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Circumstances of Baby P’s death
On 3rd August 2007 at approximately 11.30 am Ms A called the London Ambulance Service  (LAS) to her home address. The attending paramedics took the apparently lifeless body of a child (aged 17 months) to the North Middlesex University Hospital (NMUH). 
In spite of efforts by Ambulance and hospital staff to revive him, Peter was pronounced dead at 12.10 pm. On initial examination, he was seen to have bruising to his body, a tooth missing, a torn frenum and marks to his head.
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Police enquiries established that at the time of Peter’s death, Ms A’s boyfriend Mr H lived at her address; Mr L, his fifteen year old ‘girlfriend’ F
and his children had been staying there since 17th July 2007.

Ms A, Mr H and Mr L all faced criminal charges. Following a trial that
concluded in November 2008, all three were acquitted of murder but Ms A pleaded guilty to causing or allowing the death of a child. Mr H and Mr L
were convicted of the same offence.
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subject of a child protection plan. His name had been on Haringey’s child protection register under the category of physical abuse and neglect since
22nd December 2006

Ms A and her children were registered with the same GP. They were first registered on 15th April 2003. In July 2005 Ms A’s current GP referred her to the PCMHW. There had been concerns that Ms A would experience post-
natal depression following Peter’s birth but this was not diagnosed.

Following Peter’s birth at the North Middlesex University Hospital (NMUH) on 1st March 2006, a health visitor undertook a new birth visit. She found Peter to be developing well and breast feeding. Nevertheless, in the light of the family history, the case was placed in a ‘blue folder’, denoting a cause for concern.

On 18th September 2006 Ms A took Peter to the surgery with a cough and nappy rash. The GP recorded that in the course of the consultation she complained that the baby bruised easily, and that she might be accused of
hurting him. Peter was six months old.

On 13th October 2006, Ms A again brought Peter to the surgery saying he had fallen down the stairs the previous day. The GP examined him and he had a bruise to the left breast and left cranium. He advised Ms A to install a stair gate.

On 11th December 2006 Ms A telephoned the surgery and spoke to the GP. She said that Peter had a swelling on the head and asked what she should do. The GP invited her in so that he could examine the child. He told Ms A that he was going to refer Peter to the hospital.

At the Whittington Hospital a number of bruises were seen on his body and documented on a body map. Ms A said she did not know when or how the swelling on Peter’s forehead had occurred. She attributed the other bruises to him climbing and falling and bruising easily, as well as slapping his body in play.

The body map made at the time shows extensive bruising to his buttocks and other bruises to his face and chest, including the swelling to his forehead which had triggered the referral from the GP. The test results indicated that he was not suffering with any condition which would mean that he would be susceptible to bruising easily.

While these enquiries continued, Peter remained in hospital.

A strategy meeting was held the next day (12th December 2006). A contemporaneous note of the strategy discussion in social care records referred to “pummelling” as a possible explanation for the significant bruising on his buttocks.

12th December - strategy meeting was attended by a social worker and a detective constable from the Metropolitan Police. There was clear concern about Peter’s welfare and a decision was made that he could not return to the family home until the s.47 enquiries and police investigation had been completed. Mr A offered to take time off from work to care for his son but this was not taken up because Ms A claimed he had slapped the children in the past. The notes of the meeting indicated that the parents were separated and that ‘mother has a friend, Mr H. He is not alone with the children’.

On 13th December the police officer and the social worker made a joint visit to the school to interview two of the older children. They were seen separately. Neither the school nor health services had concerns about their physical safety.
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In a detailed letter dated 14th December the consultant paediatrician stated that the combination of bruising seen ‘is very suggestive of non-accidental injury’.

Peter was discharged from the hospital ward on 15th December to the care of Ms A’s friend, Ms M.

During the visit to the hospital, the police officer interviewed Ms A under caution. Ms A provided the police officer with a number of hypothetical explanations for what may have caused the injuries to Peter. Ms A was unable to provide the police with any clear explanation for the injuries and denied that she or her mother were responsible.

On 19th December the police arrested Ms A and Mrs AA. During their interview neither gave any specific explanations of how the injuries occurred but gave the same possible causes as previously. They identified only Ms A and the children as living in the home, with Mrs AA staying occasionally. However there was no direct questioning of either of them about who else might access the home or any associates. The police were aware that Mr A and Ms A were separated, and there was a man called Mr H who was mentioned but only as a ‘friend’.

An initial child protection conference of those agencies involved was held on 22nd December 2006.

The GP did not attend because he was not invited. The paediatrician from the Whittington Hospital was invited but gave her apologies because she had an outpatient clinic and contributed a detailed written report. Nobody was sent instead to represent her views. A doctor from the Child Development Centre (CDC) was also invited but gave apologies. The social worker presented a report that included information about Ms A’s background history obtained from LB Islington.

A legal representative of the local authority was present. Ms A also brought a legal representative. The police were represented by the investigating police officer. Their investigation into the injuries to Peter was continuing. The police say that they understood that Peter would not be returned home until the police investigation was completed, and noted that this is not recorded in the minutes.

Ms A was not able to give any explanation of how Peter’s injuries had occurred.
Peter had a good relationship with his father, which was seen when he went for his bone scan when only his father could calm his distress.

In summarising, the Chair reminded the conference that the paediatrician at the Whittington Hospital was of the opinion that the injuries to Peter were non-accidental in nature. No adult had given any explanation of how Peter had sustained these injuries and who was with him when he sustained them. This was very concerning for a nine month old baby. Peter was eventually registered for both physical abuse and neglect.

During the period following the initial child protection conference, Peter and another child were seen regularly by the social worker, and collectively very frequently by the health visitor, the FWA project worker and the GP. The older children were seen almost daily during the week as they attended school regularly. What was seen of the relationship between mother and the younger children was assessed positively.

Ms M, with whom Peter was staying, reported that he had bruises on his testes and claimed that these had been caused by hospital staff doing a scan. The bruising on his buttocks had gone.

Social workers visited the family home on 24th 27th and 29th December 2006. Ms A saw her son three times on Christmas Day.

The legal view, given orally immediately following the child protection conference and confirmed by email on 29th December 2006, was that the threshold for care proceedings had been met, but this did not prompt the Children & Young People’s Service to initiate care proceedings in respect of Peter.

The first core group meeting was held on 10 January 2007 and Ms A attended with Peter. A review strategy meeting was held on 24 January and agreed that if the injuries were non-accidental, it was not clear who the perpetrator was. The police agreed that Peter could go home once Ms A made alternative arrangements for the dogs.

Peter returned home on 26th January 2007. The family moved to their new home on 19th February 2007. There was a change of social worker.

Over the next month all the children were seen by another GP in the practice– they were judged to be well and happy. There was a social work visit on 20th February and all the children were seen; the social worker observed a good relationship between Peter and his mother.

On 5th March, the school nurse phoned the social worker to say that she had observed Ms A that day shouting loudly and slapping the cheek of one of Peter's siblings outside the school. The sibling was seen alone and confirmed the assault. Ms A had already agreed to attend a parenting programme and the social worker proposed no further action.

On visits to the home on 5th March and on 8th March the social worker saw Peter happy and smiling.

On 13th March the social worker interviewed Mr A. This was the first time that he had been seen since the December admission to the Whittington Hospital. Mr A wanted more contact with his children and he was advised by the social worker to get legal advice. He said that Ms A had a boyfriend whom he had seen at the family home. Later, Ms A angrily denied this to the social worker. Mr A said that he did not believe that Ms A would hit the children.

At the review child protection conference on 16th March the social worker was to increase the frequency of her announced and unannounced visits to weekly. The plan now was for monthly contact with the health visitor, either at the home or at the clinic.

At 4.40 pm on 9 April Ms A took Peter to A & E at the North Middlesex Hospital. The triage nurse noted a large boggy swelling to the left side of his head. Mother’s account was that four days earlier he had been pushed against a marble fire place by another child of his age. Apart from being grizzly over the next two days he had seemed fine but he had woken that morning with neck pain, holding his head to the left side. He had a small round bruise on his right cheek, a rash on the back of his arms and obvious head lice. Tests were done for meningitis because of the rash and neck stiffness, although this was eventually ruled out. Body maps indicated
bruises and scratches on his face, head and body.

Ms A said that she had a friend in the waiting room who had witnessed the fall, and she was fearful that Peter would be taken into care because he was on the child protection register. The friend is now thought to have been Mr H. Peter was admitted to a ward for 48 hours’ observation. A man referred to as his father was present on two evenings but didn’t stay. Ms. A was reported to have stayed with him throughout his stay. It is not certain who was caring for the other children during this time.

A hospital nurse confirmed to the social worker that the child had been brought in because he was injured but that it was not viewed as non- accidental because the mother had stated that the injury had been caused by another child. It is reasonable to infer that staff had been misdirected as to the possible cause and they speculated that he had experienced some kind of allergic reaction. By this time there was no sign of the original injury. The social work team agreed the discharge. No referral was made to the police.

Peter was discharged home on 11th April 2007. The discharge report of 17th April from the hospital referred to Ms A reporting a trivial head injury, caused by playing with siblings, a few days before admission.

The social worker next visited the home on 24th April and saw Peter and the other children. Peter appeared unsteady on his feet and the social worker discussed this with Ms A.

On 9th May the health visitor saw Peter at home and he was observed as a lively and active toddler. He was clean and appropriately dressed. On 16th May the FWA project worker made a home visit and saw Peter and one of the other children playing happily. On 21st May all the children were seen by the social worker and were well and playing happily.

On 1st June the social worker made an unannounced visit to the home and observed a bruise under Peter’s chin. Ms A said it was caused in a squabble with the child of a friend. The social worker requested that Ms A take Peter to the GP. Peter was taken to A&E at the NMUH, who were aware that he was on the child protection register.

At the hospital, a history was taken. Ms A’s account was that a friend had been staying between 25th and 28th May and she thought the bruises were caused by rough play with the friend’s 22 month old child. During the consultation he banged his head once and fell twice onto his bottom. There were multiple bruises and scratches of different ages on his body, and only some could be explained by normal rough play and falls. There was a grab mark bruise on his lower right leg that doctors were particularly concerned about; Ms A said that she had grabbed him on his leg to prevent him falling off a sofa. The social worker was happy for Peter to be discharged home because a friend would be staying with the family over the weekend. The social worker said she would pick things up on the following Monday.

The police were informed and elected not to undertake a joint investigation but to allow the social worker to look into it and to call them in if she felt that they had a role.

On 3rd June, when the health visitor contacted the hospital, they added that Peter also had an infected finger when seen, that the findings were inconclusive, and that Ms A was observed to have bonded well with the child.

The police were convinced that the injuries were non-accidental and requested that a strategy meeting be arranged. This took place on 4th June 2007. Agreement was reached to: undertake s.47 enquiries; hold an urgent legal planning meeting to consider care proceedings; fast track a paediatric assessment; make arrangements for Peter to be supervised at the family home by the family friend Ms M; agree a contract with Ms A; and find a childminder to assist with childcare during the day. A joint investigation by the police and children’s social care was ongoing. Ms A was interviewed by the police and she offered a variety of possible causes for the injuries and no admissions were made.

On 5th June, Ms A and Ms M, the family friend, met the team manager to sign a written agreement to the effect that Ms A and Peter would not be left alone together. There would also be a childminder for Peter and one of the other children on particular days. The agreement was to be reviewed in two weeks.

The police felt that while their investigation into the injuries was still taking place Peter should be removed from his mother’s care.

On 8th June 2007, the review child protection conference was held. The social worker took the conference through the injuries of 1st June and said they could not all be explained by Ms A‘s account. The reasonable conclusion from the medical examination was that the injuries were probably non– accidental. The meeting was informed that a legal planning meeting was to be held within the next week to inform future decision making. The conference Chair expressed her concern that Peter was experiencing the same injuries for which he was originally placed on a child protection plan. In addition, if they were caused by Peter’s own behaviour as his mother claimed, then they should be occurring continuously rather than in a pattern of serious but intermittent injury.

On 15th June the FWA project worker made a home visit. Ms A’s friend Mr H was present. Ms A was upset at being arrested for the injuries to Peter. She was happy to speak in front of Mr H because he knew everything.

On 19th June Baby Peter and one of the other children were seen by the social worker at the childminders. Both children interacted well with the three other children being looked after. The childminder did not convey any concerns. A core group meeting was also held on 20th June.

On 29th June the social worker had a message from the childminder that Ms A had taken Peter away. The SW tried to contact Ms A on three occasions that day without success. On 2 July the SW made contact with Ms A who said that she was looking after her uncle in Cricklewood. She would be returning on either 4th or 9th July depending on his health.

On 9th July the social worker made contact with Ms A, who was back in Haringey. She was at a Walk In Clinic (WIC) for Peter. At a home visit that day the social worker saw all the children. Peter’s ear was red and looked sore. Ms A showed the social worker the medication which had been prescribed at the walk in centre.

On 18th July, Ms A and Peter were seen at the clinic by the health visitor. Peter’s weight had reduced to the 25th centile although his appetite was described as good. It was reported by Ms A that he had been seen at the Walk In Clinic on 16th July (although it was in fact on 9th July) and treated with cream for his head scabs. It was noted that Peter was on a child protection plan and was well groomed and nourished and that there were no unexplained physical injuries. He had also been given antibiotics for his ear infection. His left ear was red on the outside and his lobe appeared to be infected. Ms A explained that she had caused the bruising around his ear while she had been trying to clean it. Ms A was advised again to go to the WIC at the NMUH. The health visitor contacted the social worker, who tried without success to contact Ms A to discuss her concerns.

On 19th July Ms A took Peter to the WIC at NMUH where they were referred to A&E. A history was taken and he was assessed and described as alert and looking around. He had an infected scalp with bloody scabs, head lice and blood around the left ear where he had been scratching. He looked grubby and the middle finger of his right hand was infected in the nail bed. Ms A said that he had developed a hives reaction on his head to red Leicester cheese which became infected from scratching. The infection was not investigated by doctors. A&E phoned the emergency duty team.

On 23rd July the childminder phoned the social worker to say that she could no longer care for Peter and the other child because of his scalp infection and their head lice. The social worker phoned Ms A and expressed concern that the infection was taking too long to clear up and that Ms A should take him to see the GP. On 26th July the SW phoned Ms A after she had taken Peter to see the GP. According to Ms A the GP was unable to prescribe more antibiotics, was not concerned, and thought Peter might have had an allergic reaction to the head lice treatment. The GP recognised the need for concern, but did nothing because he thought others would do something, and the child was being seen at the Child Development Centre in a few days.

On 25th July the legal planning meeting took place, and the decision was made that the case did not at present meet the threshold for care proceedings but that the position should be reviewed in light of further reports expected.

On 30th July all the children were seen on a planned home visit by the social worker on their own and with Ms A. Peter was in the buggy, alert and smiling but overtired. His ear was sore and slightly inflamed. He had white cream on the top of his head and Ms A thought the infection had improved. Peter’s face was smeared with chocolate and the social worker asked that it be cleaned off. The family friend took him away to do so and he did not reappear before the social worker left. Ms A said she had a GP appointment and mentioned grab marks on Peter. She was worried about being accused of harming him.

On 31st July the police met with the Crown Prosecution Service (CPS), who advised no further action on both of the investigations.

On 1st August Ms A took Peter to the CDC appointment, accompanied by her friend Ms M, whom the doctor took to be a foster carer for Peter. The referral had made clear that Peter was on the child protection register but not that he was the focus of current enquiries for injuries. Peter was unwell with a temperature and a runny nose. He had visible bruises. Ms A shared her concerns about his behaviour. A paediatric social, developmental and family history was taken. Ms A became tearful when reporting that CYPS had accused her of causing the bruises to Peter. She said that he was a much wanted boy. His weight was now on the 9th centile – a considerable weight loss.

The doctor concluded that he was unwell and miserable due to a possible viral infection. He had a history of recurrent bruising and recurrent infections; a history of abnormal behaviours – aggression, head-butting, head banging and hyperactivity – and there was a possibility that he might have some underlying metabolic disorder. In her notes of 8th August, the doctor said that she had advised Ms A to go to the GP or the hospital A&E if Peter did not get better. He was not examined by the GP. No reports had been provided of his previous admissions and attendances at the Whittington and NMUH for possible non-accidental injuries, nor were they sought.

On 2nd August Ms A was seen by the police at the social services offices and was told that neither prosecutions would be pursued.

On 3rd August the London Ambulance Service responded to a 999 call at 11.35am.The caller was Ms A, who reported a 17 month old child, taking antibiotics, who was now not moving. She reported to the crew that she had last seen him at approximately 1 am and that he had been unwell recently with a fungal infection. Ms A travelled in the ambulance to NMUH with Peter.
He was pronounced dead at 12.19 pm.

Lessons to be learned

The only leverage which the inter-agency response has in a situation in which a child is believed to have been harmed by those unknown, is the motivation and sense of responsibility which the parents/carers have for the child. The s.47 enquiries by CYPS, the investigation by the police, and the child protection conference, were all opportunities to discover the extent to which the parents /carers loved the children and were able to demonstrate their responsibility to care for and to protect Peter.

Although perhaps not consciously, a parent/carer in Ms A’s situation is testing the resolve of the safeguarding and child protection systems. She had not yet found it necessary to disclose what has happened to Peter, and in particular who had caused the injuries. From the beginning she was given every indication that she may not need to do so.

Agencies were too willing to believe Ms A’s accounts of herself, her care of the children, the composition of her household, and the nature of her friendship network. Such an account may well have proved to be accurate when tested over time, but at that stage it should have been be assumed that it might be self-serving. The danger is an over-identification with the service user in a wish to support and protect the child’s place in the family. There was already reason to believe that she was not being truthful about the injuries to her child.

Peter was the subject of a child protection conference in December 2006, with injuries so serious that they met the threshold for care proceedings. Although it cannot be known for certain how the injuries occurred, the medical view of the causes of the injuries went as far as it could in offering a non–accidental opinion – and it was gradually discounted. The likely explanation is that the injuries were not regarded as sufficiently serious and that there was an over-identification with the parent whose account of possible explanations was perceived to be plausible. Too little significance was given to Ms A’s own childhood experience of serious physical and emotional abuse and the possible impact of it both on her own parenting and her ability to manipulate the system .

Neither the paediatrician nor a representative of the hospital medical team was at the child protection conference to advocate for the reality of the child’s injuries. There was the real possibility that force had been used on Peter by an adult, that nobody was accepting responsibility, and that somebody was covering up. That was the reasonable inference and it should have guided the initial inter-agency response. It is difficult to understand how Peter could be returned to the family home after he has been seriously injured, possibly deliberately by an adult, and there is no resolution of who did it. It is reasonable to presume that Ms A was hoping to get away without either admitting to it herself or disclosing the identity of the perpetrator. It is the view of the author that just as the services have been testing her, she is testing the resolve of the services.

It is important to reflect on the process which took place at the conference. The majority of the members of the conference were not specialists in child protection. Their function was to bring safeguarding awareness to their daily work with children (e.g. the school) or to work in promoting the children’s welfare (e.g. Family Welfare Association). They do not carry the main responsibility for protecting Peter and it was unwise for the conference Chair to give them the responsibility for deciding the basis of the child protection plan. It is the role of Chairs, with their experience and expertise, to guide the members to a conclusion and note where there are any dissenters.

There may not have been sufficient awareness on the part of the participants, and particularly the Chair, of the dynamics of the relationships between the participants, and the part which procedures could play in minimising any adverse effects. Ms A’s presence in the meeting would have an influence on the agency representatives, who may feel that they need to protect their relationship with her as they have to work with her in the future. The impact of her presence would be compounded by the fact that she was accompanied by a solicitor. Ms A was apparently a dominating and forceful personality who may have intimidated people in the meeting and certainly had done so outside of it. Most importantly, there was reason to believe that she had not been frank about the injuries to Peter and who had caused them. There is provision to ask a parent to leave a meeting for part of the time, to check that there are not things being held back because of her presence.

Child protection plans were not required for all the children. It is true that no concerns had been expressed by the agencies about the care of the older children, and there was no indication of neglect or of injury when they were examined shortly after Peter’s injuries came to light. However, two children were on child protection plans. Either these children were being selected deliberately for maltreatment or they exhibited the vulnerabilities of generally neglectful parenting because they were younger. As the adults had refused to disclose what had happened to Peter, it was reasonable to conclude that all the children could be at risk of significant harm, and all of them should have received the added security of a child protection plan.

Peter was regarded as a routine case, with injuries expected as a matter of course, and the case was given the standard and well-tried approach to a family in need of support. Clearly nobody knew what the psycho-social problems/needs possibly were, reflected in Peter’s injuries and the neglect of at least one other child.

Placing Peter with a family friend was a clear indication to Ms A that services wanted, if possible, to keep the child with the family, despite his injuries. The injuries are not being taken too seriously. She can reasonably infer that the services need her to care for Peter more than she needs to be honest with them. The implications of the inter-agency and local authority actions appeared to be that this kind of occurrence was not surprising in a family like this. The level of concern was too low; little significance was given to the possibility that a small baby had been injured deliberately, with no account given of it by the adults involved; the expectations of parental care in the family were low; as were the expectations of the services of their own ability to influence events in the family.

The passive acceptance of her continued poor parenting was a fundamental
problem in the inter-agency approach.

A significant deficit in the first intervention with the family, which was then perpetuated, was the failure to establish the identity of Mr H, interview him, and conduct checks on his background. He was the friend that Ms A claimed was peripheral to the family and had no involvement with the children. One of the potentially dangerous scenarios in child protection is an unrelated man joining a vulnerable single parent family. Ms A’s account of his role was accepted too readily. The SCR PaneI has agreed that in future it will be the standard practice in relevant cases for both the police and CYPS to interview and thoroughly establish such a man’s identity, his background and his involvement with a family. It will be the responsibility of the wider safeguarding agencies to report the existence of these men when they become aware of them.

 The incident in March where Ms A struck one of the children on the face, in public with very little provocation, should have been responded to much more authoritatively. The response gave Ms A the wrong message; that the authorities were not too bothered. This was not smacking or considered parental discipline but a shocking loss of control directed to the most vulnerable part of a child’s body. It was an assault, and the police should have been informed and a strategy meeting called. Even if that had been a first incident in another family it would have justified a strategy meeting and possible s.47 enquiries.

The value of an unannounced visit by the social worker was demonstrated in bringing the injuries to Peter to light on 1st June. The worker acted correctly and assertively in not accepting Ms A’s explanations at face value, and insisting that Peter’s injuries be assessed by a doctor at the hospital. Although the view developed that the injuries were inconclusive in respect of being non–accidental, it was reasonable to infer that they were not the result of an accident. Although Ms A had explanations for all the injuries, she had not been sufficiently concerned about them prior to the visit to seek advice and help.

The challenge of the unannounced visit was not to last. The review child protection conference in June followed closely after the injuries to Peter were seen on 1st June. The attendance at the review conference was very poor under any circumstances but given that there had been two sets of serious injuries to Peter since the previous conference in March it is difficult to believe that child protection was given priority in Haringey’s child protection and safeguarding systems. Those assigned tasks in the child protection plan should have been invited and present. The FWA project worker was not invited, nor was she informed of the dates of this or other professionals meetings after May 2007. Of the four protecting agencies only the social workers were represented, with doctors, lawyers and police officers absent. They did not send substitutes and the administration of the conferencing system was so unclear that it is not certain that all were invited. The police did send a written report.

This meeting was an opportunity to review what had happened between March and June; for the doctors to speak of Peter’s injuries directly and to advocate for him if necessary. The police believed that the injuries to Peter were non-accidental and they could have strengthened their case for a legal planning meeting by attending. The lawyer could have heard the evidence and discussion first hand from the people present. It was a critical meeting but there is no sense that it was given due weight either in the way that it was organised or in the way that it was responded to.

Another example of the failure of the child protection system to act authoritatively in respect of Ms A and protecting Peter, was the failure to arrange an early legal planning meeting to consider the need for care proceedings in respect of Peter. It took seven weeks to arrange the meeting, due to a combination of administrative failures on the part of legal services and a lack of urgency on their part and on the part of the social work managers. To make a wrong decision is regrettable, but to lack urgency in facing up to making it is unacceptable. Legal services now completely accept that and they have put in place systems and safeguards which
should prevent it recurring in the future.

Where there is authoritative practice that makes demands on a parent it is the function of family support services to provide the compassion, empathy and encouragement to enable the parent to persevere in meeting those demands. The FWA assumed a family support role in attempting to safeguard Peter and his siblings. They became involved from the first child protection conference and were part of the core group aimed at safeguarding the children and supporting Ms A’s parenting. However, despite being in contact with the family until Peter died, FWA were not invited to, or informed about, any professionals meetings after May 2007.

The panel consider that the FWA staff only had a peripheral impact on the functioning of the family. The main problem was that it was never established that there was a basis to work in a family support mode with Ms A. This mode was assumed to be self evident from the beginning, whereas events demonstrate that Ms A marginalized the worker as she did with every agency who was involved with her, including most importantly, the social workers. The only way in which a family support worker could succeed in this case, was if the local authority as the lead agency was authoritative, in charge of the intervention, and if the parent understood that the family support agency was their opportunity to improve their parenting.




Improve inter-agency communication

Nothing illustrates the agencies’ failure to communicate effectively more than Ms A’s attendance at the Mellow Parenting programme. This health-led programme offered an intensive day long experience of social learning and support to parents with relationship difficulties with their children. The social workers who commissioned the programme saw Mellow Parenting as an important current arrangement in protecting Peter and the other child on the register, and also for the longer term in helping Ms A to be a more thoughtful parent. The social workers and the programme providers had different expectations of each because they were not clarified, and Peter was left for long periods on the programme days with somebody unknown. There was no arrangement to inform the social worker if Ms A did not attend, and crucially no alert if, when she did attend, Peter did not accompany her. Ms A attended 9 of the 13 sessions with the other child but Peter only accompanied them on 4 of those sessions. Nobody knew who was looking after him on those days when he did not attend.

The failure to offer Peter an early appointment at the CDC was caused in part by a failure to communicate the true position of his risk of harm by those requesting the appointment. CDC were informed that he was on the child protection register and thus subject to a child protection plan, but in addition they should have been told that he was currently subject to s.47 enquiries into recent injuries. This was his status, but he was not regarded as such. The CDC say that if this had been made clear when the team manager pressed for an early appointment, they would have seen Peter within 48 hours. The basis on which he was being referred to the CDC was to rule out an organic reason for his head-banging and head-butting behaviours.

In the view of the SCR panel, the main reasons for which he should have been referred to the CDC was for an assessment of the seriousness of his neglect, the impact of it on his development, and whether it was likely that there was any other explanation for the head banging and head-butting than the pain and frustration he was experiencing at the hands of those caring for him. Even the family friend noticed that the head-banging disappeared while he was in her care. Given the seriousness of the injuries which Peter had been experiencing all along, the referral looks like casting around for any kind of explanation for his injuries other than that he was being harmed by someone with access to him.

Peter was unwell and miserable at the assessment and there were even visible bruises. The doctor may have meant well in deferring the examination but even without the bruises there can be only one absolute rule when a child subject to a child protection plan presents in this way to a health professional: he must be examined.

Ensuring safeguarding awareness in universal services

In many primary care teams there is much closer liaison between health visitors and GPs. In this practice it was exceptionally distant because the arrangements to ensure good communication and a close working relationship between the two professions were not in place.

The second incident in October 2006 was even more concerning than the first, because the mother was reporting that her child had actually become injured and she wanted him checked by the doctor, although she did not believe that he had suffered any broken bones. Taken together with the first incident, a more concerned view should have been taken of it by the GP. Instead it was treated as a separate coincidental happening, and the mother’s account was accepted at face value. The threshold now should have been safeguarding, and it justified the involvement of a colleague, a health visitor, who could make a visit to the home and assess both the home setting and Ms A’s relationship with her child. The panel is of the view that the majority of GPs in Haringey would have taken action but there may still be a training need. 


Peter was seen with Ms A by his GP on 26thJuly 2007. The GP has said subsequently that he had considerable misgivings about Peter’s appearance and demeanour at that appointment. He felt Peter was in “a sorry state”. However, he did not take any action to alert others to his concern. He assumed that others would have similar concerns and would be in a better position to take action. He knew that Peter had an appointment at the CDC in a few days. 

It is important for professionals to trust their feelings when they perceive children to be suffering, and not make assumptions that others have also perceived it and are better placed to act.

Over- reliance on medical and criminal evidence

The police are concerned with evidence and place importance on the indications of injuries and the weight which doctors will give to them. Other services can also place too much importance on the medical opinion on the injuries and too much importance on what the police and CPS make of the medical opinion. If these agencies do not prosecute, the injuries can come to be regarded as uncertain and even accidental.

Joint Police and social worker investigations

The police were only informed and involved at two stages. At other times matters were assessed by the social worker alone or by a doctor alone, denying the police the opportunity to assess whether a crime had been committed and deciding whether to investigate it.

In relation to the 1stJune visit, the police were informed but asked the social worker to assess the situation and inform them of the outcome, when they would decide whether an investigation was justified. This helps to create an unhelpful culture in which other services use discretion about involving the police.

On 11th December, both a social worker and a police officer assessed the situation and the police officer investigated an alleged crime. Subsequently the police officer and social worker jointly interviewed the older children at the school. They did not do it with a video record because at that point no offence had been alleged in respect of them. In cases of alleged maltreatment of children, guidance requires that police and social workers collaborate in bringing together the complementary aspects of evidence-seeking and risk assessment in the interests of protecting the child.

Placing children with family and friends

In the context of a police investigation and s.47 enquiries by the social worker, to place Peter with the family friend was the wrong judgement and gave Ms A the wrong message: that the authorities were not too concerned about the injuries to Peter. However, the managers were literally following the instructions in their own operational guidance of the time, which directs that before using one of the department’s foster placements every effort should be made to place the child with family or friends.

The family friend was chosen to provide a temporary home for Peter after considering and rejecting Peter’s father because Ms A alleged that he had slapped the children in the past. It is not known whether this was clarified with Mr A, to get his view, or whether his wife’s version was accepted. Mr A was prepared to take time off from work and to get a reference from his employer. There had been no concerns about his care of the children in the past and he had parental responsibility and the right to care for his son.
There should have been very good reasons before refusing his offer of temporary care and his rights should have been explained to him.

Lack of challenge when conducting basic inquiries

At no point did it occur to anyone that the injuries to the children were caused by someone else apart from their mother.

Throughout the period covered by this SCR, observations are made of the children and their interaction with each other and with their mother, which were reassuring to the professionals involved with the family. There can be little doubt that these observations were accurate and believed to be genuine. They helped to reduce the concern created when Peter was injured periodically and they undermined resolve when professionals were prepared to act authoritatively. However there can be little doubt now that all the children were being neglected and some of them were being actively abused.

Professionals need to bear in mind that children of this age are very resilient if the abuse is intermittent. Adults define the world for children in a way which makes it difficult for them to envisage another.

There will be times when they have to grasp the nettle, using professional judgement, in the knowledge that they may be proved to be mistaken. Better that than the harm that the child will have to experience instead.

The Cricklewood episode is an example of Ms A testing out the child protection system and finding it wanting. A number of her children are under child protection plans, she has recently been arrested for allegedly harming Peter, she is the focus of a police investigation, even the social workers are sceptical of her account, and she decamps with all the children without warning or permission. The police are not informed and it does not appear as if she is asked for the address where she is staying so that the authorities locally can establish that the children are safe and whether the account which she had given is true. She is not tested to see if she is a responsible parent and is not warned of the possible consequences when she returns. She did not want to risk not being given permission or the possibility that checks would be made, and she shrewdly judged correctly that there would be no consequences when she returned.

When she returned, Peter had a sore ear. It was assumed that was due to an infection but this was not checked out with the doctors who examined him. No steps were taken to find out if there may have other explanations for the condition. Ms A could have been questioned about the whole episode and checks could have been done to verify her story that she had been looking after an uncle in Cricklewood (it emerged in the course of the later trial that this story was a complete fabrication). Ms A constantly tested the child protection systems and they were always found wanting.


The case supervision, particularly for one of the social workers in Peter’s case, was ad hoc, inconsistent, and often cancelled. However, even if the supervision had taken place it is unlikely that it would have illuminated the deficiencies in the practice as in this instance the team managers were familiar with the case and themselves had insufficient concerns despite the frequency of injuries to Peter.

Conclusion

It is reasonable to conclude that, for a case which reflected the highest level of concern that we have for a child’s welfare, the interventions were:
	lacking urgency
	lacking thoroughness,
	insufficiently challenging to the parent
	lacking action in response to reasonable inference
	insufficiently focussed on the children’s welfare
	based on too high a threshold for intervention
	based on expectations that were too low.

The SCR panel is of the view that all staff in every agency involved with Peter and his family were well motivated and concerned to play their part in safeguarding him and supporting Ms A to improve her parenting. They were deemed to be competent in their safeguarding and child protection roles as they understood them to be, based on their experience and qualifications.
They had the appropriate qualifications and experience for their roles and were no less qualified and no less experienced than staff in similar roles in other places. However, in this case they did not exercise a strong enough sense of challenge when dealing with Ms A and their practice, both individually and collectively expressed as the culture of safeguarding and child protection at the time, was completely inadequate to meet the challenges presented by the case of Baby Peter.

However, in this case the interventions were not sufficiently authoritative by any agency.

Everybody working as ‘safeguarders’ in the safeguarding system, especially those working in the universal services provided by health, education, early years provision and local police, needs to become more aware of the authority in their role, and to use it to safeguard the children as well as to support parents. The mode of relationship with parents, especially on first meeting them, needs to be observing and assessing as well as helpful. Those agency roles which are the protectors – doctors, lawyers, police officers and social workers – need to become much more authoritative both in the initial management of every case with child protection concerns, and in the subsequent child protection plan. It is crucial to be sceptical of the accounts which are given for any maltreatment of the children, and they should be
tested thoroughly against the facts. The reasonable inference must be the basis of any action, rather than awaiting care proceedings or prosecution.


It is important to remember that every year many children die non- accidentally in our country, some of them in similar circumstances to those of Baby Peter. This is not a problem restricted to Haringey and we must learn the lessons. The tragedy is not just that of an individual child’s death but the fact that many more children may at this moment be suffering hardship
because services do not effect sufficient improvement in their parents.

Baby Peter’s horrifying death could and should have been prevented. If the principles and approaches described in this report had been applied by the four protecting professions, the situation would have been stopped in its tracks at the first serious incident. Peter deserved better from the services which were there to protect him, and they in turn deserved better than the ethos which influenced their work at the time.

Recommendations

The LSCB and the Partnership must ensure that staff in the four protecting professions – doctors, lawyers, police and social workers – are appropriately trained, individually and together, in the principles and values of the authoritative practice described in this Serious Case Review.
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