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Introduction: 
Baby P also referred to as baby Peter Connelly, born in 2006 and was 1 year and 5 months old. Born in Haringey, North London to his mother (Tracey Connelly) and stepfather (Steven Barker) he endured months of unbearable abuse by both parents and his life was tragically taken away from him by his them in 2007 although being under the watchful eye of social workers, police, doctors, and the local council.
Leadership is for an individual to be able to take control, motivate others, and to lead other individuals towards the one common goal shared. Leadership is a process of influence that occurs in a group setting towards the achievement of a common goal (NHS England, 2022).
Centralisation and decentralisation indicate how both decision making and functional control are allocated. Centralisation is the process in which activities involving planning and decision making within an organisation are concentrated with a specific leader or location. Decentralisation empowers teams or departments to make decisions, promoting communication in all directions (Wale,. H, 2025). 
Transformational Leadership is a method where leaders stimulate and encourage individuals to believe in their self and go beyond their egoism for the bettering of an organisation or group. Transformational leadership fosters trusting relationships; new visions; and personal, professional, and cultural growth (Notarnicola,. I, et al, 2024). Systems leadership theory is a cooperative framework focusing on working through complicated, and interrelated challenges. This theory is heralded as a means for improving collaboration and alignment between those commissioning, providing and using public services (Bolden,. R, 2020).
By using the correct leadership style, it can enhance productivity, engagement, and provide a better workplace culture. There are three leadership styles, and they’re all important to acquire. The first is Autocratic, this style of managing is where one individual makes all the decisions, and employees are told what to do, secondly, Laissez-Faire leadership style and this let employees get on with the situation themselves with little interference only when needed. Lastly there is a Democratic style where both manager and employees work equally, and anyone is encouraged to communicate any ideas (BBC, 2021)
The purpose of this analysis report is to highlight the tragic events that happened to Baby P and the reasoning behind why he was failed not only by his parents but the local authority and health professionals and the transformation that took place after this case. The report will focus on weaknesses, centralisation and decentralisation, explaining how leadership theories apply to the case, provide a critique, provide improvements, and what lessons were learned in the result of this tragedy.


Analysis:
A 17-month-old boy suffering child abuse, with the failure of early detection of child abuse and the negligence of healthcare professionals and local authorities in interjecting despite clear signs of abuse. EG; in May 2007, Baby P was admitted to hospital with multiple injuries. In May of 2007 after the Commission for Social Care Inspection (CSCI) was called and Conelly (mother) was arrested, social services are then involved in the care, after a social worker missed injuries police re arrested the mother, then finally on the 3rd of August Baby P is found dead in his cot (BBC News, 2013).
Though the Baby P Case was based in the London Borough, it highlights the broader public health issue. Child mistreatment is acknowledged as a primary cause of avoidable physical state, mental state, injury, and early death. As mentioned earlier the Baby P Case has highlighted how the oversights of early signs of abuse, the protection of a child, and health professionals and local authorities can lead to mortality.
Nationally, child maltreatment is a major challenge and distress in the United Kingdom. The Office for National Statistics (2025) state that in 2024, it was estimated that 13.6 individuals aged 18 and over, stated that they had experienced a form of abuse (emotional, neglect, physical, or sexual) before the age of 18 years old (1 in 10 individuals).  This emphasises the number of children that need to be safeguarded and have experienced some form of child mistreatment or abuse. In 2026, it's known that there were 357 serious incident notifications, with 160 notifications being related to a child's death and 188 notifications relating to serious harm, these serious harm can factors include; long term impairment of a child's mental health being intellectual, emotional, social or behavioural development and covering a child's impairment of physical health (GOV.UK, 2026)
Globally, the World Health Organisation (WHO) (2024) states that 1 in 6 children (400 million) under the age of 5, have experienced a form of physical, mental treatment or violence from their carer or parents. A child that’s been abused often hides it to themselves with only a fraction of these children provided support from their local services. This treatment to children often causes long term consequences such as psychological, social, educational challenges when they reach adolescence and adulthood. These burdens individuals as it can cause challenges on healthcare systems and in society.
Consequently, The Baby P case showed a failure to safeguard Peter Connelly, national and global evidence can show child maltreatment is a major public health issue around the world. The Baby P case highlights the importance of health professionals detecting abuse early on, both health professionals and local authorities being able to work together and communicate efficiently and effectively, and to implement safeguarding policies that will help prevent harm to children and young adults and being able to better the health results for these susceptible and vulnerable children and young adults.
[bookmark: _Int_aZOIS5w5]Therefore, these statistics from organisations like the Department for Education and World Health Organisation majorly highlight that child maltreatment is ultimately a wide world issue affecting millions of children and young adults. It’s acknowledged child abuse is only a small number of child mortality than any other factors, there’s still a sufficient number of children being murdered by the hands of their parents or carers whether being neglected, physically abused, mental health, and poor health. Statistics showing that being able to have stronger safeguarding for children, providing early intervention, and improving communication with health professionals and local authorities will significantly the mortality rate and reduce child abuse.
The case of Baby P, substantiates when a child is murdered by their parents or carers, are usually consequences of systematic failures from health professionals and local authorities rather than one single organisation. There are many factors that contributed to this little boy’s death, some of them include:
[bookmark: _Int_DJd8PTrk]Communication Breakdown – It was found that Baby Peter was being abused, information from social services, health professionals, and the local authorities wasn’t being shared effectively causing miscommunication, the full understanding of the risk factors Baby Peter endured was not understood (Laming, 2009). An example, meetings were missed between health professionals and child protection conferences to talk about Baby Peter. Another example the doctor that saw Baby Peter two days before his death, didn’t report or speak back to his social worker after the appointment. Sellgren,. K (2010) from BBC states various agencies failed to realise that Stephen Barker (Stepfather) was a violent individual and was living in the family home and might have been abusing Baby Peter, with social workers and managers not thinking that Peter was being harmed or at risk.
Ignorance for Recognising Abuse – Health professionals and local authorities involved wasn’t putting attention on the issue at hand, they focused on a singular isolated incident rather than how long the abuse had been going on escalating to further abuse. NSPCC (2021) states there are case reviews that are conducted when a child is seriously harmed and when they die of abuse or neglect, this not never done with Baby P causing the fatal death of this child. There’s a review done by the Care Quality Commission (CDC) in 2009 for the involvement and action taken by health bodies relating to the case of Baby P, it was found out health bodies such as Great Ormond Street Hospital for Children NHS Trust and Haringey Social Services didn’t have adequate training on child protection procedures as the review states they're concerns that Great Ormond Street Hospital’s staff weren’t clear about child protection procedures and didn’t understand risk factors in identifying a child in need of support (Care Quality Commission, 2009)
Wilful Blindness for Accountability – The Baby P case, there was a major weakness in accountability to safeguarding a child. There was almost no communication between health professionals and local authorities, information provided wasn’t being handled correctly and wasn’t being passed to the right departments, leading to this child’s death. Examples of this in the case; the mother being believed instantly, with there being many excuses and being cooperative, social workers and medical staff believed what she said and failed to see the truth. Professionals being unaware of the mother's partner living in the property and failing to investigate. Inter agencies explain it's difficult to understand how Peter could’ve been returned home after being seriously injured, presumably by an adult, with Tracey (the mother) hoping to get away with disclosing the identity of her partner (the perpetrator) (LSCB, 2009).
The level of governance identified in influencing the issue of child abuse in the Baby P case would be the local governance. With the national governance modelling safeguarding practice. Health professionals and agencies all failed to communicate, share information to the right professionals, and failure to see the risk of the abuse Baby Peter endured when being in contact with him (Laming, 2009). Also showing that safeguarding, leadership and management by local authorities and partner agencies in Haringey are inadequate (Ofstead Healthcare Commission, 2008). The Department for Education (2023) explains safeguarding guidance's that are involved place responsibility on local agencies in working together to safeguard children, and in the Baby P case these guidance's weren’t used.
Baby P, there is underlying challenges that are presented regarding the United Kingdom's safeguarding systems. With major challenge being an increased strain on social services. The Care Quality Commission’s Chief Executive said “The response for Baby P was too slow, professionals were not armed with information that might have set alarm bells, with staffing not being adequate, and not the right training being provided. Social care and health care weren't working together as they should with concerns not being identified, heard, or acted upon” (Wise,. J, 2009). There were heavy workloads on social workers as there was loads of referrals being made to them at once increasing workloads (Commission for Social Care Inspection, 2009). Showing there was not one isolated failure, these failures suggest when the Baby P case was presented to health professionals and local authorities, these agencies faced unimaginable pressure which contribute to the failings of Peter Connelly.
The Peter Connelly case (Baby P) highlights safeguarding challenges that were faced locally, also revealing a broader challenge globally regarding child safeguarding. Challenges already presented with staff shortages, increased workloads on social services, communication, and leadership roles. Globally, 1 in 6 children suffer some form of abuse from a parent or caregiver and every year there's an estimated 40,150 homicide deaths in children under 18 from child maltreatment (WHO, 2024). Nationally, in the past 5 years (2020-2024) there’s been an average on 63 child deaths by assault or determined intent in the UK, with on average 1 child being killed per week in the UK. Children aged under 1 had the highest rate of homicide (31.6 per million population) (NSPCC, 2026). Suggesting that the Baby P case creating exposure to local governance failures, it highlights the need for child safeguarding challenges continue to be faced worldwide.
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Figures 1 & 2 represent a rich picture, showing the complications that Baby P faced, showing how different organisations and agencies had an influenced the safeguarding outcomes. There are national policies in place to help safeguard children, but as seen local children's services, healthcare services and local authorities had neglected to use these policies correctly, through failed communication, information not being shared, and insufficient cause for concern. The rich picture shows challenges faced in organisations and agencies like workforce shortages and staff burnout due to increased overload of referrals.

Centralisation and decentralisation within the Baby P case:
With the Baby P case being researched, it highlights that child safeguarding in the United Kingdom works through a decentralised system which is being supported by national government. It’s known that the Department for Education demonstrates guidance through the Children's Act 2004, while the local authorities like the NHS, and metropolitan police are the ones to initiate these safeguarding policies (Department for Education, 2015). As seen in the Baby P (Peter Connelly) case the Haringey Social Services hasn’t effectively collaborated with all parties involved and didn't present themselves with opportunities to safeguard him.
Centralised Systems:
A centralised system allows authority of decision making to central government or senior leadership. Policies, fundings, and tactical planning are often resolved nationally, and local organisations are accountable for applying it. The Kings Fund (2022) states the government argued these powers would be used occasionally and these safeguards will limit the scope for intervention, creating potential for ministers to be more involved in local service changes and to delay decisions. With a centralised system it can encourage accountability, coherence and service provision through organisations. An example; the National Health Service (The NHS) in the United Kingdom with NHS England and the Department of Health and Social Care set financial agreements, national agendas, and clinical standards. NHS Trusts and other organisations must use and follow these frameworks as it making sure that health services are being delivered while being accountable. the NHS Oversight Framework 26/27 describes a consistent and transparent approach to assessing ICB’s, NHS Trusts and foundation trusts, ensuring public accountability, NHS England works with systems and providers to support improvement (NHS UK, 2026).
A centralised system allows authority of decision making to central government or senior leadership and accountability between organisations. There’s advantages to a centralised approach; national policies, obligatory procedures, and monitoring performance which can reduce standardization and make sure local authorities use same standards. This relates to Baby P case we can see weaknesses in Haringey Children’s Social Services, if there was more robust monitoring earlier on in the case then it could’ve enhanced accountability and protection of Baby P. With advantages there also disadvantages, they can be found throughout the Baby P case an example; the local professionals involved like the social workers have had constrains in autonomy meaning they don’t have the authority to make decisions on Babys P’s circumstances. A review conducted by Professor Eileen Munro, to conduct an independent review of child protection in England. In this review she explains it’s important to be aware how much hindsight distorts our judgement about the predictability of an adverse outcome and once we know the outcome was tragic, we look backwards from it and seems clear which assessments or actions were critical in leading that outcome (Munro,. Eileen, 2011). Centralisation strengthens regularity and national accountability; being impartial to with professional versatility and leadership. (CQC, 2023)

Decentralised Systems:
A decentralised system is the opposite to centralised and allows authority of decision making to be provided to local organisation instead of to central government. As the national government provides policy and legislations, local authorities like the NHS organisations, and metropolitan police have authority to make decisions based on one's needs. (Department for Education, 2023). An example; child protection in England, there are multiagency partners in social care, and these partners assess risk, provide personalised interventions, and protect children according to the Children's Act 2004 and working together to Safeguard Children (GOV.UK, 2004).
There are several advantages with decentralisation like local expertise in the local council for example; there’s better knowledge in understanding the current challenges in the community and the level of deprivation. There are more opportunities in schools, communities, and clinics for children to come forward if any abuse is happening (Fitzpatrick, Mike, 2009). Another advantage would be adaptability, as local managers would be able to redirect any resources to a community faster than the national office could. This allows for community ties, as local managers can help build trust with people from communities as they’re in closer reach than the national office.
As we can see the advantages of decentralisation above, now we can talk about the disadvantages with decentralisation. One major disadvantage is being born into the right community, as different councils can the right access, resources, funding, and training levels, so to be protected sufficiently, everything depends on where they live. Also, the fact services such as Haringey’s local councils, and social services are standalone units, functioning separately, allowing for files, important data to get lost, or obstructed in their systems, making it difficult to track patterns of abuse to individuals. An example; BBC did a report on Baby P, and finding show agencies acting in isolation from one another without effective coordination, there were poor gatherings, recordings, and sharing of information (BBC News, 2008)
Critical Analysis:
We can clearly see the systematic structure in the Baby P case critically hindered crisis management. Being seen that Haringey Local Council and the Local Social Services and other surrounding professionals all worked in isolation to one another, so information was lost in filings, and no efficient communication was being made to the other groups, as stated in the BBC Report: Key Findings. Decision making was fragmented; there was just surface level engagement regarding this case, there was no following up on the mother's accounts by either social services or local authorities as we now know as being deceitful. Alison Benjamin wrote an article in The Guardian saying they were unaware of the mother's boyfriend and shocked at the evidence in court about the extent and deceit to cover up his (Peter’s stepfathers) presence in the home (Benjamin,. J, 2008). Lastly, no accountability was taken by professionals and local authorities, this can be seen as Baby P (Peter Connelly) was seen 60 times by professionals before his passing. Cynthia Bower, CQC’s Chief Executive said, “The process was too slow, professionals weren't armed with information's that alarmed them, staffing levels not being adequate, right training not being in place universally, social care and healthcare weren't working together as they should, with concerns not being identified, heard or acted upon.” (Care Quality Commission, 2009). This meaning the responsibility of this case was simply a fragmented network of organisations being decentralised rather than being centralised.

Leadership Theories and Application to the Baby P Case:
There are multiple leadership theories that relate to the Baby P case, the investigations that were lead had recognised the neglect that this child had been faced by organisations involved like social services, police, Haringey Local Council and the failure to take accountability, failing to communicate to organisations, and the collapse of teamwork between them. The leadership theories involved are below:
Transformational Leadership – 
The transformative leadership theory, created by James MacGregor Burns in 1973 with him them adding the theory to his book ‘Leadership’ in 1978. Then later developed by management scholars in 1985 by Bernard M Bass, he adapted the theory for organisations and businesses defining the core framework. The theory fosters trusting relationships, new visions, and professional, personal, and cultural growth, with effective leaders supporting their co-workers' motivational growths and their organisations aim (Notamicola,. I., et al, 2024). Theres four core elements to this theory: 1) Idealized Influence - Leader having integrity, being principled, being reliable person. 2) Inspirational Motivation - Leader showing the purpose of their work providing a clear and concise vision. 3) Intellectual Stimulation - Encouraging motivation between co-workers creating new ideas. 4) Individualised Consideration - Leader being empathetic and providing support to grow. This theory is a style that inspires and motivates employees to exceed expectation through vision, empathy, and innovation, emphasizing growth for individuals and agencies (National University, 2023).
TL encourages teamwork, effective communication, and having the same goal in the organisation. Bernard Bass and Ronald E Riggio state in their 2nd edition book; Transformational Leadership, in summary, there’s substantial evidence that transformational leadership, particularly measured by the Multifactor Leadership Questionnaire (MLQ) correlates significantly with measures of leadership effectiveness (Bass Bernard and Ronald E Riggio, 2006). The Baby P case was a lack of TL leading to breakdown in communication between organisations, healthcare professional’s decisions, and being able to take accountability. In having TL in the Baby P case, it could’ve cultivated a more professional awareness, curiosity, and immediate decision making. An example; if a transformational leader was to create meetings between agencies and encourage shared responsibility, this could’ve allowed healthcare professionals to spot patterns of abuse then seeing them as isolated.
Systemic Leadership:
This theory was created by Karl Ludwig and implemented in 1969, also known as the General Systems Theory, the concept of systems is not reduced to a series of parts functioning in isolation and to understand the whole one must understand the interrelations between these parts (Anderson, Brett,. R, 2016). This theory is a joint approach to resolving complicated issues by bringing together multiple organisations and focusing on a holistic network rather than isolated ones (GOV.UK, 2020). The Baby P case, there's a nonappearance of systemic leadership, as communication, failings of sharing information, failures in decision making from Haringey Social Services, other health organisations involved and the police. The Haringey Local Safeguarding Children Board’s Serious Case Review ‘Child A’ (Baby P) states many factors that contributed to the inability of the agencies to understand what was happening to Baby P, with non on their own were likely to have enabled further responses that might have prevented the tragic outcome, the lack of understanding of the families functioning and consequently compounded the risk to Baby P (Department for Education, 2008). The Baby P case having sufficient systems leadership could’ve brought together meetings across all agencies, sharing information effectively, and initially they would’ve been able to spot Baby P risk in earlier days. Correlating with the Munroe Review (2011) working together, having professional judgement will allow for better safeguarding against child abuse.
Distributed Leadership
This theory created by two men, Peter Gronn and James Sillane in the 2000. the theory is designed to frame a programme of research that will analyse leadership activity and generate evocative cases for practitioners to interpret ongoing leadership practice (Spillane,. P,. James et al, 1999). The Baby P case theres the nonappearance of systemic leadership, as the no communication, failings of sharing information, and failures in decision making from Haringey Social Services, and other health organisations involved, there was intention for multi agency liaison, but wasn’t implemented. An example; healthcare professionals have seen injuries on Baby P, and when social services has been doing assessments on him, and with the metropolitan police investigatinging the concerns raised, all the organisations failed to bring together their expertise and knowledge to bring the appropriate safeguarding measures to protect Baby P. with this leadership theory could have encouraged regular and consistent meeting between the organisations, with the sharing of the appropriate information and making sure the concerns raised were being escalated properly. The importance of distributed leadership in promoting collaborative practices to improve children, youth, and families (Fournier, Pierre-Luc, et al, 2022)

Improvements and Lessons Learned:
[bookmark: _Int_oLE7ItDR]Regarding this case (Baby Peter Connelly), Peter passed away in 2007 due to multiple factors, with the abuse he suffered and the number of times he was seen by health professional prior to his death, leading to exposures in the failings in child safeguarding. This case turned perspectives around and made changes in healthcare, metropolitan police, social services and in the government, it also highlighted a series of systematic failures including, failure in multi-agency communication, the training social work professionals received, and the risk analysis methods. The lessons that were learned and that were focused on in this case were professionals cultivating curiosity, rebutting parental accounts, and the realignment of safeguarding children who are abused. Below are a few examples:
Problem: The failed communication between the multi-agency organisations involved with Baby P’s case.
Data: The British Journal of General Practice (2009) states the conclusion ends the same with inquires and that was everyone was to blame; there was lack of interagency coordination and everyone should try harder in the future.
Improvement: In the year after Peter Connelly’s death there were a series of reviews conducted for social services care in England by a reviewer called Lord Laming, with the review ultimately making 58 recommendations for child protection reforms. In 2010 Tim Loughton, the Minister for Children and Families stated the Local Safeguarding Boards in England must provide an Overview and report of summary of all cases. Then in 2012, Operation Yewtree was adopted by the police, and the Protection of Freedoms Act 2012 were set up to investigate sexual abuse allegations and do vetting and barring checks on adults working with children (NSPCC, 2024)
Problem: That guidelines that were in place (Statuary and National) were not being followed efficiently and why the right measures were not taken to safeguard Baby P’s life.
Data: There were three guidance and legislations that were in place in the time of Baby P’s death and these were; Working Together to Safeguard Children (2006), The Children's Act 2004, and the Children's Act 1989. With these being in place to protect and safeguard children. These were not followed as The Guardian (2008) report on the failings of Baby P state there was failure to identify children and young people at risk of immeadiate harm, lack of coordination between agencies and poor sharing of information.
Improvement: There was an update in statuary guidance's to allow for a reinforcement in inter agencies to join up and work together and share responsibilities. Susan White, et al (2015) states data suggests that persistence, resilience and vigilance from the safeguarding leadership and executive teams are crucial, current policy includes the development of the Child Protection Information Sharing Project, which is intended to improve information flow between the NHS, particularly hospitals and children's social care, with it being important that managers adopt a ‘design attitude’ and seek to mitigate unintended consequences through careful experimentation.
The case of Peter Connely has showed that the challenges and weaknesses found in organisations leadership, system architecture, and feedback merged to compromise effective safeguarding. The child protection system in England relies on organisations such as the police, social services, hospitals, and the NHS to work together, but bad communication and lack of responsivity stopped professionals from seeing the whole view of what was happening. Brandon, Marian, et al (2020) stated, these challenges point to the importance of a multi-agency approach to identification and assessment, through which differing views and perspectives can be robustly triangulated. The Peter Connely case strengthens the importance of being able to share information to the appropriate people, clinical supervision, and knowledge management to strengthen child protection systems and improve the future outcomes for children at risk (CQC, 2019).
There is a crucial lesson that can be learned from health organisations in the Peter Connelly case.as mentioned in this report such as, Health professionals being more aware of situations at hand, like not taking a parents word at face value and ensuring the right training has been provided in understanding situations of child abuse and neglect, while also reporting all evidence to the right professionals to ensure a fast action response in regard to safeguarding a child (Palmer,. W, 2018), going hand in hand with being accountable and being active in management, this can allow for health organisations to share information correctly, by doing this it shows that it will or can prevent serious safeguarding failures. Ulster University (2012) said “I would be wrong to say these inquiries have made no difference – as a result of their recommendations practices have been tightened up and multi-agency cooperation improved, with sometimes the systems not working and this hopefully reflects these changes and help inform practices in years ahead.
Data and evidence are crucial in ensuring continuous improvement and accountability in safeguarding children this following the Peter Connelly case. Now with the reviews conducted by Munro and Laming, there are up to date Serious Case Reviews, inspections identified and audits performed to allow to find gaps and challenges, see safeguarding outcomes, and enforce research-based improvements (Department for Education, 2023). By obsering patterns in child safeguarding referrals, quality assurance, and health organisations communicating efficiently it all helps to assess whether these organisations have improved and shows gaps for improvement (Ofsted, 2024)

Recommendations:
There was major scrutiny on Haringey Social Services after the Peter Connelly case although there were many organisations and agencies to blame including the NHS, GP’s, the metropolitan police, and the hospitals. With the tragic passing of the One-year-old child it raised major challenges regarding the correct decision making, the communication, and the assessments that these agencies and organisations had made, showing the need for immediate improvements systematically, then just blaming one organisation for the role.
After the tragic death of Peter Connelly, Haringey’s Children's Social Services next steps would be to take the information from the reviews conducted and implement them into practice as this will improve children's safeguarding. As stated above, providing constant training to health organisations and agencies on how to spot signs of abuse and provide efficient decision making. While also ensuring enhanced communication between agencies and organisations will allow for professionals to be able to provide early intervention and be able to identify risks. Ensuring that there are regular inspections and examinations will allow for continuous knowledge.
The most effective leadership style for Haringey Children's Social Services would be the Transformational Leadership Style and The Distributed Leadership Style as these styles allow health professionals to see a clearer picture, allows for continuous knowledge and learning, and allows for accountability to be taken to improve safeguarding. With distributed leadership the responsibility is not put on one organisation or agency, promoting effective communication, decision making being shared, and encourages teamwork. By combining these leadership styles, it will allow for continuous improvement and ensure that children are safeguarded and their priority.
To strengthen governance, communication, and systems integration, Haringey Children's Social Services should clarify the chains of commands, by having higher authority to conduct regular reviews and inspections. With communication with other agencies will improve communication this will be done by holding regular meetings with health professionals, the police, and schools as information can be shared efficiently and correctly. Digital tranformation systems will allow for health professionals to access up to date data securely and safely. By having these recommendations, it ensures that children are safeguarded and their protection being a priority.
[bookmark: _Int_zb4DClZ3]In order to enhance technical and allocative efficiency, Haringey Children’s Social Services should make sure all resources available are used efficiently to make sure children are safeguarded. With reduced caseloads, the right training and skills, and a better workforce plan the technical and allocative efficiency will improve. With any funding being placed on early intervention to stop challenges from arising this reducing long term costs. With having regular checks and reviewing the data can provide any gaps found.

Conclusion:
Analysed throughout the report, the Peter Connelly (Baby Peter) case demonstrated that there was a failure in the health organisations and the local authorities including Haringey Children’s Social Services that were involved. Knowing that Haringey Children's Social Services had seemed to be blamed the most for the tragic death of the one-year-old, it was determined that accountability and responsibility should be shared across the organisations and agencies involved. After the exposure of the case, it was shown that there was insufficient communication, investigations wasn't not performed correctly, leadership roles were mis leaded, and there was lost opportunity to safeguard this child although being seen a significant number of times by health professionals by health professionals and local authorities.
The report can see that the importance of centralisation and decentralisation needed to be implemented at the same time with Haringey Children Social Services. With having a centralised approach would have allowed these organisations and local authorities involved to take accountability, and provide long term protection, whilst having a decentralised approach could have provided a fast-acting response for social workers to make effective decisions. Combining the two approaches could have both improved being held accountable and having a faster response.
There were key lessons that were learned during this case, and they include being able to work and communicate effectively with other organisations and agencies and being able to share information will create strong leadership and professional development. Caseloads are more manageable, health professionals are now implementing policies and legislations in practices, and each organisation and local agencies sharing accountability of challenges that arise. So, as we can see the Peter Connelly case has strengthened safeguarding and provided shared responsibility for all and government policies and legislation and multi-agency working are essential to safeguarding children facing child abuse.
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