London Child Death Review Toolkit:  Explanatory Notes for NHS Organisations.
The enclosed Child Death Review Materials, otherwise known as the Child Death Review Toolkit, have been designed by the London Safeguarding Children Board which includes Safeguarding Children Doctors and Nurses from the NHS in London.   The following notes have been written to explain the various components of the toolkit.  Most of the materials outlined are already available on the London Safeguarding Board Website.   
Please note that work is still in progress to compile a complete list of ‘Single Points of Contact (SPOC)’ and the ‘Child Death Review Leaflet for Parents’ can be found as Appendix 5 of the CDOP Procedure.  Eventually within the next month or so the full toolkit and details of SPOCS will be posted online at www.londonscb.gov.uk/child_death/.
Some of the materials must be adopted as standard across all health service organisations in London, these are marked with an asterisk, the rest offer an example of materials that  may be adopted or adapted for use following agreement by the area local Safeguarding Board.  It is the responsibility of health service professionals working with children and families to become familiar with the local Child Death Review Processes, particularly those that require participation from front line practitioners.
Notification Form 
*Compulsory- to be adopted across all London Boroughs as standard.
The notification form and information regarding the unique reference number can also be found on pages 13 and 14 of the ‘London Rapid Response Procedure’.
The Notification Form must be used as standard for all health service providers in London.  It will need to be completed by health practitioners at the front line who are dealing with a child death in either an acute or a community setting.  All deaths of children 0-18 must be notified, irrespective of their cause, as well as all babies who die on neonatal intensive care or special care baby units, and children who die from a known life limiting condition. Please note the Unique Reference Number field mentioned above is for the Single Point of Contact (SPOC) to complete.  Health Practitioners present at the death need not complete this box.

The proforma should be completed as fully as possible and sent immediately to the local Child Death Review Single Point of Contact (SPOC).  Check with your own local Designated or Named Doctor or Nurse for Child Protection as to where the notification forms should be sent from April 1st 2008.   For deaths which occur after 5pm, at weekends or on bank holidays the written notification proforma should be sent by 10am the next working day. 
Child death review is a statutory responsibility from April 1st 2008.

Parental consent and feedback will be managed by the Rapid Response Child Death Review Professionals following notification.  After initial notification, patient identifiable information is replaced by the Unique Reference number.
CEMACH Dataset 

*Compulsory – to be adopted across London as standard.

This booklet designed by CEMACH (Confidential Enquiry into Maternal and Child Deaths) will provide a standard data set across London through which aggregated data will be analysed on a regional as well as local basis. A new improved version will be published in the very near future, but until such time the new version is published and posted on the website, Child Death Overview panels will use the attached version.  Safeguarding Boards will be briefed when to adopt the new format.
Rapid Response 
The aim of the London Safeguarding Children Board procedure is to ensure that there is overall uniformity across London in the multi-agency response to child deaths.  This will ensure that the response is safe, consistent and sensitive to all those concerned, including bereaved parents and siblings.
The procedure will enable the capturing of immediate information about unexpected child deaths. In addition to managing support for the bereaved family, this ensures opportunities for information gathering are not lost. There will be locally sensitive arrangements as to how the actions are coordinated. Check with your own local Designated or Named Doctor or Nurse for child Protection as to how the Rapid Response will be managed in your area from April 1st 2008.   
For the initial child death review meeting held a few days after the child dies, it may be considered appropriate to invite staff who were at the scene of death or include professionals who held case responsibilities for the family.  Staff should be reassured that this is not to question their practice.  It is to ensure that relevant information is collated, and also to facilitate bereavement support to families and communities.  Support for any traumatised staff can also be discussed at this first meeting.
Child Death Overview Panel

The Child Death Overview Panel is set up and coordinated by the Local Safeguarding Children Board.  It does not normally involve front line staff.  The Overview Panel reviews all child deaths within the locality according to an agreed threshold.  This is a paper exercise using a standard set of anonymised data, based on information available from those who were involved in the care of the child.    Should front line or specialist practitioners be co-opted onto an overview panel as expert advisors, they will be required to sign a confidentiality proforma, an example of which is included on page 20 of the London Safeguarding Board Document ‘Child Death Overview Panel Procedure’.  
Child Death Review Leaflet for parents
A Child Death Review Leaflet may be adopted by the Local Safeguarding Children Board as a way of informing parents about the new processes.  Health professionals must however be sensitive to the needs of bereaved parents who have experienced a child death, and the giving of a leaflet should not replace a sympathetic one to one explanation.  
“London learning from information about child deaths”
This paper offers more information and outlines the work undertaken by the London Safeguarding Board in relation to child deaths.
Frequently Asked Questions sheet.

This is designed to promote an understanding of the new Child Death Review responsibilities for front line staff in a range of NHS settings. 
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