


Introduction
Evidence based policing is a technique of producing findings regarding what works when it involves policing and what practises and procedures conduct policing the most cost-effectively. Evidence based policing does not produce final answers but it gives the opportunity for a chance to study what practises have been done, contemplate how the ‘greatest accessible’ evidence benefits the day to day working and also the chance to learn achievements and non-successes. The idea of Evidence based policing was developed by Professor Lawrence Sherman back in 1998. There are three key theories of evidence-based policing, these are known as the ‘Triple-T Strategy’. It includes Targeting, Testing and Tracking. One method approved across policing is ‘ATLAS’. It was created to motivate policing professionals to ask questions that would challenge ongoing exercises, test and assess existing research and fresh ideas, learn from current and new techniques and how they might work in the workplace, adapt the practices and plans using the best evidence that is available and share the end result with the employment (college of policing, 2016). 

Case Overview
Looking at the Victoria Climbie case from back in 2000, it is clear that numerous mistakes were made that could have saved her life. Victoria passed away whilst in the intensive care unit in St Marys hospital in February 2000, she was 8 years old. The result of Victoria’s death came from months and months of abuse and neglect from her great aunt and partner. Victoria would normally spend majority of her time with an unregistered childminder that her aunt had known from work, whilst Victoria was in her care, her and her family noticed many marks and grazes on Victoria but were passed off as accidental. Victoria was taken to hospital and from there social services and police were also informed. Victoria was removed from hospital the next day by her aunt. 
Just over a week after visiting the hospital last, Victoria was re admitted to hospital with a burn to her face, where she stayed for 13 days for the burns being so alarming. Social services were contacted again by a social worker from the hospital and also the senior house officer, where her case was then issued a social worker. Victoria’s social worker and a police officer visited her whilst in hospital, and it was then deemed Victoria was able to be released from hospital (The Victoria Climbie Inquiry, paragraph 3.48). 
During her time after her release from hospital, it was reported that Victoria did not see much of the outside world and was only seen by any authority on four separate occasions. On two of them occasions were when her social worker visited her and the other two by Tottenham social services where it was claimed Victoria had been sexually abused, but nobody from the Tottenham social services who she was initially referred too ever did visit Victoria. The claims of Victoria being sexually abused were quickly taken back. 
Victoria was again taken back to hospital where she later went into cardiac arrest and was pronounced dead. It was that day that social services officially closed her case (The Victoria Climbie case, paragraph 1.16). 

‘’One distinct message from Victoria Climbie’s case is that children themselves need to be in the centre of any aims set out to shield them from any harm, this does mean listening to any individual child ensuring their requirements first. This would mean all professionals should be suitably trained to allow them to do this’’ (Bob Reitemeire, chief executive, the children’s society ). 

Comparing Atlas
1.1 Ask
It would appear that in this vase, Victoria had been let down completely by the child protection system. There were at least 12 opportunities that were drastically missed. Failure to ask detailed questions in regard to where Victoria may have received her bruises or her burns. Neither the police, doctors nor social services challenged the disturbing situations that Victoria had been in, whom they had all been in contact with Victoria whilst she was being abused. Asking critical and very basic questions such as how, when and why could have had a major impact on what the outcome may have been. Rather than asking questions, it would appear that it was mainly assumptions that were made from professional bodies. It has been recommended that moving forward, questions need to be asked such as what can be done better, what needs to be changed and what can prevent such drastic actions being missed from all professional bodies next time. 

1.2 Test
In the Victoria Climbie It would suggest that no means of testing had been carried out. Testing any current theories from any evidence already available was not completed. In future cases, this could be used to test out new ideas from previous mistakes. Testing out ideas provides an excellent opportunity to add to any current research that may be widely beneficial to all professional bodies. Providing new evidence and research and evaluating existing research to test out any theories to what may or may not work or be relevant to any cases. Testing any current or previous theories would have possibly given the case an opportunity to have had a better outcome. 

1.2 Adapt
Adapting any current practices to this case was again suggested it was not done. Moving forward with future cases it would be beneficial adapting and encouraging new approaches and using all evidence that is available and monitoring on going techniques. Using all available resources for research on what way would possibly be the best way to approach incidents and also ensuring the incorrect ways of dealing with incidents are noted and understood. Understanding and raising awareness on teachings and training which would impact the workplace will allow the opportunity for further research to be done.

1.3 Learn
Learning from the major mistakes that were made throughout this case will have significant impact on future cases. It was reported that the services were under funded and understaffed, and the child protection guidelines were nearly a decade outdated. Lack of communication from all professional bodies and available resources were not being used to their best capability. The very standard level of work was nowhere near where it should have been. Future cases could benefit from learning from these mistakes, learning what approaches would have the best outcome and what practices and even policies have the best impact in the workplace. Learning from failures and achievements and adopting these achievements into everyday work.  

1.4 Share
Sharing information and practices was clearly not used throughout the whole case. Professional bodies did not share vital information with other organisations involved with Victoria that would have possibly saved her life. There have been some recommendations moving forward that would improve ongoing or future cases. Recommendations such as having geographical presentation from professional bodies on child protection. Working alongside current organisations to produce shared evidence regarding effective practise which would include any evidence-based actions, and also collecting all best practise for recommendations and any analysis systems to master lessons at all regional levels. Sharing information within the work force allows the chance for all evidence and research to be presented and adopted into on-going work and gives work forces to discuss what practises have been tried and are successful or practises that have not had so much success. 

Recommendations
There have been many recommendations put forward by Lord Manning in his report in 2009 to reform and resolve any potential mistakes happening in the future (lord lamming report, 2009). 58 recommendations in total were suggested to adapt new ways of practises. Ensuring all staff are trained for the job description and any individuals who do not have any first-hand experience in dealing with child protection must receive a senior manager within their team. Regular and ongoing training throughout employment will ensure up to date research and information is being monitored. Workloads should be shared out equally and any administrative work should be completed by experienced and qualified individuals. An increase and along with fresh resources need to be established. Organisational changes were put forward to prioritise children’s welfare and all professions collaborate with each other to produce protection policies and to enhance the wellbeing of each child. This promoted the creation of the green paper, every child matter’s which was also followed by the legalisation of the children’s act 2004 which was restructured with larger urgency on multi organisations partnership and grouped budgets. The Green Paper was designed to reform children’s well-being and family support matters. The goal is to heighten children protection services for all exposed children, but at the same time giving young persons a better chance at life. (every child matter, 2003, cm 5860). 


Overall Summary
Looking at the overall evidence and reports on the Victoria Climbie case it would appear that atlas was in fact unsuccessful all throughout this case. It is very clear that numerous mistakes and lessons are to be learnt from what went wrong and what job roles were not professionally carried out the correct way. Comparing this case alongside ATLAS it is evident that there is a lot more that could have been done which could have potentially had a huge impact in how differently this case could have played out. Very basic questions were simply not asked and standard level of professionalism was not met. Nothing was challenged regarding Victoria and her mental wellbeing and communication was very poor throughout the organisations. By following ATLAS in future cases and working situations, it is evident that it could have huge beneficial factors. By asking more challenging questions such as what has happened, how it’s happened and why it has happened would set the base to how this issue can be resolved. Asking questions such as what can be done better or what can be done next to improve the successful practice even more gives the chance for a better outcome. Testing any evidenced based theories that have been and are currently on going will open up the opportunity for better results. Adapting these theories and practises to the workplace and engaging them into future training and educational courses will allow the chance for more experience, and learning from what has been done already and what can be done better, what did work and what did not work will allow for better research to be relevant to the workplace. Sharing these practises, the research and any knowledgeable information will be beneficial to any party involved. By sharing any evidence or research that has been conducted can potentially allow the chance for that evidence or research to be expanded and widely more available for other organisations. Sharing practices and having open and clear communication would have large benefits for evidenced based research when resolving issues that simply rely on evidence to progress and evolve into better practises. 
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