CHILD DEATH REVIEW PROCESSES - FAQ FOR NHS TRUST FRONT LINE STAFF
What is Child Death Review (CDR) and why is it needed?

Government legislation now requires every local Children’s Services Authority to review the circumstances of all child deaths (up to the age of 18 years). This is because the government believes that it may help reduce overall child deaths by enabling a fuller understanding about why children die.
The Local Authority Safeguarding Children Board has been charged with coordinating the process.  NHS Organisations are statutory members of Local Safeguarding Children Boards and also undertake statutory Safeguarding Children requirements.  It is the responsibility of all NHS employees to comply with the new Child Death Review responsibilities. 
When does CDR become a statutory obligation for NHS staff?

1st April 2008.

What does CDR involve?
Information about each and every child and the circumstances of their death is collected and summarised from records held by ambulance services, hospitals, community health services, schools, police, children’s services and other agencies whose staff knew the child. 

A  CDR Panel of doctors, other health specialists and child care professionals consider the information to try to ascertain what caused the child’s death, what , if any, support and treatment was offered to the child and their family up until the death, and what support was offered to the family after the child died. 

The CDR Panel decides whether recommendations and actions are needed to help prevent child deaths in the future.  These are shared with local health trusts, public health departments, children’s services and the police, as well as specialist agencies such as the fire service or traffic authorities in order to influence and improve services and life chances for children and families.  
When a child death is sudden and unexpected (the death of a child that was not anticipated as a significant possibility 24 hours before the death, or where there was a similarly unexpected collapse leading to or precipitating the events that led to the death – Flemming et al 2000 RCPCH) it may trigger an action at the time of death, similar to the established SUDI response (sudden unexpected death of an infant).  This very rapid response may involve an immediate home visit, or a planned visit to the site of death within a day or so.   A rapid response may also be triggered in the event of a fatal accident including some road traffic incidents
What are my NHS professional responsibilities?
Child Death Review processes are a statutory requirement from April 1st 2008 as part of the Children Act 2004 (Section 11) Safeguarding Children Board Functions Regulation 6.   All NHS staff must comply as part of their duty to safeguard children and protect their welfare.
PCT’s are charged with commissioning and providing the necessary staff and support to fulfil the CDR functions for the fast response and overview panel activities.    Provider organisations must ensure that all staff involved in a child death follow the agreed local protocols and procedures for their Local Safeguarding Board area in line with Government Guidance (Working Together to Safeguard Children HM Government 2006, Chapter 7) In order to prepare the workforce for the new responsibilities, training should be provided to staff most likely to be involved.
How does this involve frontline NHS staff?
Any staff involved in the death of a child must notify the death immediately by telephone, followed up in writing on the pan London CDR Notification Form.   Staff must cooperate fully in the process, and be prepared to submit medical notes and attend post death meetings if invited.   Part of the CDR meeting will address the needs of staff that may be traumatised by the event.
Staff working in locations likely to be involved with child death, should know the local protocols and procedures, particularly the details of the Single Point of Contact (SPOC).  They should also attend training to ensure they have a full understanding of the reasons for child death review and are competent to undertake their part in the process.  Training requirements should be identified in Personal Development Plans.
Do terminally ill children who are expected to die need to be notified? 
Yes.  All children who die whether it is expected or unexpected should be notified. This includes premature babies and children with known life limiting conditions.
Should all child deaths be notified to the SHA as Serious Untoward Incidents 

No.  Those which trigger the NHS London SUI criteria should be submitted as SUIs as normal.  Child Death Review is a separate system managed by the local Safeguarding Boards.  In practice this means that for some deaths both processes apply.  
The SHA will be monitoring child deaths on a regional basis in association with the London Safeguarding Children Board.  To enable all child deaths to be counted, it is important that each death be notified to the local Single Point of Contact (SPOC) quickly.    Please note child deaths that subsequently trigger a multi-agency Serious Case Review, must be submitted to the SHA as a Serious Untoward Incidents.
Are children who die in adult settings included in the process?
Yes.  Any child aged between 0 and 18 must be notified.  This includes young people of 16 and 17 years, who fall outside of the paediatric remit (0-16) and who die in adult units.  Notification also applies to children or young people who commit suicide. 

Do I need consent from the parent/carer to notify a child death? 
No.  CDR is a statutory function. Consent and information about the CDR processes will be managed by the Designated CDR professionals.  Overview data and Overview Reports are anonymised following initial notification.

Does CDR mean that parents will automatically be suspected of child abuse?
No.  Child Death Review is a separate process.  The aim is to reduce child deaths overall, by understanding the reasons why children die.  Research has proven that parents want the death of their child to be investigated so that they may understand why this happened to their family.   Very few child deaths are associated with Child Abuse.  Where this is suspected, Child Protection Procedures run in parallel to the CDR Process.
How long does the process take?

It may take several months as conclusions cannot be drawn until all other enquiries are completed including those undertaken by pathologists and Coroners for example.

Who can I contact to give me more information?

The Designated and Named Child Protection Professionals (Doctor and Nurse) employed by your NHS Trust will know about the local arrangements for CDR.  
Is any training available to help me undertake CDR responsibilities?

Both in-service and multi-agency training may be appropriate. The Designated and Named Child Protection Professionals (Doctor and Nurse) employed by your NHS Trust will know about any training opportunities/materials in your area.
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