
Child  BZ Serious Case Review Practitioner Briefing 

Child BZ was tragically killed by their birth father at the age of just 3 months. A child protection plan had been in place prior to and throughout Child BZ’s short life, although the 

primary concerns had been in respect of  mum’s mental health and her ability to meet the needs of a new born baby. Dad had been  the subject of an investigation in respect of 

suspected non-accidental injuries to an older daughter over ten years ago, although no charges were brought. Mum’s mental health declined following Child BZ’s birth and she 

was detained under the Mental Health Act, at which point Child BZ was placed in dad’s sole care. The original plan having been for the family to live together with dad being the 

primary carer for both Child BZ and mum. 

The review identified examples of good practice, most notably in terms of information sharing between midwifery and mental health services. areas of learning were also iden-

tified and are now the subject of an action plan. the following learning points are particularly relevant for practitioners in all agencies: 

Safeguarding unborn children 

Pregnancy provides a short window in which to identify, assess and address any 

risks to the unborn child. In this case professionals were faced with a complex 

set of circumstances to understand and parents with whom time and care would 

be needed to establish a trusting relationship. 

The review highlights the need for timely referrals and assessments, supported 

by proactive multi-agency information sharing. The pan-Lancashire Pre-Birth 

Protocol sets out what is expected of all agencies, while in Blackpool routine 

meetings are in place between midwifery and children’s social care to ensure 

that risks are not missed. 

The importance of historical information 

The review concluded that the focus of the assessment was on the here and now 

at the expense of what was known about the past. This was not helped by con-

tradictory information held about previous concerns, however these could have 

been resolved by one health professional reviewing the child protection medical 

from the time and reporting this to the child protection conference. 

This chimes with a wider NSPCC review of serious case reviews which concluded 

that there is a tendency to see the birth of a baby as the opportunity for a new 

start, irrespective of previous risks, resulting in over-optimism. 

Changing circumstances 

Core groups were held within expected timescales in this case, however Child 

BZ’s circumstances changed quickly, particularly during the period in which 

mum’s mental health deteriorated and Child BZ had to be placed in the sole care 

of dad, sooner than had been expected and prior to expected assessments being 

completed.  

Significant decisions about the living arrangements for children subject to child 

protection plans should be made with multi-agency agreement in the forum of a 

core group, or where this is not possible following consultation. This may also be 

a time to seek management advice and/ or involve the conference chair. 

Sharing information about risk 

Assessments should be a continuum and not a single event, with conclusions 

being checked and updated as more information becomes available. The assess-

ment process, in this case, was hindered by significant information regarding 

parents’ behaviours, including around domestic abuse and cannabis use, not 

being fully shared or explored.  

This resulted in dad being seen as less of a risk than mum. This may have been 

correct, however low risk is not the same as no risk. Practitioners should ensure 

that child protection conference reports are comprehensive and include all risk 

indicators, with judgements made in accordance with the risk sensible model. 

Read the full Child BZ SCR report here.               

http://panlancashirescb.proceduresonline.com/pdfs/multi-agency_prebirth_protocol.pdf
http://panlancashirescb.proceduresonline.com/pdfs/multi-agency_prebirth_protocol.pdf
http://www.blackpoolsafeguarding.org.uk/board-pages/serious-case-reviews

