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NEGLECT, ABUSE AND CHILD CRUELTY: SYSYTEMIC FAILURE IN HEALTH AND SOCIAL CARE. A case of Baby P (2007).
[bookmark: _Hlk119692494][bookmark: _Hlk119692557]Despite enormous efforts by government agencies and charity organisations in safeguarding the lives of children especially in the UK, the increasing number of deaths of children recorded in case reviews on the NSPCC website is an indication of the systemic failure in health and social care. Gove (2012) expressed his disbelief that the country have learnt very little after the killing of Victoria Climbie in 2000, the unbelievable torture and death of Peter Connelly (Baby P) in 2007 and the cruel death of Khyra Ishaq in 2010. The case of ‘Baby P’ shocked and grieved the whole nation in 2007 when news of the toddler’s death was announced. He was only 17months when he died following months of abuse, neglect and cruelty in his own home by his mother and her boyfriend (National Society for the Prevention of Cruelty to Children (NSPCC) 2022). At the time of death, the autopsy reports showed the infant had suffered about 50 undiscovered injuries despite 60 visits by various agencies within the last eight months prior to his death. Could more have been done to protect Baby P and is the system in place effective in preventing harm to children?
[bookmark: _Hlk119692648][bookmark: _Hlk119692722][bookmark: _Hlk119692794]A child is believed to be a person below the age of maturity, who is still under constant supervision because he or she is still not fully developed emotionally, socially, cognitively and most of the time physically. The United Nations Convention on the Rights of the Child (UNCRC) defines a child as everyone under the age of 18 unless, ‘under the law applicable to the child, majority is attained earlier’ (UNCRC 2022). Though age, perception and characteristics of a child differs from place to place, all countries of the United Kingdom agrees to 18years as the base legal age. A large number of children from time immemorial have always experienced potentially traumatic events in childhood. These traumatic experiences ranging from violence or abuse, witnessing violence in the home or community and having family members commit suicide  commonly referred to as Adverse childhood experiences (ACEs) have always come to impact Children lives in adulthood (Centre for Disease Control and Prevention (CDC), 2019a). Social policies are thus put in place by the government to safeguard children from abuse and neglects culminating in cruelty to children. Ridge (2012) believes that children’s lives to a large extent depends on the welfare services for their present and future well-being and their needs are met in the quality of available welfare provision ranging from education, health, social services and social assistance.
[bookmark: _Hlk119692855][bookmark: _Hlk119692900]The National Society for the Prevention of Cruelty to Children (NSPCC) was established in the 1880s charged with the primary responsibility of protecting children from child abuse and cruelty. Child abuse occurs when a child is ill-treated  by an adult or another child causing harm to the child’s health, development or dignity. (World Health Organisation (WHO) 2022). Child abuse can also occur as a result of not taking action when a harm to a child is witnessed (medlineplus.gov 2017). It was gathered at the inquiry that Baby P was subjected to brutal physical abuse by his mother Tracy Connelly and her boyfriend Steven Barker. Steven’s brother Jason Owen was later discovered to have moved in at a point. With Tracy’s traumatic childhood and the criminal records of the boyfriend and his brother, Baby P and his sisters were living with ACEs. There were gross attempts to cover up bruises on the infant. A report by the Care Quality Commission found systemic failings in the healthcare provided by NHS  trusts towards Baby P among other agencies. 10 different agencies were involved with Baby P and none of them had serious concern for Baby P despite being put on the Child Protection/At Risk register in December 2006.
It was clear that the multi-disciplinary team involved with Baby P was unable to develop a cohesive care plan for Peter. Each of the agencies involved in Baby P’s case failed to effectively communicate among themselves with each working towards individual care goals. Ferguson (2016) believes that the increasing knowledge and skills of various healthcare specialised fields can only achieve better results in an inter-disciplinary teamwork. Unlike the multi-disciplinary teamwork, the inter disciplinary emphasizes integrated approach at achieving shared or common goal. Booth et al (2013) outlined identification of issues, identification of those to be involved at various stages, scope of intervention goals of intervention and active re-evaluation plan as important elements of inter-disciplinary team method which were not present in the case of Baby P. Anthony (2009) summed up Baby P’s life as ‘born into a nightmare of abuse, violence and despair, he never stood a chance’. It is heart-breaking that about thirty children have been killed in the hands of either parents or carer since Baby P. This is in essence shows that not much have been learnt from the enormous review of Baby P’ case.
It is observed in the course of this study that a strong improvement is needed in communication within the inter-agencies working together on any safeguarding case. This will ensure that lapses are minimised in reports of all agencies involved . Furthermore, good communication will ensure everyone plays an effective role in achieving the group’s motive. Moreover, there is a need ‘Authoritative Child Protection Practice’ which will ensure a tight grip on timely intervention. There were various indications for intervention in Baby P’s life like the protection plan, poor school attendance of his older siblings but no drastic was taken to save his life.
Other recommendations include ensuring safeguarding awareness in all agencies dealing with children, there should be less reliance on medical and criminal records before taking actions Once a substantial signal of harm is perceived, a child should be promptly removed to a safe place. 
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(EPPI Centre, 2018)
https://eppi.ioe.ac.uk/cms/Default.aspx?tabid=3681&articleType=ArticleView&articleld=175





