


In 2020 The World Health Organisation shared statistics regarding child maltreatment. Approximately three in four children, aged two to four are subjected to physical and/or psychological abuse from their care giver (WHO, 2020). This essay will focus on child abuse in England and whether the concept of multiagency working has been effective. To also gain an in depth understanding on factors that have inspired changes in safeguarding practice and policies. Unfortunately, many children that have suffered abuse, their life came to a tragic end and due to the extent of the abuse they became high profile cases in England. The two children that have been chosen to discuss in this essay are Victoria Climbie, who was an eight-year-old girl that died in the year 2000 due to abuse (Cooper, 2005). Also, Peter Connelly, also known as ‘Baby P’, who was seventeen months old and sadly lived a very short life, he passed away in 2007 (Jones, 2014). This brings the question ‘What more could have been done?’. The essay will critically analyse multiagency working and make recommendations for improvements to ensure every child is kept safe.

Child abuse is defined as deliberately inflicting physical, sexual or emotional harm onto a child and neglecting them. A child named Dennis O’Neill was killed in 1945 by his foster father. This was the first formal case of child abuse in England (NSPCC, 2021). At this time, there were no legislations that protected children. The death of Dennis brought the implementation of the Children’s Act 1948, due to recommendations that were made by Sir William Monckton which was put in place to support children that were unable to be cared for by their biological parents (Therapeutic Care Journal, 2011). From 1948 to this present day there have been many changes in policies that have been influenced by occurring cases like Dennis O’Neill.

[bookmark: _Hlk89776782]Abuse can present itself in many different forms (Finkelhor and Korbin, 1988). Victoria Climbie was exposed to physical, emotional, sexual abuse (suspected) and neglect. Born in the Ivory Coast on 2 November 1991, Victoria was an intelligent and joyful child who had no health issues (House of Commons Health Committee, 2003). Her family was structured of mother, father and her six siblings, home life was safe for Victoria which is a key element to childhood and family life (Bzostek and Berger, 2017). The level of poverty is high in the Ivory coast, with a very young population (Humanium, 2020). Research has shown that children that live in poverty, have a higher chance of poor physical health and limited school achievement (Brooks and Duncan, 1997). Lack of opportunities is what led Victoria’s parents to allow her to go to France in 1997 with her great auntie, Marie Therese Kouao (House of Commons Health Committee, 2003). The abuse began instantaneously, the school in France that Victoria attended noticed a change in her behaviour – her attendance declined and her overall wellbeing was a cause for concern. Under The Children’s Act 1989, section 47 states that the school (local authority) has a duty of care. If a child is suspected to be a victim or potential victim of abuse, necessary actions must take place to safeguard the child (Legislation.gov.uk, 2021). The school followed this policy through, by issuing a ‘child at risk notification’, this action allowed the opportunity for a social worker to become involved in the reported concerns.

During this time, until the day of her death, Victoria Climbie and Marie had moved to London and was known to many services including Haringey Council. The purpose of multiagency working is to work together to eliminate risks and possible harm effectively (Atkinson et al, 2002). Victoria was known to four social service departments, three housing departments, two child protection police teams, two hospitals, a NSPCC centre and a few churches within the area (Virtual College, 2019). There are various reasons as to why deaths, like Victoria’s, come to a tragic end. An article written by David Hall (2003) who is president of the Royal College of Paediatrics and Child Health, stated that the main reason that death is the outcome in these cases, is due to the lack of teamwork from the individual professionals. The agencies that failed Victoria, missed twelve opportunities to protect her from the abuse that she endured. Each service had a responsibility which was not fulfilled. The Social services had multiple opportunities to save Victoria. Their lack of communication and organisation allowed important information to go undocumented.

As part of the Working together to Safeguard Children 1999 policy, to protect children from neglect and abuse, agencies should work together. In Victoria’s case, these guidelines were not followed. No effort was made to complete official assessments as the duty social worker, Pamela Fortune, believed it had no importance based on the idea that both Victoria and Marie Kouao would be returning to France (Revans, Gillen and Downey, 2002). There were several visits to the hospital where doctors failed to recognise the signs of abuse, although there was visible evidence to suggest possible causes for concern. The reports show that Victoria Climbie was not a priority to the agencies involved, procedures were not followed and this resulted in the death of a child that could have been prevented (Parliament, 2005). The interventions that were put in place were not effective which led to chairman, Lord Laming (2003) being asked by the Secretaries of State to chair an inquiry after Victoria’s death and make recommendations to ensure that the actions that led to her death are avoided in the future.

Lord Laming made 108 recommendations in his inquiry, which were to be implemented within a two-year time frame. They were changes that needed to be made in the necessary departments. Lord Laming thoroughly addressed each area and what changes needed to be made. The recommendations stated that training and experience is essential in the social services department for employees that are working with children and families (recommendation 20). They must become familiar with the policies and regular ongoing training is paramount to ensure staff are up to date with the practices (recommendation 31). Laming also suggests that the communication between health services and hospitals is important and the Department of health must provide the staff members with child protection training (recommendation 90). Children that have concerns for their wellbeing should have a care plan which involves follow-up arrangements for the future, to ensure they are safe (recommendation 71). Home visits made by social workers must be well organised and all information from other agencies about the child should be referred to (recommendation 34) (Laming, 2003).

The recommendations that were set out by Lord Laming showed the magnitude of the problem within the child protection system. Changes were to be made and childcare needed to be restructured and improved to prevent the maltreatment of children. Due to Lord Laming’s report following the death of Victoria Climbie, Every child matters legislation was introduced in 2003 as a Green Paper (Gov.uk, 2003). It outlines five outcomes that contribute to the well being of children and young people. Every individual has a responsibility in protecting children, listening and encouraging them to do well. The five proposed outcomes in Every Child Matters are that 1children need to be mentally and physically healthy, 2children should be protected from abuse and neglect by staying safe, 3children and young people to enjoy and develop skills for later in life, 4 non-engagements in criminal activities and anti-social behaviours to the community and 5 overcome the disadvantages in society and make positive achievements (DfES, 2003). To succeed in reaching some of the proposed outcomes, the government supported an IT system that allows the multi-agencies to access records for the child, young person or family. A report by Ince and Griffiths, (2010) critiqued the Integrated Children’s System (ICS) and said it had proven to separate the social workers from their values which in turn, affected their quality of work and was not effective. 

There is clear evidence that there has been effort to correct the social care system after the tragic death of Victoria Climbie in 2000. But one may argue that although 108 recommendations were presented by Lord Laming and Every Child Matters policy was implemented, how could another child die just four years later? 

Peter Connelly (Baby P) was another victim of neglect and abuse in 2007, at the hands of people he trusted. He was 17 months old when he was killed by his mother, her boyfriend and his brother (Parish, 2014). Peter was born 1 March 2006 in London, the same borough as Victoria Climbie. He was one of four children that lived with their mother, Tracey Connelly. Throughout Peters short life he has been involved with social services and other care agencies since the age of nine months old, due to neglect and physical abuse (CQC, 2009). Peter’s mother and her brother witnessed domestic violence within their parents’ relationship when they were children, studies have shown that when a child is a witness to domestic violence it can cause effects of depression later in adult hood (Russell, Springer and Greenfield, 2010). This was the case for Tracey Connelly, she suffered with post-natal depression prior to having peter, this was then a concern when he was born but there was no diagnosis at this time. When Peter was born, interventions were put in place due to the mother’s previous history with being on the child protection register. Haringey council, the same authorities that failed Victoria Climbie, provided support through a voluntary service to help with accommodation and relocating (LSCB, 2009). Peter was six months when the visits to the GP began, Peters mom shared concerns regarding Baby P bruising easily and shared an incident of him falling down the stairs. The GP failed to report these bruises and suggested that there were safety measures that should be incorporated into their home to prevent It happening again. 

In Baby Peters case, it is evident that some of the recommendations from Lord Laming’s report, has had an impact for the better good of the children but because of the incompetency of staff in all departments involved, the outcome was not positive (Lombard, 2008). Due to the safety needs of the child, whilst in hospital, a social worker and detective police constable held a meeting for the concern of peters wellbeing. During this time Peter was unable to be discharged from hospital, until the police had completed their investigation regarding the bruising that Baby P had sustained (LSCB, 2009). Although police interviews took place, there was no clear understanding to how Peter gained his injuries and Peter was discharged from hospital with his mother’s friend. These injuries were noted by the hospital to be non-accidental, but they were never fully investigated by the police. 

There were ten agencies in total that were involved with Peter and his family - hospitals, police services, GP and all local authorities, which at some point, they all failed to safeguard Peter Connelly and his siblings. Haringey’s authorities had an important role in protecting peter, he was seen by many professionals - as many as sixty times before his death (Lombard, 2008). It is clear to see that the interventions that were poorly put into place by the local authorities, were non effective. Ample opportunities were given to save Peter Connelly’s life. Two days before his death, unknowingly to them, the hospital had one last chance to save Peter. He arrived at the hospital suffering with a broken spinal cord, an injury that was likened to being in a car crash. That injury was alongside fractured ribs, missing nails on his toes and bruises on his face and body. The paediatrician that examined Peter, stated in the assessment that he currently had a viral infection where medication was prescribed and Baby P was described as miserable. This failure of services was noted as a ‘critical’ mistake, which ultimately led to his death. Following the failings of Victoria and recommendations made, Haringey’s local authorities had a duty to ensure the same mistake was not made again. Under The Children Act 1989, section 20, it was in Peter’s best interests to remove him from the family to ensure he is safe (Legislation.gov.uk, 1989). 

This tragedy highlighted areas once again, that needed to be restructured. This case along with a few other high-profile cases, influenced the review of child protection in England by Professor Eileen Munroe. She reported that professionals should be trusted to make decisions regarding safeguarding children, allowing them to focus on the matters that are important rather than meeting targets (McNicoll, 2017). In her review Munro argued that children should be the centre of the care system and they should have the right to be involved in decisions that are made regarding their care. Also, whilst understanding that children are usually better suited with their parents or families, better judgments are to be made to ensure the child is kept safe from harm (Munro, 2011). 

It is very tragic that these young children have lost their lives due to the cruelty of their care givers and the incompetency of the social care and child protection system. At some point within every agency that was involved in both Victoria and Peters case, failed them miserably. The lack of policy training for staff was an obstacle in understanding what was needed to safeguard the children. Poor communication between multi-agencies has proven to be the main culprit of the inconsistencies in these cases. The high number of opportunities that were given to save these vulnerable children were ignored. Given the number of recommendations made by Lord Laming, another child, especially in the same borough, working with the same local authorities, should never have experienced this level of abuse and neglect.

This essay will make a few recommendations that could contribute to multi-agencies making better judgements to save children’s lives in the future. 
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Recommendation 1
Effective communication between agencies. Throughout this essay it is evident that communication needs to be improved. The information shared between agencies must be thorough and accurate, which will enable decisions to be made correctly. The only limitation to this recommendation will be the time spent inputting the information. The process will become lengthier, but in comparison to the possible outcome of saving a life, will make it valuable.


Recommendation 2
Child centred approach to be implemented. In Munro’s review (2011) a study of 150 children were asked, what ways do they prefer for their wishes and feeling’s to be heard? A high 78% stated that they would prefer to talk face to face with their social work with no other professionals present. This approach is important for a successful outcome. It grows the trust between the professionals and child, as they feel that they are able to be open with no negative repercussions and they experience a level of control for their lives. 

Recommendation 3
When in the social care profession, training is imperative. It is an organisations responsibility to ensure each member of staff is up to date with the policies. Providing training periodically can be the difference between a life lost and a life saved. Staff should be become familiar with the warning signs of abuse and neglect to lower the risks of it becoming too late. This can negatively impact a company’s budget, but it will also build a strong network of individuals that are passionate about the lives of children, young people and families.
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