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14th April 2008
To Chief Executives PCTs

Directors of Commissioning

Chief Executives NHS Trusts

Directors Public Health
Dear colleague,
Re: Child Death Review Processes and London Safeguarding Children Board Toolkit
We wrote to you recently about the minimum activities you need to put in place by 1st April 2008 to ensure compliance with the new Child Death Review Procedures, required by Regulation 6 of the Children Act 2004.
We are writing to highlight some specific implications for the NHS, as health services will be assuming a primary role in child death notification, the fast response and overview panel responsibilities and also to draw your attention to the London Safeguarding Children Board Toolkit.  

It is important that NHS organisations comply with regional standards to enable genuine comparison of incidents across London, and to ensure lessons will be learnt.  The London Safeguarding Board have developed regional procedures and associated material to enable a pan London approach.  Materials have recently been cascaded through your multi-agency safeguarding network in the form of a ‘Child Death Review Toolkit’ but they need to be more widely distributed. 

The Toolkit contains comprehensive information and guidance about the statutory Child Death Review processes. Children’s leads, Designated and Named Safeguarding and Child Death Review professionals in commissioning and provider settings will need to have a thorough knowledge on how they impact on NHS Trust staff and service users.  In addition it is important that they make themselves aware of the name and contact details of the local Child Death Review Single Point of Contact (SPOC) who will be determined by the Borough Safeguarding Children Board.   
Frontline staff will also have a role to play, particularly in areas where they are likely to be involved at some stage in the child death review process.  They will need more specific guidance on what to do when a child dies, including the name and contact details of the Single Point of Contact (SPOC).

This will include staff working in areas such as:

· Neonatal or special care baby units

· Casualty, WIC or Minor Injury Departments 
· Paediatric units and PICU’s

· Palliative care settings and children’s hospice services
· Accident and Emergency Departments

· NHS Direct

· Ambulance services

· GP services

The ‘London Safeguarding Children Board Toolkit’ materials are attached together with some explanatory notes for children’s leads and heads of departments.  Please can you ensure that these are cascaded to the right people in the organisation.  We have also enclosed a Frequently Asked Questions Page which may be useful both for staff who may be present at the time that a child dies, and for those in more strategic positions who require more clarification about the CDR processes.  

If you have any questions regarding the Child Death Review Processes please do not hesitate to Briony Ladbury at briony.ladbury@london.nhsuk .
I
Yours sincerely,
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Trish Morris-Thompson

Chief Nurse
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Dr Simon Tanner

Regional Director of Public Health
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