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Introduction




This report aims to discuss the case of the death of Daniel Pelka, a case heavily covered by the British press and which by its gravity has raised serious questions about the methodology applied by the services offered by various agencies on child protection.

It should be mentioned that the emotional load of the British public was very high, the mistreatment, starvation and neglect of the current needs of young Daniel generating a strong current of compassion which was reflected in the actions of the authorities by proposing and discussing extensively to make it mandatory to report evidence of child abuse. (Pelka abuse case could prompt law change, Clegg says, 2013)
Daniel was born in Coventry on July 15, 2007, in a nuclear family that arrived from Poland in late 2005. His natural father, Eryk Pelka, lived with his family until the end of 2008. Young Daniel remained in the care of his mother, Magdalena Luczac, 22 at the time. In 2010 Luczac met Mariusz Krezolek, 7 years older, who moved in with her and became Daniel's adoptive father. Although there were many signs of abuse and the various agencies involved individually raised questions about the treatments Daniel was subjected to by his parents, the mother's conciliatory attitude at the scheduled meetings induced the authorities to have the situation under control, which led to a lack of action that proved fatal to the child: Daniel was pronounced dead on March 3, 2012, the cause of death was ruled to be a brain injury.
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Vulnerabilities and risk factors




“Childhood can only be understood in relation to the multitude of social factors which surround it.”
(Mcdowall Clark, 2015)

Children are people with particular vulnerabilities, who in the context of their addiction may be exacerbated by the vulnerabilities or characteristics of their parents. Childhood is a period of fundamental change characterized by extreme dynamism. For this reason, the child's vulnerabilities must be seen in a similar context, taking into account the dynamics of the changes occurred with the growth and influence of different social factors on their capacity to defend themselves or contrast any negative effect.(SCHWEIGER and GRAF, 2017)

No doubt Daniel had several vulnerabilities that were ignored by his parents and eventually led to his death: 
· Age. The child was only 5 years old, falling from this point of view into the vulnerable category.
· Powerless. He did not have the tools, strength or knowledge to avoid threatening circumstances, fear, punishment or intimidation.
· Defenceless. He was not able to defend himself against physical or verbal aggression, including the action by which he was deprived or denied access to food.
· Invisible. The child was not visible to the agencies involved, the mother avoided by delation any more detailed control, the sibling was determined not to give details about home life and communication with the subject was difficult since English was not his native language.

“Taking into account the risk factors that are most prevalent in the population and those which appear to have the greatest impact on the absolute risk it seems likely that those children at greatest risk of social and emotional problems and cognitive problems will be from a lone parent, low income households, living in social housing in areas of high deprivation. Their mothers are likely to be relatively young, poorly educated and in poor health.” (Fortin and Bigras, 1997)

The main risk factors in Daniel's family were: 
A long history of domestic violence already known to the police. In this context, it should be specified that the child's biological father, Eryk Pelka, told the court that Luczac, after drinking a bottle of vodka in one night, beat him regularly and on one occasion threatened him with a knife. On this occasion, the police were contacted.

Drug and alcohol misuse was a frequent occupation of the Luczac-Krezolek couple, who usually spent their evenings drinking vodka, smoking marijuana and using amphetamine. Erik Pelka's statements show that Luczac frequently cared for the child while under the influence of alcohol.
Previous offending behaviour by the mother was reported. "She drank a lot and had quite a few boyfriends. She was always very self-centred, and everything was about her. She always put herself first." a former school friend told the newspapers. (Fricker and Sassoon, 2016) 
Also, the mother dropped out of school at the age of 17, from this point of view being poorly educated.
Disadvantaged socioeconomic status. Because she received a precarious education, Luczac worked as a cleaner and then sorted mail for Parcelforce, being obvious that the income she received was not high. 
The family also had immigrant status and was not well integrated into the social fabric, as evidenced by the fact that Daniel spoke poor English. 
Disadvantageous parental relationship and marital status. Although originally born in a nuclear family, following the separation of his biological parents Daniel lived with an adoptive father with whom his mother was in a cohabitation relationship.
Negative parenting measures. From the gathered evidence it can be deduced that the child did not benefit from the necessary parental warmth but instead was badly treated, left without food, locked in a room or physically punished.
(Blank et al., n.d.)
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 Serious Case Review



According to the Serious Case Review commissioned following the death of the child, the report ( (www.scie-socialcareonline.org.uk, n.d.) statues:
Daniel was killed by his mother and stepfather. There is evidence that at least 6 months before the tragedy he was starved, physically abused, neglected and tortured. In order to distract the authorities, his older sister was asked to explain his injuries to those around her as accidental. His mother and adoptive father acted in bad faith to cause him pain and they were convicted for murder and sentenced to life in prison for a minimum of 30 years. The report highlights an analysis of the actions of professional practitioners in response to domestic abuse, neglect and child’s injuries. It is documented that school authorities have expressed concern about the injuries observed by school staff and highlights missed opportunities to protect Daniel and consider him a needy child. Professionals should have acted according to what they saw in front of them and to not consider trustworthy the parents' versions of what was happening within the walls of the house. The document calls into question the ability to communicate and share information between professionals. It also questions the habit of operators to understand potential signs of abuse or neglect and to know what to do if they have doubts about the welfare of a child.
“Overall, this case raises particular questions about the ability of the different agencies to address domestic abuse, and whether they could have prevented the abuse to and death of Daniel, had they had more enquiring minds.”
The Serious Case Review states in conclusion that “it would be too simplistic to identify failings by individual practitioners as the reasons why Daniel was not protected”
The document recommends a review of the methodology and systems in use for information and notification in cases of domestic abuse so that they generate effective solutions concerning the safeguarding of children. 
It also shows the need for the Local Safeguarding Children Board to clearly understand its major role in early help of children living under the spectrum of abuse and prevention of neglect or any action that is contrary to the child's welfare.
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Some scenarios that could have avoided the tragedy




One of the relevant facts during the investigation into Daniel's death was that his biological mother had behavioural problems and was using alcohol and hallucinogenic substances. Her problems were highlighted both by the statements of her ex-husband and Krezolek but also by DI Chris Hanson, the detective in charge of leading the criminal investigation. He said: "She is a very strong character. She certainly wasn't a victim that was intimidated or scared or controlled by him in any way." (Fricker and Sassoon, 2016) 

These problems were to some extent known to the police but completely hidden from the school authorities, so when the professionals noticed signs of violence on the child's body they were convinced quite quickly by the mother, with the forced help of Daniel’s older sister, that they are the result of trivial domestic accidents. If the collaboration protocol between the two organizations had provided for the obligation of mutual information in the case of families with children, the school would probably have paid more attention to the signs that Daniel presented: bruises, finger marks on the neck, very high appetite for food although he had a weak constitution, low school attendance. 
At the same time, this drama could have been avoided in the opposite direction as well, if school officials had had the prerogative to ask for information about parents from the police. In this case, there is a lack of communication in both directions between institutions to the detriment of children's health and well-being.
The same lack of communication and interaction between organizations is observed between the school and the GP. Due to the child's great appetite for free fruits from school but also to some episodes of theft from lunch packages of colleagues, excessive consumption of birthday cake on one occasion and eating fruit from the trash bin the school noticed the mother assuming that it is about a health problem. 
Although they tried to ask Daniel why those things were happening, they were not successful due to language barriers and the fact that the child was distrustful of the translator. At the same time, the doctor who checked the child's health put this appetite combined with weight loss due to intestinal worms, a comfortable and professionally acceptable solution. However, the autopsy findings revealed that Daniel weighed only 10 kg at the time of his death and was defined as emaciated by hospital staff. (Starved boy Daniel Pelka “invisible” to professionals, 2013)
It is therefore clear that the child was deprived of a proper diet and all episodes related to food were caused by hunger. This very simple but not at all plausible explanation (in the UK economic context) was ignored, showing a limitation of the system in the sense of accepting only very probable assumptions in the general context and rejecting some unthinkable explanations which could still be true.
Another possible solution that can be seen is related to ethnicity. As seen in the previous passages, the main obstacles to direct communication with Daniel were his lack of thorough knowledge of English and distrust of the translator found by the school (a teacher with the same native language). 
It is perfectly plausible that a small school like Little Heath Primary in Coventry does not have the financial resources needed for translators with pedagogical knowledge and training in the field of Child Safeguarding but, given that the whole surrounding area is a region with a rich ethnic background, probably a team of translators from major used languages ​​to serve different schools on demand would be a solution from which children of other ethnicities in need could benefit. 
In essence, all the organizations involved in this case needed only a minimal extra clue for the whole story to have a less unhappy ending.
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Although justice was done an innocent life was lost at the cost of great torment. The death of Daniel Pelka aroused public opinion and led to a review of the principles and ways in which organizations contribute to the Safeguarding of the Child. 

Useful conclusions have been drawn from the Serious Case Review commissioned by the Local Safeguarding Children's Board and the problematic issues to which professional organizations were exposed have been or are about to be removed. 
This case with a tragic end had the role of sounding the alarm and questioning certain habits and practices that had too deep roots in everyday life and were blind to unusual facts.
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