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Vulnerable people occasionally fall between the gaps in the intricate web of the criminal justice system, having their pleas for assistance turned down and their rights disrespected. In accordance with Cooper et Lousada (2018), the tragic death of Victoria Climbie is a heart-breaking illustration of how the criminal justice system failed to protect a vulnerable child. This essay will examine Victoria's case, the lessons that can be drawn from this tragic incident, and the numerous systemic failures that have happened and continue to happen as demonstrated by most recent cases, like the one involving Baby P, who according to Warner (2013), 
died in London, England on August 3, 2007, from child abuse. Over the course of eight months, the victim had sustained more than fifty injuries. For attacking him, his mother, her companion, and his brother received prison sentences.


In line with Purcell (2020), when Victoria Climbie was eight years old, Marie-Therese Kouao and Carl Manning, her guardians, horribly mistreated and neglected her. Victoria's calls for assistance were unanswered despite multiple warning signals and possibilities for intervention, and she finally passed away in February 2000 from her injuries. The NSPCC (2024) states that Lord Laming's report on the Victoria Climbie case served as the impetus for the outcry around her death, which resulted in major improvements to the UK's child protection agencies as well as the passage of the Children Act of 2004.According to Rustin et al (2022), Victoria Climbie was born in the Ivory Coast on November 2, 1991. With the hope of a better life, her great-aunt Marie-Therese Kouao brought her to London in 1998 and took care of her. However, with the help of Carl Manning, Kouao's boyfriend, Victoria endured horrendous mistreatment and torture in place of love and safety. There were many failures from numerous professions and services that were involved and aware of Climbie. In conformity with Johnson et Petrie (2004), one service that particularly failed Victoria Climbie is that of Child Protection services, Johnson et Petrie (2004), reiterate that, In Victoria's situation, inadequate training and resources for social workers and healthcare professionals was one of the main failings. Victoria's case fell through the cracks despite numerous interactions with different agencies, such as social services, the police, and healthcare providers. This was because there was a lack of coordination and expertise in identifying signs of abuse, such as cuts and bruises, non-accidental injuries that were not documented, and Victoria's non-registration with a school or GP. 

In line with Marinetto (2011), inadequate Information sharing, communication and the absence of information exchange and contact amongst the agencies tasked with Victoria's care was another grave mistake. Victoria's case was not adequately documented or discussed, which resulted in a disjointed approach to her safety. According to Garnham (2013) (in his final remarks to Laming), some instances of poor information exchange and a lack of communication include the assessment process never being completed because of gaps brought about by employees taking time off. Edward Armstrong, the manager of the intake and duty team, asserted that despite faxing Brent's children's services the contents of an anonymous call at 4 p.m., which contained concerns about cuts and bruises on Victoria, they never appeared. Armstrong claims that three days later, a phone call was received, expressing worries about Victoria urinating her herself but not about bruises or injuries. The case was therefore classified as involving a "child in need." Balen et Masson (2007), also rehearse that, there was inadequate communication between hospital workers and social services. There was no platform for vital information sharing because social workers were not present at psychosocial sessions held by the hospital, nor were hospital employees present at strategic meetings held by social services offices. Victoria's referral was not read prior to the strategy meeting by senior practitioner Rose Kozinos, who presided over it. As part of the risk assessment, she anticipated that Victoria would communicate with the assigned social worker, and that the assigned social worker and the team manager would supervise each other as the suggestions were being followed.

Another factor that contributed to the death of Victoria Climbie was the underestimation of cultural factors. In compliance with Chand (2003), language problems and Victoria's cultural background were not given enough consideration by the authorities. As a result, her circumstances were misunderstood and misinterpreted, delaying prompt help. It should not be forgotten that Victoria Climbie was a French-speaking adolescent from Cote d'Ivoire, as stated by The Guardian (2001), because she was not permitted to attend school, she was unable to learn English. She required an interpreter so that social services, the doctors, or the police could question her and determine the reason behind her condition. No interpreter was called in, according to Graham (2003). The head of social services for Haringey. Graham (2003) writes, "I've been informed that she was questioned by her ‘mother,' Kouao, who caused her injuries, when she was brought to the hospital. It's time to properly legally foot the interpreting services provided by local authorities." According to Wheeler (2001) of the Institute of Interpreting and translation, if Climbie had, had an interpreter, her life might have been spared.

Victoria's voice was not heard during her ordeal, and the torture she claimed to have experienced was either discounted or disregarded. Victoria was not seen as a victim in need of protection, nor was her welfare given priority by the criminal justice system. As explained by Reder et Duncan (2004), after Victoria passed away, an inquiry headed by Lord Laming was carried out to investigate the specifics of her case and find any systemic shortcomings. The investigation uncovered several flaws in child protection services and offered several reform recommendations, such as enhancing information sharing and interagency cooperation, fortifying frontline worker training and supervision, putting in place better safeguards for children who are vulnerable, such as thorough assessment processes and follow-up mechanisms, and emphasising the rights and voices of children in child protection proceedings.

Victoria Climbie's case set a president for the child protection system in the United Kingdom and was the beginning of many changes. According to Gillespie (2013) her terrible passing caused public indignation and resulted in important changes meant to stop such mistakes in the future. The 2003 publication of the Victoria Climbie Inquiry Report brought attention to the necessity of a radical change in the way child protection services are provided, emphasising the importance of teamwork, accountability, and the child's rights. However, it can be questioned whether authorities and criminal justice system did learn from the failures of Climbie, with many vulnerable adults and children being failed once again by authorities since Laming’s report was released with one of such cases being that of Baby P. 
In accordance with Jones (2014), Baby P was born into a dangerous and vulnerable world in 2006. His mother, her lover, and their lodger had abused him in a long list of ways. Baby P's situation was ignored or not given enough attention even though it was being monitored by several organisations, including social services and medical experts. Eighteen-month-old "Baby P" died three blocks away, "cared for" by the same London Borough that had many of the same managers, professionals, and elected representatives in place or promoted following Victoria's death, according to Elliott (2009). This occurred just six years after the Victoria Climbe case. According to McNicoll (2024), Baby P was had a shaven head, and was covered in bruises and scabs when he died in the filthy, flea-infested home. According to Bennett (2010), he was hit so hard in the face that his fingertips and fingernails were torn off, and one of his teeth was found in his stomach. Similar mistakes, misconduct, and chances for intervention were discovered by the official investigation into Baby P's death as they were in Victoria's case.

Following Holdsworth et al (2021), even after multiple visits from social workers and health specialists, Baby P's situation was constantly underestimated in severity. The growing danger of injury he was subjected to in his own house was not acknowledged. Agencies shared information infrequently and in fragments. There were missed possibilities for intervention since important details regarding Baby P's case were not appropriately communicated. Several of the specialists working on Baby P's case disregarded the rules and guidelines intended to protect children in danger. When warning indicators of abuse were disregarded or neglected, the abuse was allowed to go unchecked. In addition, limited funding and understaffing in the child protection agencies led to an overworked system that was unable to handle the volume of cases. 

In agreement with Biseil et al (2021), the Baby P case led to a reorganisation of child protection services with the goal of enhancing their efficiency and coherence. With an emphasis on improving accountability and oversight, this involved adjusting the management and organisational structure of social services departments. Multi-Agency Safeguarding Hubs, often known as MASH teams, being set up in numerous locations to enhance communication and collaboration amongst various child protection organisations. Professionals from the fields of social services, medicine, education, and law enforcement now work together in MASH teams to evaluate and address issues regarding children who may be in danger. As attested by The UK Government (2010), to more effectively detect and address instances of child abuse and neglect, efforts were made to enhance risk assessment protocols. Creating standardised risk assessment instruments and procedures to gauge how serious a risk was to children was part of this. To make sure that professionals are held accountable for their actions or inactions, there was an emphasis on bolstering accountability systems within the child protection system. This featured robust control mechanisms, more transparent reporting guidelines, and sanctions for violating safeguarding measures. To guarantee that vulnerable children receive the assistance they require, the Baby P case also brought attention to the necessity of increasing funding for frontline child protection agencies. 

To conclude, as per Ince (2023), Victoria Climbié's and Baby P's experiences are remarkably similar, exposing structural flaws in child protective services and emphasising the pressing need for change. Though the events took place in distinct eras and regions, there are concerning similarities between them about the conditions surrounding the abuse, the inadequacies of multiple agencies in providing adequate intervention, and the catastrophic consequences for the children who were impacted. Sidebotham (2020), highlights the many failings that were present in both cases despite the release of Lord Lamings review, a few of which being that, several authorities, including social services, medical specialists, and law enforcement, worked with the families in both incidents. These agencies had opportunity to intervene and were aware of the children's circumstances, but their efforts were hindered by insufficient coordination, poor communication, and a lack of decisive action. Additionally, there were multiple warning indicators and red flags of abuse in both situations that the relevant specialists either disregarded or failed to notice. Unexpected injuries, frequent hospital visits, and community members' concerns were among these warning indicators. 

In summary, the stories of Baby P and Victoria Climbié serve as stark warnings about the serious repercussions that result from structural flaws in child protection agencies. With the goal of averting similar catastrophes in the future, they highlight the necessity of extensive reforms to address shortcomings in risk assessment, communication, accountability, and interagency coordination.
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