


Introduction:
The criminal justice system is a group of government and private agencies that work together to ensure criminals are managed properly and support is offered to those who are victims of crime, this can be accomplished when accountability, trustworthiness, and reliability are properly used (Crowder, 2013). The criminal justice system has the job and purpose to ensure justice is served for everyone, by punishing and convicting those who are guilty, in order to stop them from offending in the future while ensuring that those who are innocent are properly protected (Garside, 2008). This essay is going to discuss a UK case where a person has factors of vulnerability and whether the criminal justice system supported or failed them. 
The Case of Victoria Climbie: 
Victoria Climbie was born on the 2nd of November 1991, in a small village in the Ivory Coast. Victoria was described as excited and happy to be starting a new life in Britain where her parents believed she would be safer and gain a better education away from her home country as it was filled with poverty and in and amongst a civil war (Batty, 2001). However, on the 25th of February 2000, Victoria was found dead after enduring several months of never-ending neglect and abuse from her great-aunt and her boyfriend, suffering from starvation, cigarette burns and repeated beatings with bike chains, belt buckles, and even hammer blows to her feet, being forced to sleep in the bath tucked in a bin liner and her own feces (Billingham, 2022). It was later revealed that Marie-Therese only wanted Victoria to help her gain better access to state benefits, as she believed that having a child would prioritise her on the housing lists and nurses recorded that the relationship between Marie-Therese and Victoria was ‘master and servant’ rather than that of a ‘mother and daughter’ (Crime and Investigation, 2003). 


Social Services- 
The death of Victoria occurred despite there being the involvement of social services, police, and the NHS. During an inquiry into the death of Victoria, it was revealed that Victoria had been between the Ealing and Brent Social Services where it still remains unclear to this day as to whether there was a proper assessment of Victoria’s needs carried out, and despite social workers now saying they had concerns for Victoria’s physical appearance this does not appear to have been explored, whilst there also being a complete lax of response to an anonymous call about Victoria’s welfare. Three weeks after receiving the call they carried out a cursory house visit, but Brent Social Services exclusively had their attention on the financial and housing needs of Marie-Therese, during the inquiry it was found that there had been a substantial number of failures from Social Services and there were at least twelve missed opportunities to save Victoria’s life (The Guardian, 2001). According to Thompson’s (2011) personal, cultural, and social analysis, a person’s personal level is based on their thoughts, feelings, and their actions, so in this case, the social worker cancelled a home visit solely because of their views on scabies, which Victoria’s great aunt had convinced social workers she was suffering with at the time, which led to another missed opportunity to save her life. There were recommendations made in regard to the handling of individual cases where there were signs of abuse and neglect suspected, there were particular concerns raised about the obtaining and recording of information that is relevant about the child, the referral and communication between different agencies within a case, the carrying out of an effective assessment and investigation about the issues raised, and the timing recordings and auditing about the decisions and actions that are being taken (Lord Laming, 2003). 
There were four separate departments that came under criticism, firstly there was Ealing when after Victoria’s assessment it was deemed to be totally inadequate, and it is said that the council within the Services closed her case without even speaking or seeing Victoria. There was also Brent Social Services, who although had received telephone calls about Victoria’s health and wellbeing didn’t take this case seriously and handled the case in what can only be described as poor practice and consistent failings in doing the basic things in the right way. There was also Haringey Social Services which came under the most criticism, as during the 112 days that Victoria’s case was held by the Services, there was never a conversation that went past “hello, how are you?” There were serious failings of the social worker, Lisa Arthurworrey, but it is said this was due to the lack of involvement from senior management (Gillan, 2003). 
Twenty years ago, the UK was confronted with the horror of what can occur when the child protection service fails. After this case, the government ordered an inquiry into the death of Victoria and how she was failed by those who were responsible to understand the danger that she was in. Resourcing has been a clear issue, but cases like this go beyond insufficient resourcing as leaving a child in the care of an abusive or neglectful parent can lead to them suffering harm. Child protection services’ job is to support those vulnerable families to ensure their children are safe, which means that in some cases they must investigate families and make tough decisions in the best interests of the children, which was a key point that was missed in Victoria’s case (Safeguarding and Child Protection Association, 2022). 
The Police 
The police, more so the metropolitan police, also failed Victoria. During the inquiry, it was heard that PC Karen Jones had failed to carry out an inspection into Victoria’s home all because of her fear that she would catch scabies off the furniture and claimed there was no sign of child abuse even after a doctor told her the injuries and marks on Victoria’s body were consistent with that of a belt buckle injury (Batty, 2002). There was also Alun Hodges, who at the time was a sergeant who was supervising the investigation from the police and reports that the boyfriend of Victoria’s great aunt, Carl Manning had previously attacked Victoria, but failed to look into these claims (Popple, 2015). On the 14th of July 1999, PC Rachel Dewar received a call from a social worker from Brent Social Services, during this phone call, PC Dewar was told Victoria’s injuries were considered “serious non-accidental injuries” but due to insufficient training and experience, PC Rachel Dewar was not able to deal with Victoria’s case in the right way. It is firmly within the view that any referrals received by the police from social services that are suspected to contain any form of child abuse or neglect need to be handled at a managerial level as this can allow the case to be discussed at a higher level ensure the investigation is dealt with further in the right way, without doing so the inevitable risk of incorrect decisions being made and leaving an investigation to be flawed massively is increasingly more likely (Lamming, 2003). 
The Hospital 
Dr. Ruby Schwartz was a consultant paediatrician and a child protection doctor who worked at the Central Middlesex Hospital. In July 1999 she examined cuts and bruises on Victoria, but Marie Therese convinced Schwartz that Victoria’s injuries were self-inflicted from Victoria scratching herself due to scabies. However, Schwartz later admitted that she was responsible for multiple procedural failures within Victoria’s treatment which included failing to write a discharge letter and delegating a referral letter to a locum senior house officer who stated that there were no concerns about the health and welfare of Victoria’s case (University of Huddersfield, 2002). There was also Dr. Mary Rossiter who was head of the child protection services in North Middlesex Hospital who took responsibility for the handling of Victoria’s case as she failed to write the fears about Victoria’s injuries were deliberate and were not recorded on forms submitted to social services as well as there being no case conference held. Dr. Mary Rossiter later admitted to failing to realise the inadequacies within the documentation and stating that Victoria was clear for discharge despite there being signs of child abuse and neglect (Duckworth, 2001). Despite Victoria attending two hospitals, they were filled with inadequate records of information, actions were deferred and assumptions were made that they would be completed at a later date (Gillan, 2003). 
The NHS is the first contact within the authority to deal with and see children who are suspected to have been subjected to abuse and neglect and the instant access to information can allow children who are vulnerable and abused to be identified more quickly which can help save more lives (Poulter, 2012). However, there are also fears that there is insufficient training which is leading to vulnerable victims being missed. There are 65% of staff within the NHS who feel they are not adequately trained to deal with abuse and one in nine public and private staff have said they have never been trained to deal with such cases, but all believe these skills are needed as part of their role (Sky news, 2019). Due to the Victoria Climbié inquiry, it was found that due to the lack of training and lack of a systematic review of policies and procedures, not all staff have had access to child protection guidance, meaning cases are being overlooked and missed (Lamming, 2003). It was also found that during the inquiry it showed that the system failed due to ill-trained and overworked staff that had no support from their managers or senior staff within the organisation and due to senior staff failing to take responsibility for the quality of the children’s services, which led to it being very poor (Home Office, 2003). 
Following Lord Lamming’s report about the death of Victoria there were several key changes that were highlighted in the Children Act 2004 and there were further changes made to the Children and Social Work Act 2017 which amended the 2004 Act. The key things that were amended within the 2004 act were that there was a duty placed on local authorities to make arrangements to ensure cooperation with other local agencies was taking place, and there was more duty placed on different agencies to ensure they are considering the need to safeguard and promote the welfare of children and also there were amendments to the roles and responsibilities of safeguarding partners that are responsible for how the determination of safeguarding arrangements should work within their local area. These changes set out how each individual organisation should work with one another to promote the safeguarding and welfare of young children so cases like these do not happen again (Foster, 2020). 


Conclusion 
In conclusion, it was the failure of all these agencies that should have been there to protect Victoria that lead to her unfortunate death, it is clear that the lack of training and complete incompetence of staff that Victoria suffered the horrendous ordeal that she did (Gillan, 2003). It is important that there is a national agency for children and families that ensures local services are meeting national standards for the protection of children and enables the implementation of reform if and when possible (Batty, 2003). During the report from the Victoria Climbié inquiry, there were found to be some good practices within the protection of children, however, there were also areas that were in need of significant development, although the responsibility for these improvements falls with the organisations and these need to be encouraged to ensure they respond to vulnerable cases so nothing like this happens again (Laming, 2003). 
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