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Child Death Response & Review - update

1.
Introduction 
1.1
Since 1st April 2008 all LSCBs have been required
 to collect information about each child's death to help inform strategic planning on how best to safeguard and promote the welfare of the children in their area. This information is then discussed by the Child Death Overview Panel (set up by the LSCB) to ensure lessons are learnt about how to reduce the incidence of preventable deaths in the future.

1.2
The London Child Death Response Steering Group which was chaired by Dave Hill and facilitated by the London Board, on behalf of the Association of London Directors of Children’s Services (ALDCS) published a Child Death Response & Review Toolkit in late Match 2008.
1.3
The Toolkit was aimed at assisting London LSCBs in their preparations for implementing child death processes. The Toolkit documents include:

· London Child Death Notification Form
· London Rapid Response Procedure
· London Child Death Overview Panel Procedure

· London Learning from Information about Child Deaths
1.3 The Toolkit has been tailored by NHS London to support health service staff in carrying out their child death response and review responsibilities, and has additional papers:

· NHS London Child Death Review covering letter - Trish Morris-Thompson & Dr Simon Tanner
· NHS London child death review covering letter
· NHS London Child Death Explanatory Notes
· NHS London Child Death Review FAQs 

· NHS London flowchart - CDR protocol
1.4
Both toolkits are available on the London Board website: www.londonscb.gvo.uk. The London Board website provides the contact details for each LSCB's professionals who is the local nominated Single Point of Contact (SPOC), Designated Paediatricians for Death in Childhood and the London Child Death Overview Panel (CDOP) chairs.
2.
National templates for LSCBs to use when collecting information about child deaths

2.1
In early May 2008 DCSF published national notification and data-collection forms in relation to child death (see appendix 1). 
2.2
The London child death procedures may need redrafting in response to these. The templates are only recommended, however the data to be collected is mandatory and the DCSF is currently investigating options for creating web-enabled forms for LSCBs to use to enter and collate data.
3.
London Learning from child deaths – centralised London collation of information. 

3.1
It appears likely that the initiative to have a centralised London collation of information will be subsumed into DCSF-led national and regional data collection. 
3.2
The DCSF is currently exploring how best to collect, collate and analyse information about child deaths at a regional and national level. The DCSF will consult with LSCBs in the forthcoming months to consider what data should be collected at a national level. 
3.3
This will be in addition to the number of child deaths considered by each LSCB to be preventable and the total number of child deaths which will be required to monitor progress on Indicator 4 (reducing the incidence of preventable child deaths) in the PSA 13: To Improve Children and Young People's Safety. For 2008/09, the figures for the number of child deaths and the number of preventable child deaths will be collected directly from LSCBs.

4.
Coroners Rule Change – Local Safeguarding Children Boards
4.1
Estimates based on 2006 figures are that post-mortems are likely to be carried out on between half to two-thirds of child deaths (because of the unexpected nature of the deaths). However, in respect of LSCBs, under the current Coroners Rules, there is:

· No requirement on coroners to disclose about the fact of death of a child; or

· Current power enabling coroners to disclose material about the death. 
4.2 
There is currently consultation on a proposal for a new Rule within secondary legislation containing two separate provisions:

a) For coroners to be under a duty to inform the LSCB for the area in which the body was found of the death of any person who was or may have been under the age of 18 years at the time of death. The coroner must inform the LSCB within 3 days beginning with the date on which the coroner makes a decision to hold an inquest into the death or requests a post-mortem examination.

b) For coroners to have the power to disclose information to LSCBs for the purpose of their functions. Such information includes post-mortem reports, reports of special examinations and any notes of evidence or documents put in evidence at inquest.

4.3 
In addition, for deaths that are not within the jurisdiction of the coroner, the Children & Young Persons Bill will give power to the Registrar General, to provide the relevant information to LSCBs in the case of deaths that are not within the jurisdiction of the coroner. Registrars will be required to provide particulars of death within seven days of registering deaths.
5.
Next Steps for London

5.1
The recommendation from the ALDCS Steering Group and the London LSCB Chairs’ Group is that the London Board facilitate a CDOP Chairs Group, to monitor and respond to child death response and review issues for London.

_________________________________________________________

Christine Christie, London Safeguarding Children Board Manager
Appendix 1
1.
National templates for LSCBs to use when collecting information about child deaths
· Form A Notification of child death 
· Form B Agency report  

· Form B2 - Road Traffic accident 

· Form B3 - Drowning 

· Form B4 - Fire and Burns 

· Form B5 - Poisoning 

· Form B6 - Other non-intentional injury 

· Form B7 - Substance misuse 

· Form B8 - Apparent homicide 

· Form B9 - Apparent suicide  

· Form B10 - Sudden unexpected death in infancy  

· Form B11 - Summary of post-mortem findings 

· Form C Analysis proforma 

· Form D Audit tool for rapid response 

· Form E Audit tool for child-death overview  

2.
Warwick University were commissioned to lead in the development of these templates which build on the data set used in the study undertaken by CEMACH (the Confidential Enquiry into Maternal and Child Health), and on the findings from a DCSF-commissioned study of LSCBs implementing the child-death review processes (both to be published in the near future).
3.
The templates are available at www.ecm.gov.uk
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� Responsibilities as set out in chapter 7 Child Death Review Processes, in Working Together to Safeguard Children (DCSF, 2006).
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