initial response. Despite this, Broadhurst et al (2009) believes that there are still failures and concerns for those children at risk of serious harm. There are also indications that show children and families who are in need, are not receiving the support or help they should be. Devaney and Spratt (2008) also agrees with Broadhurst et al (2009) in regards to the lack of progress being made to reduce child abuse and in the lack of progress to improving the outcomes for children at risk. Devaney and Spratt (2008) recognise that child abuse is prevalent in all societies but believe that despite professional efforts and financial expenditure over the last 30 years, there has been insufficient progress in reducing child abuse within the UK. Although Devaney and Spratt (2008) found that research undertaken by Colin Pritchard and Ann Sharples (2008) argue the fact that there has been a decrease in the number of deaths of children in the UK, they all agree that there is still a significant number of children who are being referred to Social Services.  Devaney and Spratt (2008) explain that in the UK the child protection system is a collective term to describe the organisations and procedures that are arranged to facilitate the professionals of different agencies to work together to protect children who are believed to be at risk of harm or experiencing harm. Policies are directed from the Government and the delivering of policies are assigned to Local Safeguarding Children’s Boards (LSCB). LSCB are different agencies who work together in the UK with Social Workers, Education and Police, and who follow the policies provided by the government to ensure that a comprehensive system is in place to identify, intervene, support and protect children who are at a higher risk of harm


[bookmark: _Toc38985648]Findings and Gaps in Literature  

Although from the serious case review which is where most of the information was gathered, it was found that there were limited journal articles and reputable resources available to back up the Serious Case Review. There was little scientific evidence found regarding child protection and the analysis of whether it has been improved or not since the Daniel Pelka case. Records of child abuse are limited, because many of the children who have or are still suffering, are unable to find the support and mechanisms to be able to have a voice, it can be later in life that their issues and problems encountered as a child become evident.


[bookmark: _Toc38985649]Methodological Weaknesses Identified 

The case study on Daniel Pelka was an important study, which enabled to highlight flaws within child protection. However, there were no journal articles or books which related to Daniel Pelka and it was mainly newspaper articles and the Serious Case Review, where information was found.  The serious case review shows a lot of detail on what went wrong with Daniel, however it lacks the explanation of why it was allowed to happen. It shows that there were many professionals involved with 42 opportunites where these professionals could have intervened and saved Daniel, but they were all missed. If there was an understanding of why these opportunities were missed then children in the future can be better protected.


[bookmark: _Toc38985650]Chapter 4: Conclusion and Recommendations 

The case of Daniel Pelka raised many concerns about the ability of agencies to address domestic violence and their ability to diffuse a situation. This could have been such an important intervention by the agencies and would have ensured that the situation that Daniel found himself in, would not have escalated. On many occasions the professionals involved, showed naivety by believing that the domestic violence within the household would stop and that the mother would be capable of looking after the children, as she said. The agencies paid little or no attention to the patterns that were developing. If we look into Daniel’s death as predictable or preventable it could be said that if professionals had been more focussed on their intentions of addressing their concerns, then Daniel would have had greater protection. There should have been more of a focus on Daniel’s life as a whole and a greater focus on the injuries he had. Although Daniel had not been fed properly or even not fed at all, he did not die of malnutrition, Daniel died because he suffered a major head injury. If he had not died through physical abuse, Daniel may have survived the starvation that he suffered, and had agencies worked efficiently and effectively, then the concerns would have been raised and addressed. None of the agencies involved with Daniel, could have predicted that he would have died at the hands of his mother. Although there were many attempts made by Daniel’s school and his Health Care professionals on highlighting Daniel’s general health and behaviour issues, there were too many opportunities missed which would have exposed the main cause of his problems. The school were concerned about Daniel’s supposed obsession with food and did raise their concerns to health professionals, however, no links were made between his injuries and the eating problems. In addition to this, all the interventions that were made by many agencies were not sufficient in themselves to be able to protect Daniel. The Daniel Pelka case has shown that although there were instances of good practice with services and agencies, it has shown that there is still a gap in the training needs nationally, and with such training this would go towards ensuring that this kind of case does not happen again. The system failed to practice good communication between all agencies involved and between agencies and Daniel, Daniel was not spoken to once during the whole case. There were also occasions where professionals made assumptions of what other professionals had done without being thorough and checking it out for themselves and in doing that they underestimated and misjudged the level of risk that Daniel was actually in. During the case of Daniel Pelka, services were finding it difficult to organise the work load they had and so it could have been a reason why Daniel’s family were not being seen regularly enough or being sufficiently reviewed. Daniel was not protected due to many failings made by the agencies and professionals involved. All professionals involved missed the abuse Daniel was going through due to the manipulation of Daniel’s mother, who made the professionals believe she was a caring parent and was capable of looking after her children. When Daniel was looking for food in school bins the Teachers and Headteacher excepted his mothers’ word for it that he had an obsessive eating disorder and they believed that it was a medical condition. Domestic abuse within a family should always be a child protection issue and if there is no direct engagement with a child, any assessments made, will not be accurate account of the situation, there must always be child-based interventions to minimise the risk of any abuse of a children. 

[bookmark: _Toc38985651]Recommendations

Sharing of information between agencies and services needs to significantly change to ensure that all families and children involved with domestic abuse are protected and effective outcomes are achieved. Information sharing includes the need to have accurate and timely recordings, with all relevant information being past to the agencies and services concerned in order to guarantee that immediate action is taken and that the safety of the child is assured. With legislations and guidelines in place, it should mean that agencies work effectively together, however, this does not happen and it has shown with Daniel Pelka. Exploring the factors that hinders effective collaboration between agencies would be a good start, such as communication, record keeping and training. As professionals such as teachers can be first to see signs of abuse it is important that they record their findings and let it know to other agencies as sometimes situations regarding child proectection do go without being documented also like the case with Daniel Pelka. All professionals involved with protecting children should have the mind set that information they need to share will benefit the child in need and to do this communication between all agencies, record keeping and training to all staff is paramount. 

Training needs to become a regular and detailed occurrence, which is monitored to make sure that all professionals are included, are up to date with their knowledge base, know how to adequately deal with domestic abuse situations and are fully aware of the recording and referral process. Additional training will also give all agencies the ability to work closer together, share issues and problems that may arise and achieve positive outcomes.  Multi Agency Training courses can be provided to all agencies working with children in need to help them better understand the importance of effective multi-agency working, understanding the importance of effective communication within multi agency working and help them provide skills they need to work effectively and communicate effectively between all agencies.  Local authorities and the Government should enable this training and provide funding so they know that the children and the agencies working around children are fully knowledgeable on multi agency work. Professionals who would need training are the professionals working within social services, the teachers in schools, police and healthcare professionals.

Within schools, training plans need to be implemented to ensure that all Teachers undertake regular Child Protection training courses, which will consolidate their knowledge and remind them of the processes they need to follow for each incident they encounter including timeous recording and appropriate referrals. Governing bodies within the schools need to have clear systems in place to cover Child Protection in line with Government guidelines and legislations. Governing bodies must make it clear who the designated child protection officer/s are within the school, with all Teachers and staff being made aware, so they know who they would need to go to, if they have any worries or concerns. Although child protection training is happening within in schools and agencies involved with children, it needs to become a regular task to keep ensuring that knowledge and code of practice is still at high level. 

With Daniel Pelka being unable to communicate or converse, all Teachers, school staff, professional bodies and agencies need to ensure that they use interpreters effectively. This will guarantee that the child concerned is able to be heard, and may then, with the right encouragement and coaching, open up about their problems, feelings and situation. This would certainly enable all agencies and professionals involved to get an understanding of the child needs. Government and Local Authorities should be able to provide these services to schools and social services if they are needed and take care of the funding that would come with these services, as it can be an important service in helping any child who does not speak English well or are not able to communicate effectively. 

Overall, all agencies and professional bodies working with children, need to thoroughly understand the Child Protection process to make sure that the mistakes that were made during the short life of Daniel Pelka, will never happen to any other child. They also need to read the serious case review of Daniel Pelka, to enable them to have a greater awareness of the consequences that could occur and to help them realise that within their own areas of work they are doing all they can to protect and support children. To ensure child protection is adhered too and rigour, laws and legislations must be followed, policies and procedure must always be thoroughly followed through and prevent mistreatment, violence and discrimination to all children. A greater awareness, knowledge and understanding of Child Protection, should ensure the future protection of all children
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[bookmark: _Toc38985654]Thesis Search Sheet 1

	
My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	7/11/19
	Bing
	what are the flaws in schools regarding child protection wales?
	6,010,000
	Aim
	Found some good information off the welsh government website.

	7/11/19
	Bing
	Child Protection in Schools Wales
	6,150,000
	Aim
	Gave me a good document that gave information on what is expected from schools regarding child protection


	7/11/19
	Bing 
	aim- for children to be protected from abuse
	10,300,000
	Aim
	Good information on aims for child protection

	18/11/19
	Bing 
	definition of primary education system uk
	261,000,000
	Aim
	No clear definition
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	24/10/19
	Google Scholar
	what are the flaws in primary education regarding child protection wales?
	27,700
	Aim 
	I had some information that was useful

	24/10/19
	Google scholar
	what is child protection?
	3,450,000
	Title 
	It didn’t give an exact definition of what child protection is

	24/10/19
	Google Books
	what is child protection?
	250
	Title 
	Some books were useful and gave good information on child protection. 

	7/11/2019
	Bing
	what are the flaws in schools regarding child protection?
	36,800,000
	Aim 
	Gave more on protection in England
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	18/11/19
	Bing 
	what does primary education system mean
	232,000,000
	Title
	No clear definition 

	18/11/19
	Bing 
	define primary education system
	66,300,000
	Title
	No clear definition 

	18/11/19
	Bing 
	definition of flaw
	111,000,000
	Title
	Not many clear defnintions but one website gave me an appropriate definition

	18/11/19
	Bing 
	definition of primary education system uk
	261,000,000
	Title
	Lots on what the givernemnt want and are doing but still no definite definition.
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	04/12/2019
	Bing
	define primary education
	25,100,000
	Title
	Many different definitions of primary education came up. 

	04/12/2019
	Bing
	define child protection
	18,100,000
	Title
	Many different types of definitions. 

	04/12/2019
	Bing
	aims of child protection in schools
	21,300,000
	Aim
	Did not give information I needed

	04/12/2019
	Bing 
	aims to protect children in education
	232,000,000
	Aim 
	Not the right information 
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	04/12/2019
	Bing
	aim to reduce flaws in child protection in primary education wales
	265,000
	Aim
	Not information I was looking for.

	06/12/2019
	Google Scholar
	issues with child protection in schools
	2,310,000
	Aim 
	No relevant information

	06/12/2019
	Google Scholar
	"protection policy" primary and secondary schools wales
	1,950
	Aim 
	No relevant information

	06/12/2019
	Google scholar
	importance of child protection in schools
	2,250,000
	Aim
	Information more based on international schools 
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	06/12/2019
	Google Scholar 
	ensuring child safety in primary education
	469,000
	Title
	Provided some relevant information

	06/12/2019
	Google Scholar
	child protection + primary education + flaws

	151,000
	Title 

	Gave me two books with good information 

	06/12/2019
	Google Scholar
	flaws + child protection + schools + UK
	57,500
	Title 
	Good journals and books

	06/12/2019
	UWTSD Online Library
	child protection + schools + flaws + uk
	971
	Title 
	One journal had good information
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	29/1/2020
	Bing
	effective leadership in primary education uk
	86,500,000
	Objective 2
	Little information was taken from this term

	29/1/2020
	Bing
	importance of effective leadership in primary education relating to safeguarding
	52,600,000
	Objective 2
	Had some relevant information

	29/1/2020
	Google books
	effective leadership in primary education
	1,940,000
	Objective 2 
	Had some relevant information 

	29/1/2020
	Google books
	importance of effective leadership in education
	6,200,000
	Objective 2
	Had some relevant information 
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My research question:

	
 What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	29/1/2020
	Bing 
	what is effective leadership within education?
	18,000,000
	Objective 2
	Did not provide information I needed

	29/1/2020
	Bing

	importance of effective school leaders
	3,250,000
	Objective 2
	Some information was relevant

	29/1/2020
	Bing
	effective safeguarding supervision
	1,210,000
	Objective 2
	Some information was relevant

	29/1/2020
	Bing 
	effective school leader and how they deal with child protection?
	26,700,000
	Objective 2
	Did not get as good information as I needed
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My research question:

	
 What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	24/2/2020
	Bing
	why should it be child based when dealing with children at risk?
	59,600,000
	Objective 3
	Limited resources

	24/2/2020
	Bing
	serious case review daniel pelka
	46,800
	Aim 
	Was able to open the case review of Daniel Pelka

	24/2/2020
	Bing
	Daniel Pelka was not spoken to
	305,000
	Aim
	My search question was not 

	24/2/2020
	bing
	was daniel pelkas case child based?
	21,000,000
	Objective 3
	Some articles came up about this question
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My research question:

	
 What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	24/2/2020
	Bing
	Child based approach
	1,180,000
	Objective 3
	Broguth up some good information, nothing I could use though

	24/2/2020
	Bing
	intergrated health and social agencies
	264,000,000
	Objective 3
	Provided information on how agencies integrated

	24/2/2020
	Bing
	intergrated agencies
	8,980,000
	Objective 3
	Provided information but no really about health and social care

	24/2/2020
	Bing
	what is multi-agency working
	373,000
	Objective 3
	Some information was good to look at
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	12/3/2020
	Google books
	why wasn’t daniel pelka spoken to?
	520
	Objective 3
	Some information was valuable but some was not

	12/3/2020
	Bing
	Journal article how important is it that a child is main focus of a child protection case?
	57,300,000
	Objective 3
	Little relevant resources

	12/3/2020
	Bing 
	how much has the amount of child protection changed since daniel pelka?
	359,000
	Objective 3
	Little relevant resources

	12/3/2020
	Bing 
	what has changed since 2013 with child protection
	107,000,000
	Objective 4
	Little relevant resources
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My research question:

	
What are the flaws in the health and social care system in relation to child protection in the UK?

	
Places to search for information:

	
Google Books, Google Scholar, Internet Websites, Books, Journal Articles

	

	
Date 
	
Database Name
	
Search Terms 
	
No of Results
	
Links to: title, aim, objective number?
	
Your Comments

	12/3/2020
	Bing
	what is a methodology?
	1,970,000,000
	Chapter 2
	Mostly dictionary definitions

	17/3/2020
	Google books
	research methodology
	203,000,000
	Chapter 2
	Gave me a book on what methodology was 

	17/3/2020
	Google books
	search strategy literature review
	594,000,000
	Chapter 2
	Provided information on what a literature review is

	17/3/2020
	Google books
	why is a search strategy important
	1,460,000,000
	Chapter 2
	Gave me good information on why a search strategy is important
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(CASP Checklist: 10 questions to help you make sense of a Systematic Review

How to use this appraisal tool: Three broad issues need to be considered when appraising a
systematic review study:

N Are the results of the study valid? (section A)
IN What are the results? (section )
IN Wil the results help locally? ~ (section ¢)

The 10 questions on the following pages are designed to help you think about these issues
systematically. The first two questions are sereening questions and can be answered quickl.
Ifthe answer to both s “yes”, t s worth proceeding with the remaining questions. There i
some degree of overlap between the questions, you are asked to record a “yes", “no” or
‘can't tell” to most of the questions. A number of alicised prompts are given after each
question. These are designed to remind you why the question is important. Record your
reasons for your answers In the spaces provided.

Abouts These checkists were designed to be used as educational pedagogic tools, as part ofa
workshop setting, therefore we do not suggest a scoring system. The core CASP checklists
{randomised controlled trial & systematic review) were based on JAMA 'Users’ guides to the
medicallierature 1994 (adapted from Guyatt GH, Sackett DL, and Cook DJ), and piloted with
health care practtioners

For each new checklist, a group of experts were assembled to develop and pilotthe checkist
and the workshop format with which it would be used. Over the years overall adjustments
have been made to the format, but arecent survey of checklist users reiterated that the basic
format continues to be useful and appropriate.

Referencing: we recommend using the Harvard syle ctation, Le.: riticol Appralsal kil
programme (2018). CASP insert nome of checklist . Systematic Review) Checklst. fonin
Avalloble at: URL. Accessed: Date Accessed,
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