Child abuse and neglect: systemic failures in health and social care: Review of Baby P case  

Introduction
This essay examines child abuse using the Baby P case to highlight causes of systemic failures in health and social care and how this can have consequential impacts.  Baby P’s case, as an example of a systemic failure, underscores errors/mistakes in part or parts of the UK’s  health and social care system, itself a complex, adaptive, capacity-led and resource-driven system that comprises elements, processes, mechanisms that has implications for the quality of care delivered to service users (Garnett, 2018; Care Quality Commission, 2021; Hartman et al., 2021). Unfortunately, there is no system perfect health and social care system. MacAlister (2022; p.8) describes the current system as “increasingly skewed to crisis intervention, with outcomes for children that continue to be unacceptably poor and costs that continue to rise”. 

Definitions, forms of child abuse and consequences
A child is legally defined as someone who has not yet reached 16 years of age and living independently, is in further education, is a member of the armed forces, or in custody in the secure estate, does not change their status or entitlements to services or protection (ONS, 2021).  Child abuse include any acts of commission or omission by a parent or caregiver that result in harm, potential for harm, or threat of harm to a child even if harm is not intended (Gilbert et al., 2009). Four forms of abuse are generally recognised in the literature: 
a. physical abuse, 
b. sexual abuse, 
c. psychological/emotional abuse and 
d. neglect. 
e. domestic violence. 
Child abuse is a major public health and social care problem in the UK. However, there are incomplete data on its true extent, hence it is often misunderstood. NSPPC (2022) estimates roughly 500,000 children suffer abuse annually. Safeguarding vulnerable, at-risk children is a public health priority in England and Wales (HM Government, 2018). Child abuse cases have triggered serious case reviews (SCRs) and prompted changes in the UK’s health and social care system (Munro, 2011). Safeguarding concerns have resulted in many interventions. The consequences of child abuse are serious: including serious injury, trauma and long-term consequences that can affect the child’s life into adulthood (Conti et al., 2021). In extreme cases, death of a child, as in the case of Baby P, can occur (Murphy, 2022). Cases undermine public trust in the system and in professionals; and the attendant SCRs, the intense media scrutiny and public criticisms of child protection services, have led to unfounded speculations that child abuse might be increasing (Degli-Esposti et al., 2019; 2020).

Theoretical perspectives 
Child neglect is caused by multiple risk factors; the consequence of a complex interaction of risk factors found in children and in their care environments. Abuse/neglect poses long-term consequences for all aspects of the health and functioning of the child. (Avdibegović and Brkić, 2020). No single theory fully explains why neglect of children happens, however different theoretical models of neglect: parental deficit model, ecological deficit model and ecological-transaction model – have explained the phenomenon, and conclude that childhood abuse negatively impact on the development of children resulting in short-term and long-term health, emotional, cognitive, academic and social difficulties (Brofenbrenner, 1977; Belsky, 1993; Begle et al., 2010). 

Case study: Baby P case
Shortly after Baby P was born, his parents separated. His mum, Tracey, then befriended Steve Barker. At 5months old, doctors noticed suspicious injuries on Baby P. At 7months, he was examined by a GP after his mum reported him falling down the stairs. The GP did not report this to social services despite risks of significant harm. At 8months, Steven Barker, moved in with Tracey, a fact undisclosed to social services. One month later, Baby P, was seen by a GP and referral to social services was made following observation of several injuries on his body which triggered a police investigation. Subsequently, Baby P was temporarily placed in foster care. After five weeks, Baby P returned home. Later a family social worker and some interventions were put in place. However, the conditions and other risk factors at Tracey’s home were ignored. Four months later, Baby P was rushed to the hospital with head injury. Two months later, following an unannounced visit by a social worker, Baby P was found with bruises. Medical examination then revealed multiple bruises, prompting Tracey’s arrest and interviews by the police though no charges were. Baby P was discharged home by the social worker but the home had become more chaotic as Jason Owen, Barker’s brother had moved in with his three children and a 15year old girl. However, a Child Protection Review (CPR) undertaken later did not result in Baby P’s removal. Unfortunately, on August 3rd 2007, two months after the CPR, Peter was found dead at home with over 50 injuries, including fractured ribs and a broken back. On November 11, 2008, Owen and Barker were found guilty of causing or allowing the death of Peter. Tracey Connelly, 27, also pled guilty to this charge. Investigation revealed that, over an eight-month period, social workers from Haringey Council visited Baby P 60 times. Doctors and the police were also involved. The SCR (2010) concluded that Baby P’s death should and could have been prevented, pinpointing serious systemic failures (Munro, 2011). The report demonstrated that every agency involved in Baby P’s care, had been “well-motivated” and desired to protect him; unfortunately, their practices, collectively and individually, were found to be “completely inadequate”, failing to properly challenge Tracey’s explanations for maltreatment suffered by her son (McNicoll, 2017).   

Just like in the case of Victoria Climbie (2000), murdered by her aunt and her boyfriend, Baby P’s case was subjected to multi-agency SCRs; designed to learn lessons and improve the ways practitioners and authorities can better collaborate to safeguard children’s welfare. Upon the conclusion of the SCR, a number of key issues were found to have compounded the risk to Baby P. These include: limited efforts made by professionals to involve Baby P’s father in the early period of intervention; trust and responsibility placed by CYPS in a family friend, with insufficient assessment, monitoring and review of her ability, role and performance; the pervasive belief that Baby P’s injuries were caused by lack of supervision and his own behaviour and the lack of adequate re- assessment of the household following further injuries and bruising. Others were, the inability to identify and prosecute a perpetrator of Baby P’s injuries; delay in an adequate referral to and provision of the SCHS appointment; and delay in holding a legal planning meeting and advice subsequently provided that the threshold criteria for obtaining a Care Order under s.31 Children Act 1989 were not satisfied (Haringey LSB, 2008). 

Several aspects of this case demonstrate there are huge difficulties for practitioners in turning around a dysfunctional family. Practitioners should undertake child protection duties and recognise any risks to children in their families when actively working with them. In Baby P’s case, perhaps a more authoritative approach might have prevented his death. Secondly, practitioners shoulder a heavy burden of responsibility and are challenged by several issues and constantly strive to achieve the right balance between care and control. Unfortunately, recruiting and retaining experienced practitioners, which could enhance service reputation and result in fewer scandals, have been a challenge. However, constructively addressing criticisms is helping services/agencies to function better (Webb et al., 2021). The publicised nature of the Baby P’s case, and its impacts reverberated across the UK, creating the “Baby P effect” (McNicoll, 2017) which unleashed a floodgate of referrals by child protection agencies, making it harder for professionals to operate freely in the fear that they might miss “another Baby P”. Practitioners became defensive in their practices, and operated under an environment focussed excessively on procedures, assessments and toxicity. Professionals were demonised by the media, the public and the government (McNicoll, 2017). 

Conclusion
The government statutory guidance, Working Together to Safeguard Children, established The Child Safeguarding Practice Review and Relevant Agency (England) Regulations 2018 and outlines criteria for raising serious child safeguarding issues (HM Government, 2018).  Unfortunately, practitioners could struggle to recognise signs of maltreatment/abuse in children, as it is consistently underreported to children’s social services in England and Wales (Saperia et al., 2009). This happened in the case of Baby P: several missed opportunities by professionals happened that could have saved his life. Practitioners must understand family and social risk factors, themselves alerting features that could suggest abuse. The Munro Review (2011) recommends practitioners should focus less on technicalities but more on children’s needs and be more sensitive to concerning features of child abuse to enhance early identification of abuse which might require further multi-agency assessment. 
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