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Introduction 
In this essay I will be speaking on the analysis of safeguarding in children practices and policies in England and it will include the legislations, policies and producers. There will also be definitions of what safeguarding means and how safeguarding how failed or not supported in the best way. Including two cases of children that got abused and how they were failed by the different systems that was meant to be working together. 

Provide a critical analysis of safeguarding children practices and policies in England (historical and present day) including legislation, policies, and procedures.
-Define safeguarding in children?
All the organizations that will work or come into contact with children they should have safeguarding policies and procedures to ensure that every child regardless of the age, race, disability, gender, religion or belief, sex or sexual orientation that they have the right to equally be protected from any kind of harm or hurt. The setting up and following of good safeguarding policies and procedures means that children are safe from adults and other children who could be at pose to risk, this can include voluntary and community organizations, faith groups, private sectors providers, as well as schools, hospitals and sports clubs. (Safeguarding children and child protection | NSPCC Learning, 2021)
On the 1st of March 2006 in north London there was a baby born called Peter to Tracey Connelly, in June 2006 Tracey got a new boyfriend called Steven Baker, he moved in with Baby P and Tracey in November 2006 to which steven baker started to abuse baby P, in December 2006 Tracey was arrested as when baby P attended an GP appointment, they seen bruises on his chest and face, baby P was then put into five week care with an family friend to which he returned home in January 2007 to where baby P was still being abused. February 2007 a whistle blower, former social worker sends a letter based on the failing in child protection to the department of health, in the April of 2007 baby P was admitted into hospital with two black eyes, bruises and swelling on the left side of his head. Ofstead then took over responsibility for inspecting children services from the CSCI, baby P then in may 2007 baby P had home visits to the house to which he seen with marks on his face and the social worker send him to hospital for the second time and Tracey was then re-arrested, in June 2007 steven brother Jason and a 15-year-old girl was then moved into the house where baby P and Tracey was living and the abuse was still carrying on towards baby P then on the 30th of July 2007 while a social worker attended the Connelly house they missed the signs of baby P having marks on his face and hands as he was smoothed in chocolate to hide the marks from the social workers. On the 1st of august 2007 baby P was took to a child development clinic to where he was examined and on the 2nd of august 2007 the police inform Tracey Connelly that she will not be prosecuted but sadly on the 3rd of august 2007 baby P was found dead in a blood-stained cot. (Timeline of Baby P case, 2013). Baby P suffered 50 injuries over the eight months of his abuse, and he was seen a string of social workers, police and health professionals, they all missed the warning signs which if they had picked the signs up and stuck to the policies and procedures, they could have saved baby P life. The inquires that followed baby P death was the leader of the Haringey’s children’s services he resigned along with the cabinet member with the responsibility for the department, the council's director of children’s services Sharon Shoesmith was sacked along with a social worker and three managers. There was GP who seen baby P 14 times was suspended by the General Medical Council and the NHS was criticized by the Care Quality Commission for the failings in it care of baby P,(Lake, 2018). The safeguarding of baby P failed as the GP when they first seen the marks and bruises on baby P that GP should have followed the policies and the procedures that they have which is recognizing patterns of neglect, supporting the family, giving context, referring to their manager and higher practices. The GP has a responsibility which having training logs, new staff introduction, safeguarding, external contact points, as a GP they are meant to first observe the careers and how the child is interacting with the careers and the GP themselves, disclose any information if they see anything on the first time, making sure they have a healthy attitude of inquiring to a child's situation,  General Medical Council have stated that when people are working in partnerships they need to understand each other roles and communicate with each other making sure that relevant information is being passed on, making sure that they know how to communicate and keep in contact with each other. There is a NICE clinical guideline which states the consider and suspect, the consider means maltreatment is one possible explanation for alerting feature or is included in the differential diagnosis and then the suspect means serious level of concern about possibility of child maltreatment but not proof of it, making sure they listen and observe, seek an explanation and record, (2021). In the baby P cases all the health professionals failed him as they all had part in his death as he was seen by GPS, police, social workers and ofstead, they showed weakness of how they was handling the case as everything should have being reported and they should have all being kept in contact with each other, the weakness was they never stayed in touch, they didn’t help and support each other and they didn’t support Tracey Conelly when she could have being struggling from post-natal depression or scared of new boyfriend all of the health professional missed signs which they should have being keeping an eye on. Baby P was failed by the safeguarding as checks and referrals were never checked, passed on or supported when they needed to b and a lot of people that were assigned to this case were sacked or had to resign from the job. The only strength that has come from this case is that baby P changed the legislation and laws for children in the UK to which they are all under Childrens Trust Board and every nursery, school, police, and any other health services must make sure that children are protected and kept safe. This will ensure that no more children are hurt or abused and that everyone who is working under the branch of the health services knows what they are doing. (New laws to protect vulnerable children in wake of Baby P scandal, 2008). 
Safeguarding is defined as promoting the welfare of children and protecting them from harm such as making sure they are protected from abuse, neglect and maltreatment, preventing harm to children's health and development, ensuring children grow up with the provision of safe and effective care and taking action to enable all children and young people to have the best outcomes. Child protection is part of the safeguarding process, it focuses on protecting individual children identified as suffering or likely to suffer significant harm. This includes child protection procedures which detail how to respond to concerns about a child, (Safeguarding children and child protection | NSPCC Learning, 2021). 
Multi-agency working is about different services, agencies, and terms of professionals and other staff working together to provide the services that fully meet the needs of children, young people and their parents or careers. To work successfully on a multi-agency basis, you need to be confident about their own standards, targets and roles of other professionals, they must be confident about their own standards, targets and roles and respectful of those that apply to other services, actively seeking and respecting the knowledge and input of others that can make the delivering for the best outcomes for children and young people, (Gillen, 2011). 
There will be some disadvantages of multi-agency working together. This can be no thoroughly thought through and planned, multi-agency schemes will not work as effectively as it hoped to be. There needs to be communication in multi-agency working together as if they are lacking communication then everything just fails. Then there is confidentiality which can unfortunately be breached if communication is not handled in the right way. An example of this kind of stuff is if notes, paperwork or anyone's personal data is not put away or put back into the correct place where it is out of the way and secure for only the staff to see and handle. Another disadvantage is the relationship between the service users and services as they will be breaking their trust if they are not communicating and not looking after their personal information in the correct way, this can then lead to violation of the data protection act which governs use and handling of people's personal data. Another disadvantage is technology as that is families private confidently being uploaded online and there can be certain families that will not like their personal issues to be uploaded as there can be a technical issue with the computer which can affect everyone personal data and private information can be leaked which can cause a negative impact to the case. The lack of cooperation or disagreements can also be a disadvantage in the company as if they do not communicate and share thoughts and ideas then this can lead them to working against each other, causing unwanted tension, cancel procedures and causes issues, (How does multi-agency working decrease the risk of abuse and neglect?, 2016). 
The advantage of multi-agency working is that every child matter and that is the gel that holds the partnerships working together and all the values add contributes immensely to improve the learning and well-being outcomes of children and young people. There is main advantages of all working together and that is that it can lead to improved and better outcomes for the children and young people, supporting being available and easily accessed, helps to build bonds and strengthens the partnerships all working together, helps to build more cohesive community approach through united multi-agency practitioners, taking ownership and responsibility for addressing local needs jointly, promotes a mutual support, encouragement and the exchange of ideas between staff, helping the sharing of expertise, knowledge and resources for training and good practice, leading to more manage workloads, increased fit between the services offered and those required by children, young people and their families to meet their needs, the improvement of the co-ordination of the services which can result in better relationships and improved referrals and the addressing of joint targets, offers a broader perspective or focus to working practice, helps to improve the understanding and raise awareness of issues and agencies and other professionals practice and increased level of trust existing between partners /providers in relation to everyone knowing each can and will deliver, (2008).  
There is a clear link to how multiagency are working together to help support the safeguarding of children. Children and their families can access a range of services. It is important that all the services work together to make sure that they are doing the right and best thing for the children and families that need support. It is vital that the practioners work together to make sure that they all gain a full overview of the situation and have a co-oriented approach to support. Everyone that works with children has a responsibility to share any information that has a bearing on a child's welfare as early as possible, the practitioners working in adult's services should also share any information that has an impact on the wellbeing of a child and making sure that they are following every organization child's protection policy and procedure which should set out how to share information and who with. Needing to make sure that they have good communication, good teamwork and support and challenge. Commissioners and strategic leaders must work together to achieve the best outcomes for the children they support. They need to identify the local needs for services, give an understanding of what's happening in the frontline practice, decide what action to take to improve frontline services and set well-informed objectives and priorities. Making sure to identify key people who need to be able to connect with each other to deliver effective multiagency working at strategic level and ensure they have regular opportunities to keep in touch, they have pulled together to get the best practice about multi-agency working from analyses of cases reviews and ofsteds analysis of joint targeted area inspection reports. Good communication is part of the central to effective multiagency working. Making sure to put processes into place to make it easier for frontline practitioners to work together and build trusting relationships. Provide clear pathways for inter-agency communication having different organizations have a range of structures so it's helpful to establish clear pathways for communication and making sure everyone in the organization is aware of them, building in flexibility for urgent child protections cases, include the processes for sharing information at times of change, establish a clear language around risk and vulnerability factors and provide that good practitioners to come together and learn from each other such as practitioners forums, they need to ensure frontline practitioners have opportunities to reflect on their practice through regular and ongoing supervision both individually and as an interdisciplinary group, (Multi-agency and interdisciplinary working | NSPCC Learning, 2019). 
it has been stated that since covid-19 and isolation hut the UKin 2020 that children abuse has being going higher and higher as children was at home 24/7 with their parents, stepparents and careers. The increase in stress to the parents or caregivers was higher as the caregivers became overloaded by the stress in their lives. There was increase in children and young people's vulnerability as the conditions caused by coronavirus pandemic have heighted the vulnerability of children and young people to certain types of abuse. The reduction in normal protective services as evidence that the normal safeguards rely on to protect children and young people have been reduced in the lockdown, (The impact of COVID-19 on child abuse in the UK | NSPCC Learning, 2020).  In the case of Victoria Climbre the eight-year-old little girl who passed away due t the abuse from her great auntie and the boyfriend, this abuse went on for months after Victoria parents sent her to go live with her great auntie to have a better life only for her to end up dead. The social worker Lisa Arthurworrey who was Victoria's own one was suspended from Haringey council after Lisa failed to safeguard and report the negligence of what was happening to the young person. Angela Mairs who was Lisa Arrthurworrey second supervisor was also suspended after she removed key documents from Victoria's file after her murder.  There was a lot of social service, police and hospital staff in Victorias case that failed her by not safeguarding, reporting or following the right policies and produces to make sure that the young girl could have been saved, (Background to the Victoria Climbié Inquiry, 2002). 
Child poverty is defined as being in a household that has a low income below 60% of the UK’S average. Childs poverty can also define how a child behaviors, beliefs, attitude, and dreams as well as a child's physical, social, emotional and spiritual well-being, (What is Child Poverty?, 2020). 
There are 4.3 million children living in poverty in the UKin 2019-2020 that is 30 percent of children or 9 in a classroom of 30 children. Lone parent families are 49% of children that is living in a single parent family that are poverty. 46% of children black and minority ethnic families are growing up in poverty with 26% children in white British families. Families with three or more children are 74% of children in poverty live in families with three or more children, (Key facts – End Child Poverty, 2021). 
There is a child poverty strategy that is looking into is that the government who is responsible for the wellbeing and future of the children which what should be focused on to end child's poverty, this means that the government will need to bringing in a comprehensive, universal childcare strategy which is extending schools days and meals, making sure that every child gets a free school meal, tackling in-work poverty through decent jobs and wages and reform of universal credit, (A child poverty strategy, 2021). 
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