This essay will talk about a UK case where someone with personal vulnerability factors has been a crime victim, and critically evaluate how the criminal justice supported or failed them. To do this, this essay will include what a personal vulnerability can be and in what ways the criminal justice system protects them. 
This essay will first talk about what counts as a vulnerable person because to find a case to evaluate it is important to know the specifics and whether the victim in the case can be identified as a vulnerable person. To be defined as a vulnerable individual within the UK system it is said that you need to be “in need of special care, support, or protection because of age, disability, risk of abuse or neglect” (OHID, GOV, 2022). This can include a child who is vulnerable due to their “individual characteristics” (OHID, GOV, 2022) or the “physical and social” (OHID, GOV, 2022) environment they were brought up in. Another example would include any adult that’s over the age of 18 but is “unable to take care of themselves or protect themselves from exploitation”. (OHID, GOV, 2022) 
This essay will now talk about how the criminal justice system deals with vulnerable individuals. With the police being first responders to any incident or public issue “it is estimated that over 20% of police time is spent responding to people with mental health problems” (Home Office, Commission on Mental Health and Policing in London, 2013, P.1), not all of the time a crime has been committed but the police’s job and main priority is public safety so it is important that these vulnerable individuals are not looked over and are dealt with in the proper manner to make sure they keep themselves safe. 
However, when dealing with vulnerable individuals special care is needed with some having issues such as “reading or communication difficulties” (Home Office, P.6), showing that the police need training for such events because if an individual is being taken advantage of or could be in danger the police need to be able to communicate with them through “British Sign Language interpretation”(Home Office, P.6) which requires training and all action taken must be in line with the “appropriate use of police powers under the Mental Health Act 1983” (Home Office, P.4). To support the police officers that deal with these issues the “Mental Health APP” (College of Policing) was introduced to help guide “the actions and behaviours that may help the police address the needs of mentally vulnerable individuals” (College of Policing).
A way that the criminal justice system looks after vulnerable individuals is through safe and well checks. This is done when it’s made clear that someone indeed to harms themselves and hangs up without letting the operator reason with them, it can also be where a vulnerable individual hasn’t had contact with their family or friends in a certain time, or the police and family are worried for them, so they do scheduled visits. The police’s responsibilities that are involved in a safe and well check are “to action the reported incident and then take and prompt for further information where required, police will grade the response as per the protocols, regular communication with the reporter throughout until closing of the incident, consider asking the reporter to come and see the person or to contact their regular team, or Street Triage if the person needs a mental health screening/assessment”. (NHS Foundation Trust, P. 2, 2016)
The case that this essay will talk about and focus on is the case of Winterbourne View Hospital which was opened in December 2006. “Winterbourne View was said to be a private hospital that was owned and operated by Castlebeck Care Limited” (Department of Health, P.2, 2012) which was dissolved on 11th December 2015. “It was designed to accommodate 24 patients in two separate wards, and was registered as a hospital providing assessment, treatment, and rehabilitation for people with learning disabilities”. (Department of Health, P. 2, 2012)
On 31st May 2011 a secret documentary was made after the BBC caught wind of abuse happening in a care home just outside of Bristol called Winterbourne View Hospital. BBC Panorama had someone go undercover as a new member of the staff when families were concerned about signs of abuse that were happening in this care home. Over the documentary, it found many horrific things happening to the patients there, an example of this is when a woman was forced outside and had water poured over her and had to stay outside freezing all while the careers found it very amusing. They also physically and mentally abused these vulnerable individuals by locking them in rooms, taking their food away, hitting them, and making them sit on the floor.
After this undercover investigation happened the Police were involved and as well as the quality care commission that investigated all the other hospitals and homes that the Castleback Care Limited owned and “conducted a wider health check, inspecting 150 learning disability services across England” (Department of Health, P. 3, 2012). 
[bookmark: _Hlk134008198]Through this investigation the main issues found were firstly that the patients that stayed at Winterbourne were there for an elongated time and were very far away from their loved ones. It was stated that “the average length of stay was 19 months. Almost half of patients were more than 40 miles away from where their family or primary carers lived”. (Department of Health, P. 3, 2012). Secondly there was an “extremely high rate of ‘physical intervention” (Department of Health, P. 2, 2012) with “well over 500 reported cases of restraint in a fifteen-month period” (Department of Health, P. 2, 2012) this said physical intervention can include “restraint” (Southwark Council, 2016) could involve for example someone being held on the floor, and “holding” (Southwark Council, 2016) which can involve someone being held firmly or even dragged around.
Another issue found was that “multiple agencies failed to pick up on key warning signs” (Department of Health, P. 2, 2012), the reason this is said is because there was a recorded “nearly 150 separate incidents” (Department of Health, P. 2, 2012) that should’ve been picked up on “including A&E visits by patients, police attendance at the hospital, and safeguarding concerns reported to the local council” (Department of Health, P. 2, 2012) which all should’ve been noticed and raised some cause for concern even if these individuals were not vulnerable, and with concerned reports to the council alone safe and well checks should’ve been immediately sent out to have a thorough check of the facility and patients.
The last two main issues are that there was “clear management failure at the hospital” (Department of Health, P. 2, 2012) due to the fact that there was apparently “no Registered Manager in place” (Department of Health, P. 2, 2012), as well as “substandard recruitment processes and limited staff training” (Department of Health, P. 2, 2012). This should’ve been dealt with and taken care of by the CQC, and according to them, it is an “offence under the Health and Social Care Act to operate a registered service without a Registered Manager” (CQC, 2020). Therefore, action should’ve been taken with firstly the CQC informing them that they must appoint a registered manager and secondly, if they fail to do so Winterbourne should’ve received a “Fixed Penalty Notice from the CQC”. (CQC, 2020) This was never reported to have happened and if had happened could’ve led to someone who was put into the managerial spot seeing what was happening at Winterbourne and stopping anything else from happening as well as hiring staff who actually know what they are doing and care for the patients.
Lastly, it was reported that “families and other visitors were not allowed access to the top floor wards and patient bedrooms, offering little chance for outsiders to see daily routines at the hospital”. (Department of Health, P. 2, 2012) Showing that they had something to hide and should’ve been seen as suspicious and flagged immediately for the police to have a look into. Because “under the Care Act, there is no express legal power of entry or right of unimpeded access to the adult.” (Social Care Institution for Excellence, 2014) However, it is said that “where necessary, local authorities can apply to the courts or seek assistance from the police to gain access in certain circumstances under existing powers”. (Social Care Institution for Excellence, 2014)
Through these issues it is clear where the criminal justice system has failed the patients of Winterbourne View Hospital, as it is clear that the patients staying there are vulnerable individuals, checks should’ve been made such as safe and well checks which could’ve raised flags. The numerous bruises were seen but not highlighted and ignored, as well as no checks on the staff working there because as mentioned earlier none of the staff were properly trained and there was no managerial position in place. However, the main way that the criminal justice system failed these vulnerable individuals is because they were put there in Winterbourne by the criminal justice system even though more than half the patients were 40 miles away from their loved ones and they stayed at Winterbourne for longer than usual. Meaning that even though they shouldn’t have had to deal with any of this they had to bear with it for even longer thanks to the government that put them there.
Since this investigation, the CQC and government looked into other care facilities such as this one all across the country to be assured that there wasn’t anything similar going on. Unfortunately, the results found that people with “learning disabilities or autism and with a mental health condition or challenging behaviours” (Department of Health, P. 3, 2012) experienced “being placed inappropriately in hospitals for assessment and treatment and staying there for long periods”. (Department of Health, P. 3, 2012) They also found that “too few people are experiencing personalised care that allows them to be in easy reach of their families, or their local services.” (Department of Health, P. 3, 2012) And lastly that “there are too many examples of poor-quality care and too much reliance on physical restraint.” (Department of Health, P. 3, 2012)
[bookmark: _Hlk134099668]After this was seen the government made changes in the Programme of Action which targeted to help and improve care for challenged and vulnerable individuals. These changes include “An end to all inappropriate placements by 2014 so that every person with challenging behaviour gets the right care in the right place”. (Department of Health, P.4, 2012) As well as “stronger accountability and corporate responsibility for owners and directors of private hospitals and care homes”. (Department of Health, P.4, 2012) They also set out to “Tighter regulation and inspection of providers” (Department of Health, P.4, 2012), meaning the CQC will hold companies at more of a fault for any failures. Lastly, they will be “Improving quality and safety standards, including more staff training and better leadership in care settings” (Department of Health, P.4, 2012) this is where the Department of Health will work with care homes to assure that all workers know what their roles are and receive proper training to look after these vulnerable individuals. Through these changes it is clear that they know where they messed up because all of these highlighted improvements are where they failed the patients of Winterbourne. 
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