


The Office for Health Improvement & Disparities (2022) describes vulnerability as a person that is in need of special care, support, or protection due to their age, disability, risk of abuse of neglect. For the purpose of this essay, Adverse Childhood Experiences (ACEs) and the support that vulnerable children experience is going to be critically analysed as they are deemed very vulnerable. ACEs are defined by the Centre for Disease Control and Prevention (2024) as traumatic events that occur during childhood (0-17 years of age). Examples of ACEs include experiencing violence, abuse or neglect, household dysfunctions or stress, witnessing violence at home, instability through parent separation or family members being in prison, mental health problems, and witnessing drug or substance misuse. ACEs can lead to an increase in vulnerability by impacting their emotional, cognitive and social development. While these experiences happen during childhood, it can cause a decrease in the development of coping mechanisms, damaged self-esteem and increased mental health challenges throughout their life, or it can amount to the loss of lives (Asmundson. G., Afifi. T., 2020). This essay will critically analyse the effectiveness of the police force in response to the Peter Connelly (2007) and Victoria Climbie (2000) cases. Due to the nature of the events, both children were considered extremely vulnerable and were in dire need of support from the police and other agencies, by which they were failed.  

According to Public Health England (2024), children that experience four or more ACEs are two times more likely to binge drink, seven times more likely to be involved in violence, and eleven times more likely to be or have been to prison. This causes an increase in the number of incidents that the police have to attend, which makes them a pivotal part of the protection of vulnerable people. According to the College of Policing (2013), a child is automatically vulnerable due to their age, which means that the police have a duty to safeguard and protect them from any harm, even if the harm is inflicted by parents or guardians.

When encountering an Adverse Childhood Experience situation, the police are advised to follow the four R’s. These include, realising the impact that the trauma has caused and understand potential paths of recovery for the victim, recognise the signs and symptoms of the trauma in the victim, responding to the situation through policies, procedures, and practices, and seek to resist re-traumatisation for the victim. In order to keep up to date and tackle the reoccurring problem of ACEs, the police have a variety of starting points which include, neighbourhood policing to ensure that families get the support they need as early as possible. Another starting point is the public protection branch, where they cover areas that have high levels of domestic abuse, rape, and child abuse (The Association of Directors of Public Health, 2021).

Section 17(1) of the Children Act (1989) states that local authorities, including the police have a duty to safeguard and promote the welfare of children in need in the local area, as well as promoting and supporting the upbringing of their children by their families. Thus, vulnerable children are reliant on local authorities to help protect them when their families do not or cannot, which makes the need for effective and efficient support from the police crucial. Additionally, Section 17(5) of the act enables local authorities to collaborate with each other to promote the welfare of a child. This means that services such as the police, social services, and the GP are able to share information with each other to safeguard children (HM Government, 2023).  


Section 11 of the Children Act (2004) places duties on a rage of different organisations including the police, the NHS, youth offending teams, the council, social services, and many more. Each person or organisation that this section applies to must make arrangements that their functions, and any services that they contract out to are discharged with the purpose of having need to safeguarding children and promoting the welfare of children. This Act emphasises on the importance and significance of interagency cooperation and collaboration in safeguarding children, aiming to make sure that all agencies work together in order to ensure the safety of children and protect them from any harm.  

More up to date legislation for the safety and welfare of children is seen in the statutory guidance “Working Together to Safeguard Children” (2018) by the UK Government. It provides guidance on the importance of collaboration between partner agencies and professionals and how they should work together to safeguard children and promote the welfare of children. This guidance outlines the roles and responsibilities of various different organisations, highlights the need for transparent and effective communication between agencies, and emphasises the importance of a child-centred approach in safeguarding practices. In regard to the police, it highlights that children have the right to full protection offered by criminal law. The police hold information on the welfare of children who may be suffering, or are likely to suffer significant harm, which gives them the responsibility to share the information with other organisations where necessary, in order to protect children (HM Government, 2018). 
Peter Connelly, also known as ‘Baby P’ was a seventeen-month-old victim of serious child abuse and was failed by the services in the surrounding area. In this case, Baby P passed away in 2007 following over fifty injuries caused by his mum and her boyfriend, including broken ribs, a ripped ear, missing fingernails, gashes to the head, skin torn from the nose and mouth, and a tooth knocked out (McNicoll, 2017). Relating back to the Office for Health Improvement & Disparities (2022), Baby P was considered extremely vulnerable due to his age and the circumstances he was facing at home, meaning it was crucial for him to be supported by the surrounding organisations. 

Before the death of Peter Connelly, local practitioners like the GP had noticed his bruising and injuries, so raised their concerns with the police. During the investigation into this case, Peter Connelly was sent to stay with his mum’s friend on the 15th of December, until they had further information. Following a child conference meeting, Connelly returned home to his mum and stepdad on the 26th of January, just over a month later. The police alongside other agencies and organisations failed to support and protect Baby P for a number of reasons, this being one of them. Despite the evidence and knowledge of the abuse Baby P was suffering, the police allowed him to return home because it was unclear who the perpetrator was (Local Safeguarding Children Board, 2009). Yurich (2024) suggests that parents spend around 75% of the time with their children, from the time they were born up until the age of twelve. This statistic suggests that Baby P typically spent most of his time with his mum and stepdad given they were the primary caregivers at the time, meaning they should have been the main concern in this case. In the case review, the parents of Baby P stated that they had no idea where the injuries came from, but having spent most of the time with them they should have some knowledge as to where the injuries came from and who Connelly had been around. Thus, the local authorities should have investigated the case in more depth before allowing Baby P to return home (Local Safeguarding Children Board, 2009). In contrast, the social services were unaware of who was looking after Baby P the majority of the time, and there should have been an awareness of who was the predominant carer of Baby P so that they could conduct an effective child protection plan, and the police could investigate the main people involved with his care (Serious Case Review: Baby P, 2009). 

Having said that, the Metropolitan Police Authority (2008) suggests that Baby P suffered additional injuries before his death in the months of April, July, and August 2007, which the GP failed to report to the police prior to his death. Any information on the welfare of Baby P was crucial to the police and surrounding agencies in order to ensure his safety. Thus, this information could have made a significant impact on the case by raising the knowledge of the risks to the child and highlighting suspects for causing the injuries to the child, which could have supported the police in conducting their investigation and potentially gathering more sufficient evidence to bring justice to Baby P. The failure to share information caused the police to work less effectively because they were unaware of core incidents that contributed to the child’s death. If the circumstances were different, the police may have been able to identify the perpetrator sooner than they did and put safeguarding measures in place for Baby P (Haringey Local Safeguarding Children Board, 2008). 

O’Connor (2008), the acting Chief Inspector states that police officers involved in the case missed vital opportunities to gather information and evidence during the “golden hour” when the evidence was most available by not turning up to medical examinations. At this stage, Baby P was showing evidence of long-term neglect through weight loss, bruising to his body, infections, and head lice, and he was already on the child protection register. This meant that it was crucial for an investigator to be present at Baby P’s medical examinations, which could have created different outcomes in terms of the investigation of the assault and to determine appropriate protection arrangements. Instead, it was evident that the social workers were carrying out initial investigations on behalf of the police, which diminishes the police effectiveness and collaboration in this specific case. 

After being visited by the social workers two months before he died, they reported to the police that Baby P was covered in bruises and suffering terrible injuries. Despite of knowing that Baby P was already on the child protection register, the police failed to interview Connelly’s mother until five days later. During this time, the abuse was progressing, and he was suffering even more injuries. This is just one of many incidents where the police failed the opportunity to intervene and promote the welfare of Baby P (Jones, 2009). Section 11 of the Children’s Act (2004) emphasises on the importance of collaboration and interagency cooperation, aiming to ensure that all agencies work effectively and efficiently together to protect children from harm. This section stresses that the responsibility of safeguarding and promoting the welfare of children is shared between organisations and their contribution to the situation is crucial in order to conduct an effective outcome. In this case, it is shown that the police were not working with the social services effectively when they were given information on the welfare of Baby P, which caused the outcome to be less effective and sadly contributed to his death. 

Another case where a vulnerable child that was experiencing Adverse Childhood Experiences can be seen in the Victoria Climbie (2000) case. Climbie was sent by her parents to live with her great aunt in London to escape the poverty of where she was living in Africa. While in the care of her great aunt and her boyfriend, Climbie was tortured to death over a period of time, at the age of eight. Similar to Baby P’s case, Climbie was failed by the police and other organisations, while the police, doctors, social workers, and her local church all had contact with her throughout the abuse and noted signs of the abuse. This left her parents questioning “why the child protection system failed to miserably” (Littlemore, 2003). The pathologist who examined Climbie’s body noted that she had 128 separate injuries and scars on her body and was tortured through being burnt with cigarettes, tied up, and being hit with bike chains, hammers, and wires. Dr. Carey stated “in terms of the nature and extent of the injury and the almost systematic nature of the inflicted injury, I certainly regard this is the worst case I have ever dealt with” Climbie’s great aunt believed that she was possessed by evil spirits and claimed that her injuries were the result of the skin disease, scabies (University of Huddersfield, 2002). 

Lord Laming (2003) suggests that what happened to Climbie and her death is the result of an inexcusable “gross failure of the system” as there were at least twelve key occasions where the relevant services, including the police had the opportunity to help and protect her, but failed to do so. When Climbie was admitted to hospital with serious injuries, PC Dewar was the police officer that was assigned to the case and initially started the investigation into Climbie’s case. While Climbie was in hospital with multiple injuries, PC Dewar done nothing other than a police database check to see if the family were known and got in contact with the police photographic department to take photos of Climbie’s injuries “at some point” with no urgency. PC Dewar was scheduled to finish her policing duty at 7pm that day, so done nothing else to start the investigation into the potential serious crime. As a result of this, vital hours were lost as the period immediately after is often crucial in investigations and contributes hugely to the investigations. PC Dewar risked losing forensic evidence, tracks being covered and the witnesses feeling intimidated (Lord Laming, 2003). During this time, Climbie was supposed to be under ‘police protection’ due to the severity of the injuries. Section 46 of the Children Act (1989) states that a “designated officer” is required to investigate the case to make sure that the police protection is appropriate. However, in this case, the designated officer done nothing to help the vulnerable child and was more concerned about when she was going home, which meant the investigation did not start until almost 48 hours after social services and the hospital raised their concerns. 

The inquiry heard that PC Jones who was a member of the Haringey child protection team, refused to visit Climbie’s home because she was scared that she would catch the skin disease that Climbie allegedly had, scabies. This played a huge part in the misconduct of the case, because the police have a duty to preserve life and protect children from harm as seen in the Children Act (1989) (Community Care, 2001). It was noted earlier in this essay that the police use a guidance when encountering an ACEs case called “The 4 R’s”. One of the R’s is to respond to the situation through following policies, procedures and practices, which was evidently not conducted in this case and resulted in another police officer failing to protect the vulnerable child. A nurse told PC Jones that she had observed scars on Climbie’s body that appeared to be caused by a belt buckle, however PC Jones did not purse the concerns raised by the nurse as the felt that it “was not clear that a criminal offence had taken place”. She argues that there were no reasonable grounds to suspect that it was a result of a criminal act but given the circumstances of the case and all the events and findings combined, it is obvious that Climbie’s life was in danger, and she needed professional help (House of Commons, 2003). 

Overall, it is clear that the services that are available to vulnerable children was in dire need of reform, and is a lot of the reason why children like Climbie and Baby P lost their lives. The poor conduct demonstrated by PC Dewar and PC Jones in Victoria Climbie’s case was inadequate and the judge described the response of the police as a “blinding incompetence” (Wagner, 2010). A huge police failure in the Baby P case was seen in the Serious Case Review (2009) where the police did not turn up to his medical examinations where they missed the opportunity to investigate during the “golden hour’ where the evidence was most available. 

In result of this, the government put in place new legislation and guidance’s to ensure that children receive the correct safeguarding measures and to promote the welfare of children in the future, to make sure no child has to experience what Climbie and Baby P had to. ‘Every Child Matters’ is one of the guidance’s that they created, which is now heavily supported by the police and services that work with young children to improve the overall effectiveness of child protection in the UK (The Lord Laming, 2009). Due to the failure of the police in this case, the HM Government (2009) states that police frontline staff and child protection teams will be undertaking further training so that they will make better decisions and work proactively if there was ever to be a case like these two again. Alongside training, there were reforms in the interagency collaboration, as well as changes in policies and procedures that the police follow in situations like this. 
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