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1. 
Introduction

1.1
This paper attempts to provide a structure for consideration in relation to establishing a process within the London region for the review of all child deaths. 

1.2
A process must be in place by 1st April 2008 for each Local Safeguarding Children Board (LSCB) to review the deaths of children from its area. 

1.3
There are 32 LSCB’s in London. None has the recommended 500,000 minimum population for the establishment of a review panel. (London total population 2001census = 7.2 million with 1.6 million children)

1.4
Many of the agencies that are key stakeholders provide services across multiple boroughs. However these are different in respect of each agency. 

1.5
There is a significant difference between the rapid response function  (operational) and the review function (strategic) that are required of LSCB and described in Chapter 7 of Working Together to Safeguard Children 2006 (WT).

NB. This paper is focused upon the strategic review function, Child Death Review Panels. 

2. 
Purposes of Child Death Review

2.1
Each panel will collect and analyse information about every child death with a view to identifying:

1. Any case giving rise to the need for a serious case review;

2. Any matters of concern affecting the safety and welfare of children in the area of the authority; and

3. Any wider public health or safety concerns arising from a particular death or from a pattern of deaths in that area.

2.2
In summary the process will provide a system that will allow for a professional multi-agency examination of all deaths within the area. This will provide an opportunity for LSCB’s to widen their safeguarding remit. There is a potential to improve the safety and welfare of children by identifying danger and risk. Public health and safety issues could be identified for wider environmental and social benefits. 

3. 
Outcomes of Child Death Review.

1. Improved understanding of patterns of childhood death.

2. Improved response to childhood death.
3. Improved recognition of neglect or abuse leading to childhood death.
4. Improved interagency working to prevent childhood deaths.
4. 
Prevention

4.1
There are two definitions that are useful in this context;

A preventable death is one in which, with retrospective analysis, the review team determines that a reasonable intervention (medical, educational, social, legal, psychological) might have prevented the death. Reasonable is defined by taking into consideration the conditions, circumstances or resources available. 









Durfee et al 2002

A preventable death is one in which an individual or community could have reasonably done something that would have changed the circumstances that led to the death. 







Iowa Child Death Review Team

4.2
Preventative strategies and key messages will have more weight if the rationale for them is based on evidentially sound findings. If case numbers are too small or data is collected inconsistently then the ability of LSCB’s to use the outcomes to safeguard children could be compromised. 

5. 
Numbers of Deaths

5.1
It is estimated that for a population of 500,000 there will be 25-30 infant deaths and 5-10 child deaths per year. (University of Warwick, Fleming & Sidebotham)

This would mean for London there would be between 350-420 infant deaths and 70 –140 child deaths per year. However, based upon our current experience we expect these numbers to be at the lower end of the range. 

5.2
Assuming the highest level of cases there would be a total of 560 deaths/year, or at the lower estimate 420 deaths/year in the London area. The medium being 490 deaths/year. If each LSCB had the same population this equates to around about 16 deaths/year in each area. However there are substantial differences in populations and indeed the age profiles across the London boroughs. But it would be a distraction to be over concerned with specific population numbers when a critical mass of population for this process to be valid is the principal starting point. Work is underway to rationalise the collection of information on child fatalities from a variety of sources to better inform this process.   

5.3
The vast majority of child deaths are at the neonatal stage (@ 80%). There are already in existence specific reviews of these deaths conducted by health professionals and these processes and their findings could and should feed into the new statutory review process. 

6. 
Managing the Review Process

6.1
It is proposed that London is divided upon a regional basis (North, South, East and West). The arrangements would be coterminous with the boundaries used by the Metropolitan Police Child Abuse Investigation Command.

6.2       Borough alignment (With 2001 census pop)


North Region Review (1,648725);

Barnet, Brent, Camden, Enfield, Haringey, Harrow & Islington.


South Region Review (1,998554);

Bexley, Bromley, Croydon, Greenwich, Lambeth, Lewisham, Southwark & Sutton.


East Region Review (1,495174);

Barking & Dagenham, Hackney & City, Havering, Newham, Redbridge, Waltham Forest & Tower Hamlets. 


West Region Review (2,029638);

Ealing, Hammersmith & Fulham, Hillingdon, Hounslow, Kensington & Chelsea, Kingston upon Thames, Merton, Richmond upon Thames, Wandsworth & Westminster.

6.3
If this were to be implemented each region would reviewing around about 110-130 child deaths a year.

6.4
*It could be possible to make adjustments to these areas if it were considered more practicable to bring population numbers more closely together. 

6.5
In support of this proposal there are a number of structures and processes that are relevant. 

· Police rapid response in line with Project Indigo is organised this way.

· Each of these regions has a standing Regional Child Protection Managers Forum.

· The Child Abuse Investigation Command produces regular analytical profiles on child abuse across London using these four regions. 

· London Coronial areas have strong similarities with these regions. 

· South London Paediatricians regularly meet based on this regional basis.

7. 
Data collection and notification

7.1
The Department for Education and Skills (DfES) has sponsored a number of pilot schemes in various regions of the UK to evaluate core data on childhood death. The work is being completed by the Confidential Enquiry into Maternal and Child Health (CEMACH). A data set that is based upon established practice in the USA is being used. It is intended that this data set will be used to form the basis of a recommended data set for use by child death review panels. CEMACH results are expected in early 2007. It would make sense for the London Child Death Review Panels to use a nationally recommended data set and process so that evaluation can be completed in both a local and national context. 

7.2
In any event it would be beneficial to the aims of the review process if London data were collected in a systematic and standardised format. Without this there will be serious weaknesses in its validity and usefulness as a driver for desirable outcomes such as prevention in the regional and local context. 

8. 
Information sharing protocols 

8.1
There is an assumption that statutory members of LSCB’s will share information to protect children from abuse and harm. As the scope of the LSCB’s widens many new partners are being included in the safeguarding arena. A protocol will need to be constructed to support agencies and partners in sharing all relevant information to allow child death screening to be conducted in the spirit of the working together guidance. Information sharing protocols already exist and others are being developed that can be specifically tailored for this purpose.

8.2
Experience has repeatedly shown that there is widespread professional uncertainty and ignorance in this area. The circumstances that have been exposed by the events at Soham illustrate this.  

8.3
Having a centrally agreed information sharing protocol for all London Child Death Review Panels will be a real strength and give certainty and protection to those involved in the process. 

9. 
Membership

9.1
The members of each panel will be drawn principally from Health, Coroners, Social Care and Police. However there will be a need to include other experts and professionals from agencies such as; Highways, Waterways, Transport, Fire, Ambulance and others. Some agencies will have a variety of specialists that will need to be incorporated on the panels. In the health field; Paediatricians, Public Health, Psychologists, GP’s, A&E, Pathologists and Obstetricians will be required. The police will similarly need to arrange relevant representatives. 

9.2
Once the core membership is agreed there will need to be representation from the constituent LSCB’s so that ownership and accountability for the process is fully recognised and supported.    

10. 
Leadership

10.1
The leadership of each panel will require agreement. Experience in the USA has indicated that personal qualities and motivation are more relevant to the role of the Chair than mere profession or job title. The guidance in Working Together, points towards Health agencies and specifically, Paediatrician’s taking a leading and co-ordinating role. Certainly this would be desirable as the Health Agencies are a core focus for these activities.

11. 
Frequency of meetings

11.1
The meetings will need to be held on a scheduled and regular basis. Monthly, bi-monthly and quarterly meetings would seem to be the options available to this process. A balance will need to be struck between workload, time available and availability of professionals to conduct this work. 

 12. 
Financing

12.1
There is no new money for child death review. Apart from the statutory responsibility of LSCB’s to carry out the child death review functions there is no guidance or direction on how this is to be resourced or financed. For S 11 Children Act agencies that contribute financially to LSCB’s there is an assumption that financial, or contributions in kind will need to be adjusted so that these activities can take place. At the present time there are significant financial pressures on all agencies and the arrangements for this new work will need to be carefully constructed to ensure best value. 

12.2
The child death review process will have costs in opportunity time, administration, stationary, support materials, room hire and servicing and report publication costs.

12.3
 If implemented on a local basis these costs may be able to be absorbed within the administration of LSCB’s but it is new and additional work and individual roles and resources will need to be redefined to reflect any new responsibilities, costs and opportunity time. The question would also remain as to the viability and value of retaining this function locally as opposed to being centrally delivered. 

12.4
If the proposal for a regional approach with sub regions were to be accepted the main cost would be in the central administration of the process. 

12.5
For four London Regional Child Death Review Panels each meeting bi-monthly there would be a need for 1 full time administrator to support the 24 annual meetings and any other special forums. (An option would be to employ 2 persons on a job share/part time basis. This could add to resilience and corporate memory of the post). 

12.6
The role would include the clerking of each meeting, collection of cases to be reviewed at each meeting and the administration of a database. They would also ensure the information sharing protocols were effective and relevant. Contact and support for the chairs and members of each review panel would be essential and the production of reports as necessary and an annual report would be required.

12.7
A suitable pay scale and the identification of an agency or possibly the London Child Protection Committee (LCPC) to line manage and support the new role, including salary payments would need to be agreed. Support costs for this role would also be required.  

12.8
A very rough estimate would suggest a cost of £60k/annum

13. 
Strengths

1. Consistent data set

2. Analytical opportunity

3. Resilience

4. Local reports produced within regional context

5. Cost benefits- Opportunity time/administration

6. Consistency across borders –minimum standards

7. Supports and informs local response

8. Reinforces working together

9. Lessons/patterns from a wider area 

14. 
Weaknesses

1. Not in LSCB areas

2. Not whole of London

3. Possible loss of local knowledge

4. Identifying representative membership

5. Larger areas could entail more work if panel membership is not large enough

6. Smaller LSCB’s may feel that they may have to contribute more per death than larger boroughs.

15. 
Summary

· The 32 LSCB’s to delegate the process of conducting child death review to four regional panels covering approximately ¼ London each. 

· Each panel to be administered by a centrally provided clerk funded through a levy on each LSCB 

· Each panel will have a multi agency membership from across its constituent region to perform the review task

· Health agency should chair each panel. 

· Information sharing protocol to be completed

· A standard data set to be used

· A standard review practice across the 4 panels

· Reports for each LSCB to be produced

· A London wide annual report to be produced through the LCPC

· Key themes to protect children from untimely death to be identified for London

· Rapid response to be delivered locally to a London agreed standard. 


A pilot could be organised in one area to develop this method prior to the statutory implementation date of 1st April 2008.

*The author would appreciate any comment or contribution to this subject or the proposals above by e-mail. Richard.Henson@met.police.uk

