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Child Death Screening Teams.

All boroughs through Local Safeguarding Children Boards (LSCBs) will need to have arrangements and procedures by April 2008 to review and respond to all child deaths.

There are two primary functional areas. The functions although related in topic are distinct and separate:
1. The coordination of a multi-agency rapid response to the unexpected death of any child (under the age of 18).

2. The review and analysis of all child deaths. 

The first responsibility would appear to fit well within the LSCB arrangements at a local level, as that is where services are primarily co-ordinated and delivered. 

The second responsibility is more complex. London has 32 separate LSCB’s none of which has the population size of between 500,000 and 1 million which the Government is recommending for each Child Death Screening Team. The current population of London is 7.1 million. Each agency has different structures and alignments. There are 8 coroners covering the London Region. NHS and police boundaries/regions are not co-terminus. 

The guidance in the DfES draft Working Together to Safeguard Children is not intended to be prescriptive and has not stipulated methods of review or data collection. The purpose of this process is to identify preventable causes of child death and to make recommendations to reduce these. 

Many LSCB’s are now actively considering the shape and structure of Child Death Review Teams. 

There is an opportunity to work as a [London] region to create a model that will serve the LSCB’s and rationalise data standards and collection. Collaboration between groups of LSCB’s would be necessary for this to occur. 

The process of review and analysis could be delegated to sub-regional panels organised to an agreed model that would report back with recommendations to individual stakeholder LSCB’s and also be able to collaborate in providing a greater regional perspective.

Sub-regional panels (numbers to be determined) would rationalise data collection. Currently the Confidential Enquiry into Maternal and Child Health (CEMACH) is reviewing child deaths in some regions within the UK with agreed data standards. 

Elsewhere, and particularly in North America, Child Death Review Panels do exist and best practice has emerged. It would be sensible to seek guidance from these sources before deciding the model for London.
The MPS Child Abuse Investigation Command will be hosting a meeting on 28th April 2006 of key stakeholders to progress discussion for the London Region and seeks LCPC support for this initiative.  
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