


A UK example where a person with personal factors of vulnerability has been a victim of crime is baby Peter.  Peter Connelly was a 17-month-old boy who was killed in London in August of 2007 after suffering over fifty injuries over a period of eight months.  Some of the injuries include a broken back, gashes to the head, a fractured shin bone, a ripped ear alongside many others (Anthony, 2009).  Peters mother Tracy, her boyfriend Steven Barker and his brother, Jason Owen, were all convicted of causing and allowing the death of Peter, despite Peter being seen over 60 times by social workers from Haringey council, doctors and police.  The first signs of abuse were shown on 11th December 2006 when Tracy took her son to a GP, of whom sent them to Whittington Hospital in Archway after examining his injuries and believing that the explanation given by Tracy didn’t match up.  After four days, Peter was discharged but placed in the care of a family friend as police and social workers conducted an investigation that led to the arrest of Tracy and her mother on 19th December for assaulting him, and three days later he was placed on the Haringey child protection register.  However, Peter was returned to his mother on 26 January 2007, and they moved into a house in Tottenham with Steven Barker, of which social services were unaware of.  Despite being on the at-risk register and receiving over 60 visits from social workers, police and healthcare professionals over the eight-month period, the signs were missed (Wilkinson, 2022).  In 2010, a serious case review was published stating that Peters death should and could have been prevented and that each agency involved in his care such as the police and social services had been ‘well motivated’ and wanted to protect him.  However, their work as a collective and individually was branded completely inadequate as they failed to properly challenge Tracey’s explanations for the mistreatment suffered by Peter (McNicoll, 2017).  The Domestic Violence, crime and Victims Act 2004 puts a clear legal responsibility on those adults who have frequent contact with a child to take the reasonable steps to protect that child from serious physical harm from others in the household.  The Act brought about the crime of familial homicide of children or vulnerable adults.  Peter had fallen victim to this particular offence (Shoesmith, 2016). 
Peter is classed a vulnerable due to his age of just 17 months.  The College of Policing defines a person as vulnerable if they, as a result of their situation or circumstances, are unable to take care or protect themselves or others from harm or exploitation (College of Policing, 2021).  In criminology is it a well-established fact that being a victim of crime decreases with age, which is known as the age and crime distribution curve (Corteen et al, 2017).  The treatment of victims by agencies of the criminal justice system has led to large amounts of political and research attention, and resulted in the introduction of laws and policies that provide victims with enhanced rights (Spalek, 2017).  In England and Wales, the rights of victims are set out in the Code of Practise for victims, which sets out the minimum standard that agencies should provide victims with over 12 rights.  As Peter died, many of the rights were not applicable to him, although rights 1 and 2 should have been applied.  Right 1 states that victims should be understood and right 2 explains that victims should have the details of the crime recorded without unjustified delay (Ministry of Justice, 2021).  None of which were received by Peter despite the obvious signs.  None of the agencies involved in the criminal justice system showed any understanding of Peters trauma prior to his death and there were major delays in investigating any injuries shown on Peters body that were evidence of a crime.
The serious case review conducted on the case of baby Peter found that one of the agencies involved with Peter and his family were the Metropolitan Police Service as they worked with and alongside the Children and Young People’s Service to jointly investigate reported injuries suffered by Peter (LSCB, 2006).  The Metropolitan Police are one of the organisations that have faced heavy criticism following the death of Peter due to the lack of investigations following the initial allegations of abuse (Ramesh and Butler, 2010).  The Child Abuse Investigations Unit report released in 2012 stated that the police failed to appropriately address the allegations of abuse against Peter that were reported two months before his death and declared that should recommended procedures had been followed the case would have resulted in a different outcome.  The original allegations were brought about when a social worker visited Peter and found him covered in bruises, it was then reported to the police who failed to interview the mother until five days had passed with no explanation for the delay, even though it was known that Peter was on the protection register and showing signs of long-term neglect (Dawar, 2012).  In 2003 Lord Lamming released his Inquiry report containing 108 recommendations for agencies and the management of partnerships working across agencies, the main recommendation for the police was that they should carry out completely, and exclusively, any criminal investigation elements in a case of a suspected injury or harm to a child, to remove any confusion about which agency takes the lead.  This was Lord Lammings attempt at making it clear that it was the responsibility of the police and only the police to undertake the criminal investigation.  Therefore, it was evident from Lammings report, that the two failed investigations before Peters death were as a result of the Metropolitan Police’s incompetence (Jones, 2014).  Overall, the police had failed Peter by showing little interest in helping and protecting him despite the clear signs that he was in need.  Even after Peter showed serious signs of injury and Tracey was arrested by police, no charges were pressed and officers did not do their duty by accepting the responsibility to investigate the injuries.  They even believed the lies told by Tracey and Owen regarding Owen Barkers lack of involvement with Peter, which arguably showed a lack of thoroughness of the police investigation (Hughes, 2009). 
There is also an argument made against the NHS and their role in the death of Peter, and that systematic failings in the NHS contributed to the death of Peter.  This was initially proposed following a report by the Care Quality Commission in 2009.  Excluding his birth, Peter had 34 contacts with health professionals provided by Great Ormond Hospital for Children NHS Trust and the commissions chief executive, Cynthia Bower stated that despite the clear reasons to have concern for Peter, the response was simply not fast enough or smart enough, claiming that the NHS must accept its share of the responsibility (Wise, 2009).  Following Peter’s death, a detailed survey by the Care Quality Commission emphasised that many of the NHS doctors and nurses were inadequately prepared to identify and act upon signs of child abuse and neglect.  This survey was ordered as result of Peter’s death as it became clear that NHS staff in Haringey, north London, including those employed by Great Ormond Street children’s hospital, saw Peter on 35 occasions and failed to spot that he was in danger on every occasion bar one.  Improvements were also recommended including the introduction of measures to ensure medical staff can access a child's background medical notes when assessing them and that a social worker must be present at child protection assessments (Bowcott, 2009). 
As for the courts, Peter’s mother, Tracey was jailed indefinitely for causing or allowing the death of her son.  She was told she would serve at least five years.  Her boyfriend was given a 12-year sentence for his part in Peter’s death and a concurrent life sentence with a minimum of ten years for raping a two-year-old girl.  Jason Owen, who was a lodger with the couple was given an indeterminate sentence and told he would serve a minimum of three years.  The NSPCC, a children’s charity, publicly criticised the minimum terms for the mother and Owen, branding them as too short, while the chief executive questions the level of abuse needed for offenders to get longer minimum time in prison (Sturcke, 2009).  Overall creating the argument that the courts also failed Peter by not serving the appropriate justice for the offences that resulted in his death.  Tracey Connelly has since been released from jail.  On the 7th July 2022 the Ministry of Justice confirmed her release from prison, following her imprisonment in 2009.  Also sparking controversy as many people argue that due to the nature of the offence that she should have been imprisoned for longer.  A person who holds this belief is the deputy prime minister and justice secretary, Dominic Raab.  Raab publicly condemned the decision and said it provided evidence that the parole system needed a fundamental overhaul and asked the board to re-examine the decision although, his request was refused (The Guardian, 2022).
The serious case review showed that social workers including Peter’s case worker, Maria Ward and her managers never believed that they were dealing with a case of abuse, but rather a case of neglect.  It was also believed that the social workers involved with Peter were too scared to confront Tracey regarding her parenting skills as she was seen as too intimidating (Pears, 2010).  At the disciplinary hearing surrounding the two social workers at the centre of the case, they were told that the tragedy might never have happened if they had done their jobs properly, as it is argued that the abuse suffered by Peter was allowed to continue due to the incompetence of the Haringey social services department.  The blame on social services is also emphasised by the lack of learning from their past mistakes in the case of Victoria Climbie just a few years prior (Williams, 2010).
To conclude, although, the case of baby P evidently highlights the failings of the UK criminal justice system to a vulnerable victim, it is also important to recognise that the media heavily emphasised that Peters death was a result of these failings and these failings only and fails to recognise the criminality of Tracey and the other offenders involved.  Peter was part of a family of four children raised on benefits, but media coverage was generally focused on his innocence, the incompetence of social workers and doctors and the tragedy of his death in oppose to the failings of Tracey as a mother (Cain, 2013).  A BBC documentary on the case of baby P considered the paediatrician who assessed Peter at St Ann’s Hospital two days before his death.  They explained that the hospitals team of four consultants were two consultants down with another on long term sick leave., though this was not picked up on the final report.  Their concerns of safety were already raised on numerous occasions regarding the stretched resources to local management and Great Ormond Street Hospital of which was managing the doctors at St Ann’s.  The paediatrician, Al-Zayyat had been appointed to a role beyond her competencies and into a department already flagging up difficulties.  She was unable to access complete medical reports and appropriate nursing support when seeing Peter due to no fault of her own, and despite this was branded in the media as incompetent and received death threats as a result (Parish, 2014).  Shortly after Peters death, the Sun newspaper launched their campaign for justice, in which targeted social workers and their managers under the headline ‘Blood on their Hands’.  The newspaper demanded that social workers in the North London borough where Peter lived should all lose their jobs, a demand which was then fulfilled by Ed Balls who was at the time, Childrens Secretary and part of Haringey council.  The most heavily criticised was Sharon Shoesmith, who was Director of Children’s Services at Haringey council at the time.  In 2011 the court of appeal decided that she had been used as a scapegoat (Jones, 2017).  Overall,  it is evident that every aspect of the criminal justice system had failed Peter, though the media focused only on certain aspects of it which made some parts of the system stand out as failures more than others, despite the system failing as a whole which resulted in Peters death.
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