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INTRODUCTION
The aim of this essay is to identify the case-study that is of Baby  Peter Connelly, to report some important elements of vulnerability in Baby P’s case and his family, looking into matters such as safeguarding, factors that can or may contribute to the risk of his vulnerability. Also analysing the effectiveness, impact of professionals such as health and social care agencies intervening as well as the current policies and decision-making processes used the other cause of the case.The essay will be focused on Baby Peter’s case,  discussing, evaluating the current policies, the case management initiatives used by multi-disciplinary services involved.  
Furthermore, I will be identifying the vulnerabilities that Baby Peter faced in the hands of those who were meant to love and protect him, providing the reasons why baby Peter was in a position of vulnerability as well as the current policies and case management initiatives used by multidisciplinary services within the case. Recommendations will then be given on what could have been done differently. 











CASE STUDY
Peter Connelly was 17 months old when he died in Haringey, London. He was found dead in a blood-stained cot with more than 50 injuries, despite being on the ‘child protection / at-risk register’ and received 60 visits from social workers, police and health professionals over eight months. In 2008 two men (Steven Barker – stepfather, Barker’s brother Jason Owen) and Peter’s mother Tracey Connelly were convicted of causing or allowing his death. Peter Connelly, often referred to as Baby P, died after suffering extensive internal and external injuries over a nine-month period.  Both the Social services and Police were unaware that the mother had a new boyfriend who, along with a friend, who were all found guilty of his death.














Analysis
Baby Peter Conelly was 17monts old when he passed at the North Middlesex University Hospital on the 3rd August 2007 at 12:10pm. The 17month old baby was said to have died from fracture/dislocation of the Thora-lumber spine, which was the result of unimaginable child abuse by his own mother, her partner and friend at their home who were all charged with the death of Baby P in 2008. Prior to this Baby Peter had been the subject to/of multi-agency child protection plan which involved health services, the Police, and social services from December 2006.
It first became clear that Baby Peter had been undergoing physical abuse in December 2006, shortly after the mother’s partner moved in. On December 11th, 2006 Baby P was taken to the GP by his mother where it was noticed that he had bruises on his chest, forehead, nose and shoulder when examined. When the mother failed to provide reasonable explanations for the injuries the family was then sent to a Hospital in North London where the 17month old baby underwent further examinations by a paediatrician consultant. According to his mother, Baby P’s bruises were a result of a fall from a sofa, however, but the doctor who examined the child at the hospital concluded that the injuries were not accidental and suggested that he should not be allowed back home and that a Police protection order was necessary.
Baby Perter was discharged from the hospital several days later and placed in the care of a family friend while an investigation by the Police and Social workers took place. According to an article by (The Guardian, 2010), it was said that when at their flat in Haringey, it was found untidy, messy and smelt of urine. Baby P was placed on the Haringey child protection register under the categories of physical abuse and neglect after an incident that took place on December 19th when both the mother and grandmother of Baby P were arrested for assaulting him.  
(The Telegraph, 2011), Baby P was returned to his mother, even though she was still on a Polic bail. By then she had also moved to a house in North London with the Social services unaware that her partner had also moved in with her. Furthermore, the mother had assured and agreed to co-operating with the Health Visitor and Social Worker allocated at the time, in working towards taking Baby P’s name off the child protection registers. A few months later in early April, it was reported by a friend of the mothers who visited the home to have seen Baby P playing alone in the garden and eating dirt. Two days later, he was taken to the hospital again baring injuries of swelling on the left side of head which claimed by the mother was due to Baby P being pushed over by another child. Yet again the medical staff who examined him did not believe the mother’s story and became concerned. Therefore, Social services were once again informed.
Despite the medical staff’s concerns and the social services being informed, an all-clear for meningitis was given and Baby P was once again sent home with his mother with a fireguard provided by the social services for the family. 
At this point it was clear without doubt that something needed to be done in ensuring the safety and protection of Baby P. The mother was once again arrested when Baby P was found with bruises on his face and redness under his chin. Senior officers then felt that Baby P should not be allowed to return home with the family but the decision of which was taken under on a multi-agency basis and resulted in allowing Baby P into the care of his mother once again.
It was reported that one occasion that he was smothered with chocolate as well as anti-bacterial cream found in his scalp in the attempt to hide his injuries, the matter was reported to the Police. (The Guardian, 2008).
On August 1st Baby P was taken to the child development centre at a hospital in Tottenham. Where he was examined by another paediatrician doctor who indicated that there were no broken bones or fractured ribs found, therefore no further actions were to be taken. (Telegraph, 2011), August 2nd Police inform the mother that she will not be prosecuted in relation to Baby P’s injuries. The next day, on August 3rd, an ambulance was called to the family's home. Baby P was found stiff and blue in his cot when the crew arrived. He was then taken to the hospital, where he was pronounced dead at 12:10pm. His mother was arrested later that afternoon.
From 22 December 2006, Baby P was a subject of a multi-agency child protection plan involving the Police, Health services and social services. On 11 November 2008, a case review looking into Baby Peter’s death was published by Haringey’s local safeguarding children board, which was required by the Government’s statutory guidance Working Together to Safeguard Children.
On December 1st 2008, the Secretary of State for the Department of Children, Schools and Families announced that a serious case review should be done again, giving that the original review was deemed to be inadequate. The second review was submitted to Ofsted and an executive summary was to be published at a later date.
On November 12th 2008, the Secretary of State requested a joint area review (JAR) of safeguarding in the north London borough of Haringey, in conjunction with the Healthcare Commission, Ofsted, and HM Inspectorate of Constabulary. The Joint Area Review report was then completed and shared with the Secretary of State on December 1st 2008.
In addition to the JAR and at the request from the Secretary of State for Health, The Healthcare Commission reviewed Baby P’s care based on the involvement and action taken by the health professionals involved. This consisted of considering the actions of, and care provided by, four NHS trusts that were involved in the Baby P case, which are as follows:
The North Middlesex University Hospital NHS Trust.
The Whittington Hospital NHS Trust.
The Great Ormond Street Hospital for Children NHS Trust
The Haringey Teaching Primary Trust.
While the protection of children from harm has always been in legislation throughout the 20th Century, the Children Act 1989 is seen as the first significant law which was put in place regarding the child protection principles and structures used today. These included ensuring the safety as well as the needs of a child always being put first, that professionals should initially try to work with the parents to keep the child safe and that children must always be placed within their own families rather than in care unless this includes putting them at significant harm or risk in doing so.
On November 12th 2008, the Schools, Families and the Secretary of State commissioned a special Joint Area Review of safeguarding in Haringey. The inspection was carried out between 13th and 26th  November 2008 by a multidisciplinary team of seven inspectors from Ofsted, the Healthcare Commission and Her Majesty’s Inspectorate of Constabulary. The reason behind the inspection was to undertake an urgent and thorough inspection of the quality of practice and management of key services that contribute to the effective safeguarding of children in the local area.  (CareQuality Commission, 2009).



Evaluation 
According to (BMJ, 2009), Staffing levels were not adequate, also, the right training was not generally in place. Social care and health care were not working together as they should have been. It was deemed that poor communication between agencies and health professionals meant that urgent action needed to be taken in order to protect Peter was not taken. The GP should have raised concerns from the first time they discovered bruises on him but they failed to do so.
Further investigation found that both social workers’ mistakes in the case amounted to misconduct. They failed to keep relevant records and failed to visit Baby Peter often enough. Christou, the Ward's manager, also failed to provide enough supervision of her social workers.
The NHS also plays a massive role in failing to protect or prevent Baby Peter's death, considering that the health professionals who examined him on numerous occasions that he was taken to the hospital by his mother. Even though they knew something was wrong based on his injuries as well as the mother failing to provide reasonable stories behind them, still enough was not done to protect him, instead Baby P was always somehow sent or allowed back home with his mother and her partner to be seriously abused further. In this case, the practice of the majority, both individually and collectively, was incompetent. (BBC News Education Reporter, 2010).
The horrifying death of Baby P could and should have been prevented, and if the correct approach had been taken, the situation would have been stopped in its tracks at the first serious incident. The joint investigation carried out by the police and social services should have done more to ensure Baby Peter’s safety.
Baby P should have been placed in care with regular reviews carried out by Haringey Local Safeguarding Children Board. Also, more should also have been done to discover the role and identity of the mother's boyfriend.


Conclusion
In conclusion this essay is a logically structured case study report, outlining the vulnerability in the case of Baby Peter Conelly. Evaluating the effectiveness of healthcare professionals and the agencies involved in this case, such as the Police, Social services, Doctors and paediatricians. The current policies and case management initiatives used by multi-disciplinary services to meet the needs of Baby P in his case was discussed. 
A case study was provided followed by analysis and evaluation. Giving and insight into the case, looking into how the professional bodies and other agencies involved in this case failed to protect him. Recommendations were also given what could have been done differently in Baby Peter’s case.
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