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1

The focus for 2012-2013 continued very much as in previous years by aiming to review
cases in a timely manner, finalise outstanding areas of work, progressing actions arising
from reviews and continually reviewing and improving the process as a whole.
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Deaths reviewed by Child Death Overview Panels (CDOPs) during 2012-2013
19 panels were held across the sub-region during 2012-2013 and 87 deaths were
reviewed (92 reviewed in 2011-2012). Of the 87 deaths reviewed, 23 (26.4%) were
identified as having modifiable factors i.e. where there are factors which may have
contributed to vulnerability, ill health or death. This figure is similar to the previous
year of 2011-2012 where 22 (23.9%) had modifiable factors. The breakdown for each
LSCB is detailed in the table below:
LSCB
Coventry
Solihull
Warwickshire
Total

Panels held
7
4
8
19

Deaths Reviewed
39
8
40
87

Modifiable Factors
11 (28.2%)
3 (37.5%)
9 (22.5%)
23

2.1

Of the 7 Coventry panels held, 5 were full CDOPs and 2 were Fast Track CDOPs.
Warwickshire held 6 full CDOPs and 2 Fast Tack CDOPs and Solihull held 4 full CDOPs.
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Recommendations and actions arising from Coventry CDOP during 2012-2013
26 actions arose from deaths reviewed during 2012-2013. The following is a
summary of the learning identified from the deaths reviewed:

3.1

Sudden Infant Death Syndrome (SIDS)
In the previous year’s annual report, a recommendation was made to the Coventry
Safeguarding Children’s Board (CSCB) for the Infant Mortality Board to look at the
feasibility of Coventry implementing the SIDS Risk Assessment Took devised by
Derbyshire NHS. The recommendation was made following the review of a SIDS death,
also subject of a Serious Case Review, where a number of modifiable factors
were identified in relation to unsafe sleeping practices. The SCR and subsequent CDOP
review identified that the parent had been made aware of the risks of unsafe sleeping
practice but had chosen to ignore this advice. The CSCB agreed with the
recommendation however the Infant Mortality Board was disbanded soon after.

3.1.1 The CDOP Manager continued with this piece of work and in January 2013 arranged a
seminar for key professionals across the sub-region to learn more about the model from
Liz Richardson, Paediatric Liaison Nurse from Derbyshire NHS, one of the key
drivers in implementing the model. A positive response was received and the following
developments that have taken place since then are contained in paragraph 7.6.
3.2

Accidental Asphyxiation
Following the review of a 4 year old who asphyxiated after becoming entangled in
in an object suspended from the wooden frame of a ‘cabin style’ bed a design fault was
identified in the bed which was fed back to Trading Standards and the manufacturers,
who subsequently altered the design of this bed.

3.2.1 A recommendation was made to CSCB for all Early Years practitioners to be made aware
of the potential hazards of high level/multi-level beds used by young children, in order to
advise families.
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3.2.2 The CDOP Manager also liaised with the national charity Child Accident Prevention Trust
(CAPT) to advise of the dangers in their newsletter which has a circulation of
25,000 including parents, carers and professionals involved in child safety.
3.2.3 Further work has been conducted around accidental asphyxiation which is outlined in
paragraph 7.7.
3.3

Neonatal Deaths
Following the review of a premature neonate who died as a result of oxygen deprivation
due to a delay in getting the baby to hospital, the following recommendations were made:
(i) The Ambulance Service to review their Obstetric Care Procedures to clarify factors
when expectant mothers in labour should be conveyed immediately to hospital and
when a Midwife should be called to the address, to clear any ambiguity.
(ii) For a local NHS Foundation Trust to include a review of its ‘Born Before Arrival’ policy
as part of the Root Cause Analysis investigation.

3.4

Following the review of a premature neonate who died from an overwhelming infection,
contracted whilst on the Neonatal Unit, the ‘Root Cause Analysis’ review conducted at the
hospital concerned recommended (i) changes to the cot cleaning policy (ii) changes
regarding the use of trolleys/trays and (iii) a review of the process for washing babies.

3.5

Following the review of a premature neonate who died as a result of oxygen deprivation,
the ‘Root Cause Analysis’ review conducted at the hospital concerned identified that staff
did not identify the baby’s growth restriction and did not correctly interpret the poor
Cardiotocography (CTG) readings. (CTG is a technical means of recording the fetal
heartbeat and uterine contractions.) From the learning identified the following actions
were put into place (i) The implementation of antenatal foetal CTG stickers to indicate if
the CTG reading is normal or if there are concerns (in the latter a rationale is written
to expand on what the concerns are which triggers/prompts further action.) (ii) Junior
Doctors to obtain a senior review if there are concerns – raised at the Junior Doctor’s
Forum (iii) Ensure staff attend refresher training to improve the detection of intra-uterine
growth restriction (IUGR.)

3.6

Modifiable deaths where no actions were identified.
The learning highlighted in paragraphs 3.1 – 3.5 relates to deaths where CDOP
concluded there were modifiable factors. There were however additional deaths reviewed
where modifiable factors were identified but CDOP did not identify any actions. These
include: (i) Maternal smoking during pregnancy which contributed to premature
labour/growth restriction and where appropriate referrals were made antenatally, i.e. to
smoking cessation. (ii) Parents/carers not realising the seriousness of the illness which
contributed to the delay in obtaining medical care (iii) Access to healthcare whilst abroad
and (iv) third party driver error causing a fatal road traffic collision.

3.7

Learning identified where no modifiable factors were identified
Conversely there was learning and actions identified in reviews where no modifiable
factors were identified – in other words, deaths which were not preventable.

3.7.1 Life limiting conditions - Malignancy
In three reviews where the cause of death was due to a malignant brain tumour, there
was no indication that the GP had considered that the symptoms presented may be due
to a brain tumour and therefore urgent referrals for specialist review were not made.
Although there were no modifiable factors identified in the reviews, actions were put in
place to raise the awareness of ‘HeadSmart’ with GPs, a project aimed to enhance the
awareness of symptoms of brain tumours in children and young people.
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3.7.2 A request has also been made for this learning to be included at a future GP
Protected Learning Time session and to also incorporate the work of the local panel. This
is due to take place in November 2013.
3.8

Neonate
Although it was concluded that the outcome of this particular death would not have
changed, a Root Cause Analysis review conducted by the hospital concerned identified
learning in Mother’s antenatal care, i.e. Mother was being investigated for the condition of
Pre-eclampsia Toxaemia (PET) only and not for high blood pressure; the care pathway
should have changed from low risk to high risk and a referral made to an Obstetrician.
Actions implemented are as follows: (i) When requesting bloods for PET in the antenatal
period, staff should make sure they request a full screen, including Uric acid (ii) A review
of processes and pathways with regards to Community Midwives being able to access an
opinion from an Obstetrician, also to include a review of processes, pathways and update
of Guidelines to include the areas of Maternity Triage, Fetal Well Being Unit and the
Antenatal Clinic.

3.9

Miscellaneous actions arising from reviews:

3.9.1 Bereavement support
A number of actions were raised to ascertain on-going bereavement support for parents
and siblings and to request on-going school involvement and monitoring where
appropriate.
3.9.2 Safeguarding of siblings
(i) Obtain updates on actions from strategy meetings, conclusions of core assessments,
arrangements made for bereavement counselling etc.
(ii) Initiate follow up visits by an appropriate professional to ascertain if the threshold for
‘Child in Need’ is met or whether a CAF (Common Assessment Framework) is more
appropriate.
(iii) Where a CAF agreement was, or is in existence, to ascertain that the right
professionals are involved and communicating.
(iv) Initiate follow up visits by the Health Visitor if development checks are outstanding for
siblings.
(v) Advise and offer training to third sector providers on child protection thresholds.
3.10

General
The provision of providing long acting reversible contraception (LARC) to mothers
considered to be vulnerable and/or living a chaotic lifestyle was discussed in more than
one case. It was agreed that the CDOP Chair would discuss this outside CDOP as it was
a commissioning issue.
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Recommendations and actions arising from Solihull CDOP during 2012-2013
18 actions arose from deaths reviewed during 2012-2013. The following is a summary of
the learning identified from the deaths reviewed:

4.1

Neonatal Deaths
Following the delay in responding to a baby’s alarm (being cared for in a single room)
due to one nurse looking after two babies, a root cause analysis conducted at the
Neonatal Unit concerned (outside the sub-regional area) put actions into place to
ensure that staff breaks were managed effectively, all nurses could hear and attend to
alarms and all nurses were trained to use monitors and activate the ‘split screen’
effectively.
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4.2

Road Traffic Collision
The review of a young person who died after deliberately running into the road without
looking identified that alcohol consumption was a contributory factor. The learning was
shared with the Local Authority Road Safety Team to incorporate into their training. It was
also shared with the Public Health Substance Misuse Group and Trading Standards
regarding underage alcohol purchases. Due to a change in legislation, Trading Standards
are no longer able to conduct random test purchases to check compliance on underage
sales and can only pursue this if they have information they can put before a court.
Some time ago Trading Standards devised a form for Accident and Emergency staff to
capture information from young people attending due to intoxication but it never
progressed. Solihull Public Health is subsequently looking to review this now that there
is an agreed automatic referral protocol from A&E to the local Young Persons Substance
Misuse Service (Str8Up).

4.3

Medical
Following the review of a young child who died in the operating theatre at Birmingham
Children’s Hospital (BCH), whilst being prepared for heart surgery, the review identified
what appeared to be a delay in transferring the child to Birmingham Children’s Hospital
due to a shortage of beds in their Paediatric Intensive Care Unit (PICU.) CDOP requested
a timeline of events and sought clarification of the PICU bed situation. A detailed
response was received from the Associate Chief Medical Officer at BCH, which
ascertained that this was not the case and that the child had deteriorated rapidly.
Although the panel concluded that the outcome may have been different if surgery had
been performed sooner, good practice was identified in that a Consultant Paediatric
Cardiologist from BCH attended the hospital where the child was, in order to review the
child’s condition.

4.3.1 Birmingham Children’s Hospital also updated CDOP of the expansion undertaken by
the hospital to increase the number of beds in their PICU and that the NHS
Commissioning Board was conducting a national review of PICU bed capacity due to the
national shortage. CDOP has requested an update on the national review.
4.4

Learning identified where no modifiable factors were identified
Following the death of a very premature baby, the consultant caring for the baby initially
declined to provide information on the basis that the outcome was viewed by the
Consultant as a late miscarriage as opposed to a live birth and recorded on the
hospital database to this effect. Following the review an action was identified to feed back
to the bereavement midwife and Clinical Lead for Pregnancy Loss to raise awareness
with their staff the definition of a ‘live birth’ and the child death review process.

4.5

Following the review of 2 cases where the family GP declined to provide information to
CDOP without written parental consent, the matter was referred to the Local Clinical
Commissioning Group (Quality and Governance) with a recommendation that it be
raised in Protected Learning Time slots for GPs. This was also highlighted to the Solihull
Safeguarding Children’s Board in November 2012, and, to date, all requests for GP
information have been complied with.

4.6

Miscellaneous
Letters were sent to a number of professionals acknowledging their professionalism and
commitment.
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Recommendations and actions arising from Warwickshire CDOP during 2012-2013
28 actions arose from deaths reviewed during 2012-2013. The following is a summary of
the learning identified from the deaths reviewed:

5.1

Unexpected death – suicide
It was agreed by the WSCB Chair and OFSTED that a review of this young person’s
death should be conducted under the auspices of CDOP with an added element of
analysis derived from reports submitted by agencies which had been involved with the
young person, to draw out any lessons and implications for future practice and service
provision, in effect a ‘CDOP Plus’ approach. A number of learning points were identified
and recommendations made which were referred back to the Special Cases
Subcommittee to progress. The following actions are being progressed: (i) The joint
protocol between Housing Services and Social Care is being reviewed. (ii) Social Care is
working with the housing service to ensure that commissioning arrangements address the
housing needs of vulnerable young people. (iii) Social Care has reviewed their approach
to managing requests for accommodation for 16 and 17 year olds, and has introduced
'edge of care' meetings for this age group. Work has also been done to ensure all
statutory assessments of ‘children in need’ are done by qualified social workers.

5.2

5.3

Neonatal deaths
A communication issue was identified where a non-English speaking expectant mother,
alone at home, was unable to call for an ambulance. Sadly this resulted in a delay in
getting to hospital and the subsequent death of her baby. An internal review was
conducted at the hospital where antenatal care was provided (out of the sub-regional
area) and although it had been documented in early pregnancy that an interpreter would
be required for appointments, no plans had been put into place in the event of an
emergency. The review identified that contingency plans need to be put into place
and for health professionals to record the advice given to non-English speaking families
on how to seek help in an emergency. CDOP recommended that this learning be shared
with all health professionals across our sub-region via respective LSCB Health
Subcommittees and wider to all other CDOPs.
Following the review of an extremely premature neonate a review conducted at the
hospital where baby was transferred identified a number of learning points in relation to
the resuscitation and initial care prior to transfer. The learning was shared with the
hospital where the birth took place and the following actions were implemented:
(i) Prolonged time to secure the airway was due to there not being the appropriate sized
hat available. The Special Care Baby Unit (SCBU) now has all sizes of CPAP hats in
stock including the smallest size 000.(ii) Pedicap detectors (an instrument to accurately
verify if the endotracheal tube is in the correct position) were not in use within the
organisation at the time of this incident. These are now in place within the SCBU.
(iii) There was an attempt to site an umbilical artery catheter however this was not
successful due to the fact that the cord had been cut “quite short”. Midwives have been
reminded via the maternity newsletter that the cord should not be cut too short at delivery.
(iv) Baby was hypothermic on admission to the Neonatal Unit following transfer: The
maternity service at the hospital where the birth took place has a new paediatric
consultant lead for SCBU and has recently established a Postnatal and Neonatal Forum.
The feedback from this incident was shared with this group and an action was made for
the ‘Newborn Resuscitation’ guidelines to be updated to include a section on resuscitation
and management of the extreme pre-term baby. The Postnatal and Neonatal Forum will
be responsible for monitoring progress in relation to this action. In addition the consultant
paediatric lead has initiated a process to review the resuscitation of all babies born in
poor condition/requiring advanced resuscitation and a pro-forma is being developed to
facilitate this process.
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5.4

Following the review of a full term neonate who died as a result of meconium and
amniotic fluid aspiration due to intrauterine fetal distress, the initial Root Cause Analysis
conducted by the hospital concerned identified two learning points: (i) All placentas to be
identified by the maternal identification sticker; (ii) Swabs should be taken from all babies
on admission to SCBU with suspected sepsis. CDOP raised concerns with the initial
resuscitation post birth and the limited detail in the review and wrote to the Chief
Executive of the respective NHS Trust with a recommendation that the case be
re-investigated.

5.4.1 A further review was conducted by the newly appointed Lead Consultant Paediatrician for
Neonatal Care and although he did not reach the same conclusions as CDOP the
following reassurance was given:(i) It was acknowledged that the RCA should have
ascertained if the chest was listened to as well (ii) The Neonatal lead should have
critiqued the resuscitation, a practice that is now routine for any resuscitation on SCBU.
Resuscitation is also critiqued at the monthly Morbidity and Mortality meetings. (iii) After
every resuscitation it is routine practice to listen to all areas of the chest and document
auscultation, chest movement, heart rate and saturation (iv) It is mandatory for every
Doctor on the unit to be NLS (Neonatal Life Support ) certified and up to date (v) There
are regular training drills, instituted by the Lead Consultant Paediatrician (vi) Important
guidelines on intubation, length of tubes, algorithm for resuscitation and difficult scenarios
are easily accessible to all on the unit (vii) There will also be a review of nursing records
to see if there is documentation of the auscultation and involve SCBU nurses in critiquing
resuscitations and Root Cause Analysis in the future. (viii) The hospital encourages any
member of staff to question clinical management.
5.5

In another review of a full term neonate the Inquest recorded cause of death as a result
of oxygen deprivation due to asphyxiation during labour which went undiagnosed and
untreated before birth as a result of a failure to correctly interpret the CTG and undertake
a foetal blood sample in accordance with the NICE guidelines. A Root Cause Analysis
conducted by the hospital concerned made the following recommendations:
(i) CTG assessment stickers to assist with CTG interpretation must be used hourly and
placed in the labour records with continuous monitoring in labour, following ‘Continuous
Fetal Monitoring in Labour’ Management Guidelines. (ii) ‘Fresh eyes’ using the CTG
assessment stickers to assist with CTG interpretation must be undertaken for all women
on continuous monitoring in labour. (iii) Fetal blood sampling should be advised in the
presence of a pathological CTG (unless there is clear evidence of acute compromise)
(iv) An elective caesarean should not be performed on another patient when there are
concerns about a CTG of another patient on Labour Ward, without establishing fetal wellbeing by performing a fetal blood sampling if appropriate. (v) All midwives and
obstetricians involved in this incident should complete the CTG K2 training package.
(vi) Supervisory Investigation into midwifery care given.

5.5.1 CDOP endorsed the actions taken and commended the NHS Trust on the quality of the
Investigation conducted.
5.6

Following the review of a full term neonate who died as a result of oxygen deprivation
during birth, the Root Cause Analysis conducted by the hospital concerned identified the
following: (i) Failure to develop a management plan for labour following the diagnosis of
polyhydramnios (excess amniotic fluid) in the antenatal period (ii) Failure to undertake a
review of the antenatal notes when undertaking an intrapartum (during delivery) risk
assessment (iii) Failure to escalate a prolonged fetal bradycardia (slow heartbeat)
appropriately resulting in the delay in commencing continuous electronic fetal monitoring
(iv) Failure to confirm the fetal heart rate with a Pinard stethoscope prior to commencing
electronic fetal monitoring (v) Possible miss-interpretation of the CTG trace.
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5.6.1 As a result of the learning identified, the following recommendations were made:
(i) Education and training for the multi-professional team to ensure that appropriate and
timely risk assessments are undertaken and individual management plans are developed.
(ii) Review the current risk assessment process with a view to using only 2 categories:
High and Low Risk (the hospital had previously used ‘medium risk’ as well which caused
confusion) (iii) Review the indications for continuous monitoring in the ‘Continuous
Monitoring in Labour’ Management Guideline and include guidance regarding the use of a
Pinard stethoscope to confirm the fetal heart rate prior to commencing continuous
electronic fetal monitoring if there are any concerns during about the fetal heart rate
during intermittent auscultation (iv) all midwives have since been issued with their own
individual Pinard stethoscopes.
5.6.2 Notable practice was also identified in the review as follows: The resuscitation of the baby
was excellent and followed the Resuscitation Council (UK) and NHS Trust ‘Newborn
Resuscitation’ Guideline.
5.7

Unexpected death – Road Traffic Collision
The review of a young person who died after walking into the path of an oncoming vehicle
learned that it was dark at the time and the young person was not wearing any reflective
clothing. It was also believed that they were distracted at the time by listening to an i-pod,
which contributed to their vulnerability. This information was fed back to the Road Safety
Team to incorporate in their training. It was also ascertained that the school attended by
the young person had not taken up inputs offered by the Road Safety Team albeit they
covered some aspects of road safety in their curriculum and this was offered to the
school.

5.7.1 The learning was also taken to the Education Subcommittee by the Education
Safeguarding Manager who also met with the Head Teacher to ascertain the wellbeing of siblings.
5.8

Medical
In 2011 CDOP reviewed the death of a baby from an undiagnosed congenital heart
condition where concerns regarding poor weight gain had been identified but not referred
for specialist review. A recommendation was made at the time (as outlined in the annual
report for 2010-2011) for community midwives to plot the weight on the chart contained in
the Personal Child Health Record (red book) in addition to recording the weight, which
would provide a visual tool to highlight any concerns with regards to failure to thrive.
Subsequent to this a further action was identified in 2012-2013 to conduct an audit of
PCHRs to ascertain if community midwives are recording and plotting the weight on the
chart. The audit was conducted in February 2013 and the finding will be presented to
CDOP in due course.

5.9

Modifiable deaths where no actions were identified.
The learning highlighted in paragraphs 5.1 – 5.8 relates to deaths where CDOP
concluded there were modifiable factors. There were however two deaths reviewed
where modifiable factors were identified but CDOP did not identify any actions. These
both related to Maternal smoking during pregnancy which contributed to premature
labour and where appropriate referrals were made antenatally, i.e. to smoking cessation.
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5.10

Learning identified where no modifiable factors were identified
Conversely there was learning and actions identified in reviews where no modifiable
factors were identified – in other words, deaths which were not deemed to be
preventable:

5.11

Unexpected death - drugs overdose
Following the review of a young person who died from a drugs overdose, CDOP identified
that they had been previously excluded from school for selling drugs. In view of this a
recommendation was made to Head Teachers/Principals and Designated Persons for
Child Protection in all secondary schools and academies, including independent schools
that all pupils excluded for drugs should be referred to appropriate drug support agencies
and to notify ‘COMPASS’ (Warwickshire Young Person’s Substance Misuse Service.)

5.12

Sudden and Unexpected death with Epilepsy
CDOP identified this young person was struggling to access school for some time. A
Statement of Educational Needs to get this young person into an appropriate school took
a long time and was outside the statutory time limit. Respite care was stopped for
some reason and CDOP queried if the Integrated Disability Team’s processes and
support were robust enough. CDOP also felt that the family situation may have been
managed too long in the Core Assessment Framework (CAF) arena. In view of the
concerns, CDOP recommended that this case be referred to appropriate Heads of
Service for consideration of a review under the Critical Incident Review procedure.

5.13

Following the review of a young person where H.M. Coroner had recorded the cause of
death at Inquest as ‘sudden and unexpected death in epilepsy’, CDOP considered that
a more appropriate cause of death was ‘unascertained’ as this young person had not
been previously diagnosed with Epilepsy nor had they presented with any concerns to the
GP.CDOP wrote to H.M. Coroner with their representations, as did the GP.

5.13.1 CDOP also identified that the police failed to instigate a multi-agency ‘Rapid Response’
investigation under the Sudden and Unexpected Death in Children (SUDC)
Protocol and conducted the investigation on behalf of H.M. Coroner as that of an adult. As
a consequence, the child death review process only became aware of this death some
months later after being informed by the Registrar Office. CDOP subsequently wrote to
the police Head of Service seeking assurance that this will not happen again.
5.14

5.15
5.16

Road Traffic Collision
Following the review of a young person who lost control after negotiating a bend at
speed, the Road Safety Engineering Department inspected the scene and recommended
that the ‘bend’ warning sign be replaced with a new ‘bend’ warning sign. CDOP
confirmed with the senior engineer that the sign had been replaced.
Generic actions:
CDOP instigated a number of actions with schools to check on-going support and welfare
of bereaved siblings.
Where a child or young person of school age dies following a road traffic collision,
CDOP will routinely make contact with the local authority Road Safety Team to inform
them of any contributory factors identified to incorporate in safety advice and also
ascertain if they provide an input to the school attended. If not, this is suggested to the
school concerned.
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5.17

Where an internal review has been conducted, i.e. a Root Cause Analysis, Critical
Incident review or Sudden and Untoward Incident (SUI), in addition to requesting a copy
of the investigation report, CDOP will routinely request a copy of the action plan in
support of recommendations made and will seek reassurance on how the learning is
being disseminated and implemented.

5.18

Due to the number of neonatal deaths reviewed where additional information has been
requested, an approach was made to have the Midwifery Service represented on CDOP.
The Trust’s Clinical Governance Midwife is now a core member of the Warwickshire
CDOP.
Generic themes identified in categories of deaths reviewed during 2012-2013.
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Neonatal deaths
Neonatal deaths were the highest category of deaths reviewed during 2012-2013
accounting for 48% (42 out of 87) of the total reviewed. This high number is due to
reviewing a backlog of outstanding neonatal deaths from previous years. Of the 42
neonatal deaths reviewed, modifiable factors were identified in 13 (31%) of deaths and
no modifiable factors were identified in 29 (69%). Where modifiable factors were identified
these related in the main to service provision, either sub-optimal intrapartum care (at the
time of delivery) or difficulty in resuscitation/intubation post-delivery, as outlined in more
detail in paragraphs 5.2 to 5.6. In a smaller proportion (4 out of 13), modifiable factors
related to maternal smoking during pregnancy which contributed to pre-term labour and
premature birth.

6.1

The learning, recommendations and actions arising from neonatal deaths come from the
Root Cause Analysis (RCA) reviews conducted by NHS Trusts in the first instance. We
are fortunate in that all our sub-regional hospitals (as well as hospitals outside the area)
are agreeable to sharing their learning with our CDOPs and will provide their full report
and action plans for the CDOP review. Although the majority of learning arises from the
RCA, our CDOPs are very robust in challenging the findings and in one case requested
that a death be re-investigated. Our CDOPs are also robust in obtaining updates on
actions identified in RCA reviews to seek assurance on how the learning has been
disseminated to front line staff and how the learning will be sustained.

6.2

It should be noted that the learning outlined in paragraphs 5.2 to 5.6 relate to deaths that
occurred in 2011 and the first half of 2012. It is of significance to highlight that neonatal
deaths reported in the year 2012-2013 have reduced across the whole sub-region,
particularly Warwickshire neonates (by 59%) which is shown in Appendix ‘E’.
Although there may be a number of reasons for this it is fair to conclude that the learning
identified around neonatal deaths and subsequent practices put in place has had an
impact on the reduction.
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Sudden and Unexpected Deaths
23 deaths were reviewed during 2012 – 2013 across the sub-region; the next highest
category to neonatal deaths. 15 of the deaths reviewed occurred in the year 2011-2012
(i.e. 01.04.11 to 31.03.12) and the remainder during the year 2012- 2013. A breakdown of
the type of death is as follows:
9=
5=
3=
3=
3=

Medical cause ascertained (i.e. epilepsy, asthma, acute surgical and other acute
medical conditions)
Road Traffic Collision
Accidental death due to external factors (i.e. drowning, accidental asphyxiation)
Suicide or deliberate self-inflicted harm
Combination of unlawful killing or Sudden Infant Death Syndrome
11

7.1

With regards to the road traffic collisions, no patterns were identified as the deaths were a
combination of pedestrians, vehicle passengers and drivers in a varied age group.

7.2

Rapid Response investigations
11 of the 23 deaths were subject of a multi-agency rapid response investigation under the
Sudden and Unexpected Deaths in Children (SUDC) Protocol. Of the 9 deaths where a
medical cause was ascertained; 3 were not subject of a rapid response investigation as
one death occurred abroad, one died whilst an in-patient in hospital and the third was
conducted as a single agency investigation by the police instead of a multi – agency rapid
response investigation as outlined in paragraph 5.13.1.

7.3

In the 5 other deaths subject of a rapid response investigation, the cause of death was a
combination of external factors (drowning and accidental asphyxiation), suicide and
sudden infant death syndrome.

7.4

Further information on what a ‘Rapid Response’ investigation entails is outlined in
appendix ‘D’

7.5

The learning identified from sudden and unexpected deaths is outlined in paragraphs
3 – 5.

7.6

Sudden Infant Death Syndrome (SIDS)
Further to paragraph 3.1, Coventry CDOP reviewed a further death from SIDS in early
2013-2014 which is relevant to include in this annual report as the death occurred in year
2011-2012 and like the death referred to in paragraph 3.1, was also subject of a Serious
Case Review. There are further parallels in that modifiable factors were identified
in relation to unsafe sleeping practices and there was evidence that health professionals
had given very clear advice to the parents regarding safe sleeping practices, which the
parents chose to ignore. To date CDOPs across the sub-region have reviewed 6 SIDS
deaths, 5 of which were post the ‘Sleep Safe’ SIDs preventative campaign launched in
2010 where parent(s) have acknowledged that they had received safe sleeping advice but
chose to ignore it. In all of the deaths a number of risk factors and characteristics
vulnerable to SIDS were identified. CDOPs have identified that a more proactive
approach is needed to reinforce safe sleeping practices with families considered to be
vulnerable.

7.6.1 Following the seminar referred to in paragraph 3.1.1 the following developments have
taken place:
7.6.2 A ‘Sleep Safe’ Task and Finish Group organised by Solihull Public Health met on 24 April
2013 comprising of representation from Public Health, Health Visiting and Solihull Family
Nurse Partnership which agreed the following:
(i) The Health Visiting Manager will explore with her Team Leaders the possibility of
implementing the risk assessment tool, reflecting best practice in SIDS prevention
from Derbyshire NHS, with a view to incorporating it into the practice of Health Visitors
when conducting the primary visit.
(ii) Arrange update training on SIDS (to be updated twice yearly from then on) to promote
best practice around the explanation of safe sleeping and accompanying risks. This
could also incorporate training to develop skills when talking with bereaved parents.
(iii) Nursery room thermometers will be given to all parents of new babies in Solihull
(around 2,300) from the summer of 2013 to the summer of 2014 which will contain the
key safe sleeping messages.
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(iv) Consider the possibility of including an insert to the Personal Child Health Record (red
book) however it was recognised that Health Visitors were using the Department of
Health leaflets on cot death and the Lullaby Trust (formally known as FSID –
Foundation into the Study of Infant Deaths) ‘Babyzone’ leaflets for ‘care of the next
infant’ families to emphasise messages with parents and therefore, was not
considered to be a priority at this time.
7.6.3 The Associate Director of Nursing (Women and Children's Safeguarding) / Head of
Midwifery at University Hospitals Coventry and Warwickshire (UHCW) has agreed that
Community Midwives will conduct the initial risk assessment at the first post discharge
visit. Further work is being conducted in-conjunction with the Coventry Health Visiting
Service with regards to producing local guidelines and modifying the risk assessment tool
to reflect local needs.
7.6.4 The Head of Midwifery for South Warwickshire NHS Foundation Trust has indicated
support for implementing the risk assessment tool and a meeting is taking place in
September 2013 to progress this further.
7.6.5 Arrangements are in hand to meet with the Community Midwifery Co-ordinator for North
Warwickshire NHS Trust.
7.6.6 The Operations Manager for Warwickshire Children, Young People and Families Service
and the (former) Head of Health Visiting for Coventry are both very supportive of
implementing the risk assessment tool.
7.7

Accidental Asphyxiation
Further to paragraph 3.2, Solihull CDOP reviewed a death in similar circumstances in
early 2013-2014, which occurred in year 2011-2012. There have now been 4 deaths
across the sub-region since 2008 involving bunk style beds and accidental asphyxiation.
Following a request for data from other CDOPs, a further 6 deaths in similar
circumstances have been identified across the country since 2008. The learning and
recommendations as outlined in paragraph 3.2 have been disseminated across the subregion and wider to all other CDOPs.

7.7.1 The Royal Society for the Prevention of Accidents (RoSPA) has also been made aware of
the above data and they already include advice on their website not to hang objects from
bunk beds. RoSPA has been heavily involved in preventative work around blind cord
deaths on a national scale, including a change in legislation and is keen to work with
CDOPs in raising awareness of the hazards of bunk style beds on a national level.
8

Acute medical or surgical conditions or Chromosomal, Genetic and Congenital
Anomalies.
16 deaths reviewed during 2012-2013 were categorised under one of the above
categories. Modifiable factors were identified in 3 deaths (18.75%) and are referred to in
paragraphs 3.6 and 4.3.

9

Malignancy
6 deaths were reviewed during 2012-2013 which were expected deaths and no modifiable
factors were identified. In all deaths from malignancy information is obtained from health
practitioners to capture the timeline from early presentation(s) to referral, diagnosis and
treatment in order to identify any learning. Paragraph 3.7.1 refers to learning identified
with regards to identifying symptoms of malignant brain tumours.

13

9.1

What has been consistent is the excellent cross-agency working between tertiary
hospitals, GPs and community palliative care services in supporting the child/young
person and their family during the end of life stage and, as in previous years, the
dedication of the Community Children’s Nursing Teams and palliative leads in providing
24 hour care when required.

10

Serious Case Reviews
Of the 87 deaths reviewed, 3 (3.4%) were subject of a serious case review. Although the
deaths were reviewed in 2012-2013 all three children died in year 2011-2012.

11

Additional information on deaths reviewed where modifiable factors were identified
Of the 23 deaths reviewed during 2012-2013 where modifiable factors were identified the
following information provides a breakdown with regards to age, gender, ethnicity,
category of death and place where events leading to death occurred.

11.1

Age
Of the 23 deaths reviewed, 15 were in the 0-28 day age group, 3 in the 10-14 years, the
remainder were too small a number to categorise.

11.2

Gender
14 of the deaths reviewed were male and 9 female.

11.3

Ethnicity
15 were White British, 5 were Asian, the remainder were too small a number to
categorise.

11.4

Category of death
13 were categorised as death from a ‘Perinatal/neonatal event’, 4 from ‘Trauma and other
external factors’; 3 from ‘Acute medical or surgical condition’ the remainder were too
small a number to categorise.

11.5

Place of event which led to the child’s death
16 (47%) of the deaths reviewed where modifiable factors were identified were in hospital
at the time of the event which led to their death; 13 in a Neonatal Unit and 3 in the
Delivery Suite or Special Baby Care Unit. It should be noted that in 7 of the deaths the
modifiable factors did not relate to the medical care given but were due to parents’
lifestyle and other intrinsic factors of the parent(s) which contributed to the vulnerability
of the child. 4 deaths (17%) were at the home address and 3 (13%) in a public place.

11.6. A further breakdown where the child was subject of a Child Protection Plan at the time or
prior to death, of asylum seeking status or the death subject of a serious case review
cannot be commented on due to the small numbers.
11.7

All of the categories reported on, with the exception of age, mirror the national findings
on deaths reviewed where modifiable factors were identified, as outlined in paragraph
13.

12

West Midlands Region – learning from CDOPs 2008-2012
Dr Anne Aukett, the former Clinical Lead for Safeguarding Children NHS West
Midlands, has produced another West Midlands Regional Annual Report, incorporating 4
years of data from 2008-2012, provided by all CDOPs in the West Midlands region. The
following information has been extracted from Dr Aukett’s report:
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12.1

There would appear to be a decrease in preventable deaths both in actual numbers and
percentages of the total over the last 3 years i.e. 24% of deaths reviewed in 2009-10 had
modifiable factors identified, 18% in 2010-11 and 12% in 2011-12. The national figures of
cases reviewed indicated 20% having modifiable factors for the last 2 years. The West
Midlands compares favourably with that. It is not however possible to say that the
interventions suggested have resulted in the decrease.
Recommendations made by Regional CDOPS

12.2. Safe Sleeping
Almost every area has had some sort of campaign, utilising varied materials, Facebook,
local TV and radio and influencing health and other professionals (Make Every Contact
Count). Risk factors including co-sleeping, smoking, drugs and alcohol, bottle feeding
have been present in a large proportion of sudden unexpected deaths in infancy. In spite
of these campaigns babies are still dying in these circumstances and many parents have
very honestly said that they have heard the advice but practice had not changed.
12.2.1 A risk assessment approach has been used in Derbyshire, Derby and Rotherham and
has evaluated well. Several areas in the West Midlands are now considering this
approach as well as continuing with their ‘public’ campaigns.
12.3

Drowning
In areas where there have been deaths from drowning work has been done with British
Waterways to ensure the provision of signage, buoyancy aids and handrails and with
schools to ensure pupils fulfil the National Curriculum swimming requirements.

12.4

Road Traffic Collisions
The dangers of unlit roads has been highlighted and also the deployment of 4x4 vehicles
in poor weather conditions.

12.5

Acute Illness
As in previous years, there have been several recommendations concerning the
identification of the seriously ill infant. One high profile case led to a series of
recommendations for both primary and secondary care about the diagnosis of TB.

12.6

General
Most CDOPs also made recommendations relating to local intervention, change in work
practices and processes and several highlighted the need for improved Palliative Care
Services. There were also recommendations regarding antenatal and perinatal care.

12.7

Process
Agreement was reached with the West Midlands Ambulance Services that all children
(regardless of age) will be transported to hospital so that the appropriate investigations
can be done and bereavement support initiated. The West Midlands SUDIC protocol was
updated in January 2012.

12.8

Conclusions
2227 children died in the West Midlands in the 4 years reviewed. Child Death Overview
Panels have reviewed almost all these deaths. The purpose of these reviews is to learn
lessons and reduce the incidence of preventable child death.

12.8.1 The incidence of preventable child deaths does seem to be reducing and a number of
important issues have been raised which if subject to concerted action may lead to further
improved outcomes. We still have a long way to go and the lack of a mechanism for
regional or national action on some of these issues, remain a flaw in the system. The
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‘localisation agenda’ will probably not help in this nor the increased fragmentation of NHS
commissioning for children’s services.
12.8.2 ‘Safer sleeping’ is still the most important issue for unexpected deaths in infancy and
suicide the most disturbing issue in adolescence.
12.8.3 Deaths in the first 28 days of life either from extreme prematurity or congenital
malformations remain the largest group and many of these are unavoidable.
12.8.4 Deaths in the first 28 days of life either from extreme prematurity or congenital
malformations remain the largest group and many of these are unavoidable.
12.8.5 Reviewing child deaths remains an extremely important tool in improving outcomes for
children. More targeted work may be needed in the future perhaps focussing on those
who die unexpectedly either where the cause of death is unascertained – but where there
are modifiable factors or where children die from ‘natural causes’ but the standard and
quality of care they receive could be improved.
12.8.6 West Midlands regional data on child deaths 2008-2012 is shown in paragraph 20.
12.8.7 Following Dr Aukett’s retirement, Birmingham Public Health has agreed to collate data
and produce the next West Midlands Regional CDOP annual report.
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National learning from deaths reviewed during 2012-2013
The following has been extracted from the Statistical Release 2012-2013 report produced
by the Department for Education in relation to deaths reviewed during 2012-2013

13.1

3,857 child death reviews were completed by panels in the year ending 31 March 2013.
806 of these deaths were identified as having modifiable factors. There were 22 deaths
where there was not sufficient information available for the panel to determine if there
were modifiable factors in the death. The number of child death reviews which were
completed within the year ending 31 March 2013 was slightly lower than the number
reviewed in the previous year (4,012). The proportion of deaths identified as having
modifiable factors was also similar (21% in the year ending 31March 2013 and 20% in
the year ending 31 March 2012).

13.2

Panels reported that 3,954 deaths were notified to them as having occurred in the year
ending 31 March 2013, this is a rate of 35 per 100,000 children in the population aged 017 years (based on mid 2011 population estimates). This rate varied greatly across
regions with the rate in Inner London being the highest at approximately 45 per 100,000
children and the South East being the lowest at approximately 26 per 100,000 children.
Issues which continue to be a concern to panels

13.3.

Safe sleeping (including co-sleeping) - This continues to be a national issue and some
panels have raised the need for safe sleeping messages to be shared with the wider
family and anyone who may look after the child. In 3% of the deaths reviewed co-sleeping
may have contributed to vulnerability, ill-health or death and in a further 1% co-sleeping
provided a completed and sufficient explanation for the death (Please note that in 16% of
the deaths reviewed this information was not available).

13.4

Language barriers- access to health services especially emergency services.
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13.5

Consanguinity - Panels continue to be concerned that inter-family couples do not have
sufficient understanding of the increased risks of having a child with a disability or of
having a child die under the age of 5. In 2% of the deaths reviewed consanguinity may
have contributed to vulnerability, ill-health or death and in a further 1% consanguinity
provided a completed and sufficient explanation for the death (Please note that in 19% of
the deaths reviewed this information was not available)

13.6

Bereavement support-including the support offered to children following the death of a
parent, carer or sibling.

13.7

Smoking - A number of panels are working with pregnant women to highlight the risks of
maternal smoking. They also continue to raise awareness of the risks of smoking in the
home. In 7% of the deaths reviewed smoking by the parent/carer in a household may
have contributed to vulnerability, ill-health or death and in 5% smoking by the mother
during pregnancy may have contributed to vulnerability, ill-health or death (Please note
that in 18% and 23% respectively of the deaths reviewed this information was not
available)

13.8

Road safety - this continues to be a main learning point for a number of panels. Actions
ranged from improving links with the road safety teams to raising awareness of the
importance of cycling helmets.
Issues that have become of increasing concern to panels within the recent year:

13.9. Safe bathing- A number of panels raised concerns about unsafe bathing practices.
13.10 Suicide- The number of deaths due to suicide continues to be a concern to panels and
they are taking actions in a number of areas, including working with the Samaritans and
schools to offer support.
13.11 Domestic violence- In 3% of the deaths reviewed domestic violence may have contributed
to vulnerability, ill-health or death. (Please note that in 16% of the deaths reviewed this
information was not available.)
13.12 Early recognition of sick children- a number of panels reported that they are working
closely with health professions to improve the early recognition of illnesses.
13.13 Ambulance procedures- a number of panels are reviewing procedures.
13.14 Parental supervision- A number of panels reported that parental supervisions was a
factors in accident related deaths and actions were being taken to address this. In
4% of the deaths reviewed poor parenting/supervision may have contributed to
vulnerability, ill-health or death and in a further 1% poor parenting/supervision provided a
completed and sufficient explanation for the death (please note that in 14% of the deaths
reviewed this information was not available)
13.15 The following findings refer to the child death reviews completed in the year ending 31

March 2013 where there was sufficient information available for the panels to determine if
there were modifiable factors in the death:
13.16 36% of all child death reviews completed involved deaths where the category of death
was recorded as a “perinatal/neonatal event”, with a further 23% being due to
“chromosomal, genetic and congenital anomalies”. This is to be expected as
approximately two thirds of all completed child death reviews were for children aged
under 1 year.
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13.17 26% of all deaths which were identified as having modifiable factors were due to
“perinatal/neonatal events”. A further 23% were due to “sudden unexpected, unexplained
deaths” (this includes deaths where the pathological diagnosis is either sudden infant
death syndrome or unascertained, therefore a number of these reviews are likely to be for
deaths of infants) and an additional 16% were due to “trauma and other external factors”
(this includes isolated head injury, other or multiple trauma, burn injury, drowning,
unintentional self-poisoning in pre-school children, anaphylaxis and other extrinsic
factors).
13.18 The category of death which had the largest proportion of cases identified as having
modifiable factors was deaths due to “deliberately inflicted injury, abuse or neglect” (65%
of these deaths were assessed as having modifiable factors). Over half of the deaths
caused by: sudden unexpected, unexplained death and trauma and other external factors
were identified as having modifiable factors (63% and 58% respectively.)
13.19 Age
Modifiable factors were identified in a higher proportion of deaths of children aged 28
days-364 days and children aged 15-17 years (with nearly 3 in every 10 deaths having
modifiable factors identified in these age groups) compared to the youngest of babies
where only 16% of deaths in children ages under 28 days were identified as having
modifiable factors. This could reflect the categories of death which occur more frequently
in older children (for example suicide and road traffic accidents) and more frequently in
infants (for example sudden unexpected deaths in infancy) which have a higher
proportion of deaths with modifiable factors identified.
13.20 Gender
There were more reviews of male children’s deaths completed in the year ending 31
March 2013 compared to female deaths. The latest data available (for 2011, as reported
by the Office for National Statistics) show a slightly higher proportion of deaths registered
in England were for male children, so we would expect that a slightly higher proportion of
child death reviews were for male children.
13.21 Deaths of male and female children had similar proportion identified as having modifiable
factors, (22% and 19% respectively of the child death reviews completed in the year
ending 31 March 2013 where there was sufficient information available for the panel to
determine if there were modifiable factors in the death). This difference is not statically
significant.
13.22 Ethnicity
The majority of child death reviews were for white children (62%). A similar proportion of
deaths across white, mixed and black/black British children were identified as having
modifiable factors (23% of deaths where the child was white or mixed and 22% where the
child was black/black British). When the child was identified as being “Asian”, “unknown”
or “other” ethnicity the proportion of deaths which were identified as having modifiable
factors was significantly lower (15%, 16% and 17% respectively).
13.23 Data for the year ending 31 March 2012 found that the proportion of deaths where
modifiable factors were identified was higher in mixed ethnicity children (28%). Data for
the year ending 31March 2011 found the proportion of modifiable deaths was similar
across all ethnicities, so data for 2013 suggests a return to the trends seen in the year
ending 31 March 2011.
13.24 Place of event which led to the child’s death
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Panels reported that most children were in hospital at the time of the event which led to
their death (68%). In 45% of the deaths where the child was in hospital the child was in a
neonatal unit at the time of the event which led to their death. This reflects the high
proportion of child deaths which are neonatal deaths and are likely to be children who
have not left hospital since birth. If the child was in a hospital then there were a lower
proportion of deaths identified as having modifiable factors (15%) compared to other
known locations, such as a public place (52%), other private residence (47%), abroad
(39%) and the home of normal residence (35%).
13.25 Please note, due to the small number of deaths (less than 100) where the child was
abroad or at another private residence at the time of the event which led to their deaths
the proportion of these deaths which were identified as having modifiable factors should
be treated with caution. Taking data for the year ending 31 March 2011, 2012 and 2013
together shows that across this time period 49% of deaths where the child was at an
“other residence” at the time of the event which led to their death had modifiable factors
identified and 44% where the child was abroad.
13.26 Children who were in a public place at the time of the event which led to their deaths had
the highest proportion of deaths which were assessed as having modifiable factors (52%).
This could reflect the high proportion of deaths due to road traffic accidents and drowning
which were identified as having modifiable factors and which are likely to happen in a
public.
13.27 Serious Case Reviews
A serious case review is carried out when abuse or neglect is known or suspected to be a
factor in the death. A serious case review was carried out for 2% of all deaths. The
majority of these serious case reviews were instigated by a body other than the panel, but
approximately one fifth were recommended by the panel.
13.28 There were a small number of child deaths where the panel recommended a serious case
review but this was not taken forward. However some panels reported that internal
management reviews took place instead or it was decided that a serious case review was
not appropriate following further information becoming available about the death.
13.29 The deaths which were the subject of serious case reviews had a higher proportion which
were identified as having modifiable factors, compared to deaths where a serious case
review was not appropriate (80% compared to 20%). However due to the small number of
cases where a serious case review was carried out these findings should be treated with
caution.
13.30 Taking data for the year ending 31 March 2011, 2012 and 2013 together shows that
across the three years 76% of deaths which were the subject of serious case reviews had
modifiable factors identified compared to 19% where there was no serious care review.
13.31 The number of child death reviews completed where a serious case review was also
carried out was higher in the year ending 31 March 2013 compared to previous years (79
compared to 39 in 2012 and 39 in 2011). This does not necessarily mean that more
serious case reviews were carried out during the year as the reviews of child deaths are
not always completed in the year in which the child died or a serious case review is
instigated.
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14

Processes

14.1

Fast Track CDOPs
These are now well embedded in Coventry and Warwickshire and facilitate more timely
reviews of those deaths which do not require an in-depth review, thus allowing more time
to review more complex cases at the wider CDOP. Although membership is streamlined
at Fast Track CDOP the process is just as robust, with learning and actions identified.
There is also the option of deferring a case to the wider CDOP if it is felt that learning will
be better facilitated, which has happened in three cases.

14.2

Membership of CDOP
Warwickshire CDOP now has a lay person, as a permanent member of their CDOP.
Coventry and Solihull are not in a position to progress this at present.

14.2.1 The Clinical Governance Midwife for South Warwickshire NHS Foundation Trust has also
become a permanent member of Warwickshire CDOP which has proved to be a very
useful link when reviewing neonatal deaths and sharing the learning between the NHS
Trust and CDOP.
14.2.2 As of October 2013, Coventry CDOP will have representation from the Paediatric
(Acute Service) at University Hospitals Coventry and Warwickshire NHS Foundation
Trust (UHCW) in addition to a Consultant Community Paediatrician, to facilitate the
dissemination of learning arising from CDOP reviews.
14.3

Collating information for the child death review process
Excellent co-operation in providing information continues across the sub-region and
beyond. Reference has already been made in paragraph 4.5 with regards to a small
number of GPs declining to provide information however this appears to be resolved.

14.3.1 Difficulties were also experienced with George Elliot NHS Trust who were reluctant to
provide action plans relating to internal reviews, however the Trust has agreed to cooperate with CDOPs and provide information on request after the Warwickshire CDOP
Chair wrote to the Chief Executive Officer.
14.3.2 At the start of the process the CDOP Manager and Clerical Officer tended to utilise
specific points of contact to obtain information, however more information is now
requested directly from the professional concerned which has widened the awareness
of the process and improved the timelines of receiving information. More information is
also being received by secure e-mail which has helped reduce administrative time with
the inputting of data.
14.4

Dissemination of CDOP learning
Learning identified at local CDOPs is routinely shared between all three local CDOPs.
Local CDOPs have also been keen to share their learning and recommendations
wider to other CDOPs across the country, with examples of this outlined in paragraphs
5.2 and 7.7. Sharing appropriate learning wider with other CDOPs will continue.

14.4.1 In order to audit and ensure accountability as to how learning has been shared and its
subsequent impact, the CDOP Manager has produced a Communication Strategy
outlining the process for sharing the learning. To date the strategy has been endorsed by
Solihull and Warwickshire CDOP and will be presented to Coventry CDOP in October
2013.
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14.4.2 Liaison with national prevention charities as mentioned in paragraph 3.2.2 and
7.7.1 is extremely beneficial due to their wide circulation and will be utilised as
appropriate.
14.5

Collation of national child death data and national CDOP learning
The absence of a national database to collate national child death data and national
learning/recommendations has been a cause of frustration for all CDOPs since the
process began in 2008. With this central collation system lacking, CDOPs have had to
resort to contacting each other to obtain information on specific themes,
recommendations and processes in general. This is not only time consuming but ad-hoc
as not every CDOP responds to requests for information.

14.5.1 As a consequence, the Department for Education funded MBRRACE-UK (Mothers and
Babies: Reducing Risks through Audits and Confidential Enquiries) to investigate how
better use could be made of the information from child death reviews in England and a
detailed questionnaire was circulated for all CDOPs to complete. MBBRRACE-UK has
subsequently arranged a consultation meeting in September 2013 to share the findings of
their study with CDOPs and to progress the national collation of data.
14.5.2 As can be seen from the data contained in this report some of the concerns highlighted
such as safe sleeping and road safety are highlighted at a local, regional and
national level and whilst local actions and recommendations are made there is no
mechanism for regional or national action which again is frustrating for CDOPs and a
flaw in the system as Dr Aukett has alluded to in her report.
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Other work completed during 2012- 2013

15.1

Involving parents, families and carers in the child death review process
A protocol has been developed on how the sub-region will engage with parents, families
and carers, which has been endorsed by the three Local Safeguarding Children’s Boards.
The sub-region has agreed that an appropriate professional will be identified to inform the
parents in person and give them the opportunity of contributing to the review and/or
asking any questions. Where this is not possible, the CDOP Manager will make contact
with parents in writing. A local leaflet has also been produced for parents, families and
carers, which contains information on what will happen at the review, together with details
of support organisations.

15.2

The process of raising awareness and briefing key professionals on their responsibilities
commenced in June 2013 and is near completion.

15.3

Training
The CDOP Manager arranged for The Lullaby Trust (formerly known as the Foundation
into the Study of Infant deaths) to deliver training to a cross section of professionals
across the sub-region to equip with skills when having contact with bereaved families.
Positive feedback was received from all attendees.
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CDOP Working Group
The CDOP Working Group, formed in 2007 to progress the operational elements of the
child death review process met twice during 2012-2013. All on-going work is reflected in
the work plan, which is monitored by the CDOP Working Group.
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CDOP Budget

17.1

Expenditure 2012 – 2013
CDOP expenditure for 2012- 2013 is broken down as follows:
Staffing costs:
Staff travel:
Supplies and Services*
Training Delivery:
Total:

£60,444.00
1,028.00
1,986.00
82.00
£63,540.00

*Including office accommodation, IT and stationery.
17.2

Income for 2012-2013
Warwickshire:
Coventry:
Solihull:
Total:

£24,800.00
£24,800.00
£18,000.00
£62,600.00

17.3

The over-spend of £940.00 is due to an Honorarium given to the CDOP Clerical Officer to
cover the long term absence of the CDOP Manager. This deficit was met by Warwickshire
County Council.
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Sub-Regional data on child deaths notified in 2012 – 2013

18.1

During 2012-2013, 65 deaths were notified to the child death review process across the
sub-region, a 28.6% decrease from the 91 deaths notified in 2011-2012. The data
contained in Appendix ‘E’ gives a breakdown of deaths reported year on year. In
summary the reductions have been seen in the following categories:

18.1.1 Although neonatal deaths are still the highest category the number of neonatal deaths
has reduced across all of the three areas, in particular Warwickshire, which has seen a
40% reduction from the number of neonatal deaths in 2011-2012. There may be a
number of reasons for this but it is reasonable to conclude that the learning and practices
put into place has contributed to this reduction.
18.1.2 Coventry and Warwickshire have seen a reduction in sudden and unexpected deaths,
whilst Solihull’s have increased from 2 in 2011-2012 to 5 in 2012-2013. A breakdown of
unexpected deaths is contained in Appendix ‘F’.
18.1.3 Coventry has seen a reduction in the number of deaths categorised as ‘Medical’, (i.e. an
unexpected death but where a medical cause is known and a death certificate issued)
with none reported in 2012-2013 compared to 4 in 2011-2012. The number of children
who have died from a life limiting condition has remained the same.
18.1.4 Solihull and Warwickshire have both seen a reduction in the number of deaths from life
limiting conditions but have seen a slight increase in the number of deaths from a known
medical condition.
18.2

Sub-regional deaths by Category 2012-2013 (Total 65)

18.2.1 Definitions of the categories used are as follows:
Neonate: 0-28 days of age very often born prematurely and in the vast majority of cases
have never left hospital.
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SUDC – Sudden and Unexpected Death requiring an Inquest to establish cause of death
and where either a multi-agency ’Rapid Response’ investigation under the SUDC Protocol
has been conducted or a police investigation.
Medical - An unexpected death but where the cause of death is known and a death
certificate is issued, e.g. epilepsy, asthma.
LLC – expected death from a life limiting condition where the cause of death is known and
a death certificate is issued.

18.3

Sub-regional deaths by Age 2012-2013 (Total 65)

18.3.1 In comparison to the breakdown of ages in deaths 2011-12, the reductions are in the age
range 10-14yrs (14 in 2011-12) followed by 1-4yrs (9 in 2011-12). The age range 0-28
days has remained the highest which reflects the number of neonatal deaths. The age
range 29-364 days has shown a slight increase from 2011-2012 (10 in 2011-2012)
whereas the other 2 remaining categories have remained the same (5-9yrs, 5 in 20112012 and 15-17yrs, 6 in 2011-2012).
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18.3.2 The following chart gives a breakdown by age of the sudden and unexpected deaths
which were subject of a rapid response investigation under the SUDC Protocol or police
investigation:

18.3.3 4 in the 29-364 days age band were deaths from natural causes. The 4 deaths in age
group 1-4yrs were a combination of natural causes and death from external factors. 4 of
the deaths in age group 5-14yrs were from natural causes (two age groups were merged
due to the small numbers). All 5 deaths in the 15-17yrs age group were due to external
factors.
18.3.4 Ages in the ‘Medical’ category could not be broken down due to the small numbers.
18.3.5 5 of the 10 deaths from life limiting conditions were in the 29-364 days age group. The
remainder were spread across other age groups.
18.4

Sub-regional deaths by Gender 2012-2013 (Total 65)

18.4.1 More male deaths than female deaths reflects the gender data from 2011-2012 and
is also in keeping with regional and national findings.
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18.5

Sub-regional deaths by Ethnicity 2012-2013 (Total 65)
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Aggregated sub-regional data 2008 – 2013

19.1

With 5 years of child death data, a request was made to Warwickshire County Council’s
Strategic Commissioning, People Group, to conduct some analysis. This work has been
completed by Rob Mantell, Project Leader, Business Intelligence (Children’s) who was
specifically asked to look at: (i) comparison with our statistical neighbours, (ii) ethnicity,
(iii) the correlation between areas of residence of child deaths and deprivation,
(iv) seasonality and (v) the impact of CDOP recommendations/actions where possible.
Due to the small numbers, it was difficult to draw any strong conclusions but the author
has made some points from the data where possible and has made reference to relevant
national research. This information is contained in appendix ‘G’.
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West Midlands Regional Data on Child Deaths Notified 2008-2012
Extracted from Dr Anne Aukett’s report:

LA Area

2008/09 2009/10 2010/11 2011/12 Births* Child**
Population
0-19
Birmingham
123
184
159
159 17356
288800
Solihull
17
7
12
12
2251
50200
Coventry
37
39
28
40
4747
80000
Warwickshire
36
34
43
39
6336
123600
Stoke
19
38
19
30
3669
58500
Staffordshire
51
71
61
52
8933
189400
Wolverhampton
39
41
35
33
3545
59100
Walsall
39
40
40
43
3698
67300
Dudley
22
28
18
26
3801
73100
Sandwell
45
44
44
40
4852
77400
Hereford
14
10
12
7
1916
39300
Worcester
32
46
36
33
6271
128300
Shropshire,
55
43
25
27
5024
109500
Telford and
Wrekin
TOTAL
529
625
532
541 72399
1344300
* From PI 2010
** ONS Data mid year 2010 estimates
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20.1

Deaths per 10,000 population -3 years data from 2009-2012

Authority
Birmingham
Solihull
Coventry
Warwickshire
Stoke
Staffordshire
Wolverhampton
Walsall
Dudley
Sandwell
Hereford
Worcester
Shropshire, Telford and Wrekin

Deaths/10000 Population*
5.8
2.1
4.5
3.1
4.9
3.2
6.1
6.1
3.2
5.5
2.5
2.9
2.9

* Child population 0-19
ONS Data mid year 2010 estimates

Author:

Dara Lloyd
Child Death Overview Panel Manager for,
Coventry, Solihull and Warwickshire
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Appendix ‘A’
Coventry Child Death Overview Panel
1

CDOP Members during 2012-2013:
John Forde, Consultant in Public Health (Chair)
Jivan Sembi, Head of Safeguarding Children’s Services (Vice Chair)
Dr Supratik Chakraborty, Consultant Paediatrician
Dr Miriam Wood, GP
Detective Inspector Chris Hanson, West Midlands Police
Lesley Cleaver, Paediatric Liaison Nurse, Coventry PCT
Jayne Phelps, Designated Nurse for Child Protection
Andy Waugh, Integrated Service Manager, Children’s Services
Amanda Reynolds, Manager, Early Years

1.1

Co-opted Members:
Dr Kate Blake, Consultant Neonatologist

2

Details of the number of CDOPs held and the number of deaths reviewed is outlined in
in paragraph 2 of the annual report. A summary of recommendations and actions arising
from Coventry CDOP are outlined in paragraph 3.

3

Coventry Child Death Data:
29 deaths were notified in 2012-2013, compared to 40 deaths notified in 2011-2012,
28 deaths in 2010-2011, 39 in 2009-2010, and 37 in 2008-2008, taking the total over the
five year period to 173.

3.1

Categories that have a total of 2 or less have been merged in accordance with disclosure
control guidance issued by the NHS Information Centre for Health and Social Care.

3.2

Coventry Deaths by Category 2012-2013
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3.3

Coventry Deaths by Category– Aggregated Data 2008-2013 (Total 173)

3.4

Coventry Deaths by Age 2012-2013

3.4.1 Age groups between 1 and 17 years have been merged due to low numbers.
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3.5

Coventry Deaths by Age – Aggregated Data 2008-2013 (Total 173)

3.6

Coventry Deaths by Gender 2012-2013

3.6.1 Coventry has booked the national and regional trend by having more females than males.
3.6.2 Coventry Deaths by Gender – Aggregated Data 2008-2013 (Total 173)

3.6.3 Aggregated data is in keeping with the regional and national trend.
29

3.7

Coventry Deaths by Ethnicity 2012-2013

3.8

Coventry Deaths by Ethnicity – Aggregated Data 2008-2013 (Total 173)
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Appendix ‘B’
Solihull Child Death Overview Panel
1

CDOP Members during 2012-2013:
Ian Mather, Consultant in Public Health (Chair)
Paul Nash, Solihull LSCB (Vice Chair)
Dr Alan Stanton, Consultant Paediatrician
Carol Owen, Midwifery Services, Heartlands Hospital
A/Detective Inspector Neil Kirkpatrick / Detective Inspector Jayne Gooderidge
Steve Martin, Chief Education Welfare Officer
Eleni Prodromou, Solihull Children’s Social Care
Alison Frost, Solihull MBC Strategic Services

1.1

Co-opted member:
Dr Richard Mupanemunda, Consultant Neonatologist, Heartlands Hospital.

2

Details of the number of CDOPs held and the number of deaths reviewed is outlined in
in paragraph 2 on page 3 of the annual report. To date it has not been necessary to
convene a Fast Track CDOP but this will be considered if numbers demand. A summary
of recommendations and actions arising from Solihull CDOP, are outlined in paragraph 4
of the annual report.

3

Solihull Child Death Data
12 deaths were notified in 2012-2013 which has remained consistent with the two
previous years, i.e. 12 deaths in 2011-2012 and 12 deaths in 2010-2011. There were 7 in
2009-2010 and 17 in 2008-09, bringing the total over five years to 60.

3.1

Categories that have a total of 2 or less have been merged in accordance with disclosure
control guidance issued by the NHS Information Centre for Health and Social Care.

3.2

Solihull Deaths by Category 2012-2013

3.2.1 The remaining 2 deaths cannot be merged due to low numbers.
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3.2.2 Solihull Deaths by Category – Aggregated Data 2008-2013 (Total 60)

3.3

Solihull Deaths by Age 2012-2013

3.4

Solihull Deaths by Age – Aggregated Data 2008-2013 (Total 60)

3.4.1 Age groups 1-4yrs and 5-9yrs have been merged due to low numbers.
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3.5

Solihull Deaths by Gender 2012-2013

3.6

Solihull Deaths by Gender – Aggregated Data 2008-2013 (Total 60)

3.6.1 Aggregated data on gender bucks the regional and national trend by having more female
deaths than male.
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3.7

Solihull Deaths by Ethnicity 2012-2013

3.7.1 Ethinicty other than White British have been merged due to small numbers
3.8

Solihull Deaths by Ethnicity – Aggregated Data 2008-2013 (Total 60)
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Appendix ‘C’
Warwickshire Child Death Overview Panel
1

CDOP Members during 2012-2013:
Detective Inspector Nigel Jones, Warwickshire Police (Chair)
Jenny Butlin-Moran, Service Manager, Child Protection
Dr Vic Tuck, Development Manager, Warwickshire LSCB / Cornelia Heaney
Adrian Over, Safeguarding Children’s Manager for Education
Dr Peter Sidebotham, Consultant Paediatrician
Cathy Ellis, Assistant Clinical Professor Child Health
Victoria Gould, Young People Legal Services Manager, Warwickshire County Council
Linda Watson, Assistant Head for of Children, Young People and Family Service,
Dr Kathryn Millard, Locum Consultant in Public Health
Janet Pollard, Clinical Governance Midwife, SWFT

2

Details of the number of CDOPs held and the number of deaths reviewed is outlined in
in paragraph 2 of the annual report. A summary of recommendations and actions arising
from Warwickshire CDOP are outlined in paragraph 5.

3

Warwickshire Child Death Data:
24 deaths were notified in 2012-2013 which is a notable reduction compared to the 39
notified in 2011-2012, 44 in 2010-2011, 34 in 2009-2010 and 36 in 2008-2009, taking the
total over five years to 177.

3.1

Categories that have a total of 2 or less have been merged in accordance with disclosure
control guidance issued by the NHS Information Centre for Health and Social Care.

3.2

Warwickshire Deaths by Category 2012-2013

3.2.1 Medical and Life Limiting categories have been merged due to small numbers
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3.3

Warwickshire Deaths by Category – Aggregated Data 2008-2013 (Total 177)

3.4

Warwickshire Deaths by Age 2012-2013

3.4.1 Age groups 1-4yrs and 5-9yrs have been merged as have age groups
10-14yrs and 15-17yrs due to small numbers
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3.5

Warwickshire Deaths by Age – Aggregated Data 2008-2013 (Total 177)

3.6

Warwickshire Death by Gender 2012-2013

3.7

Warwickshire Death by Gender – Aggregated Data 2008-2013 (Total 177)

3.7.1 The one unknown is a neonatal death from 2008-2009
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3.8

Warwickshire Deaths by Ethnicity 2012-2013

3.9

Warwickshire Deaths by Ethnicity – Aggregated Data 2008-2013 (Total 177)
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Appendix ‘D’
Rapid Response Investigation – Sudden Unexpected Death in Children Protocol
Chapter 5 of Working Together to Safeguard Children 2013, defines the unexpected death of
an infant or child (less than 18 years old) as a death:

•

Which was not anticipated as a significant possibility for example, 24 hours before the death; or

•

Where there was a similarly unexpected collapse or incident leading to or precipitating the
events which lead to the death
Response to Unexpected Deaths
All Local Safeguarding Children’s Boards are expected to have procedures in place to ensure
there is a co-ordinated multiagency response to unexpected deaths. Where a death is sudden,
unexpected and unexplained a ‘rapid response’ investigation will be instigated, as follows:

a) The immediate history taking, examination of the child and investigations will be carried out and
support provided to the family.
b) The designated paediatrician will notify the Coroner, Police Senior Investigating Officer,
Children’s Social Care and immediate information sharing will take place.
c) A home visit will take place within 24 hours, by the Police and a health professional, i.e. a
Paediatrician or specialist nurse to visit the scene of death; obtain a more detailed history;
explain the process to parents/families and facilitate support to the family.
d) A post- mortem examination will take place.
e) An initial multi-agency information and planning meeting will take place chaired by the
designated paediatrician, after the initial post-mortem results are known. This can take place
verbally over the telephone if there are no concerns.
f) A final multi-agency case discussion meeting will be convened and chaired by the designated
paediatrician when all of the information has been obtained, including the final post mortem
report. All agencies known to the child and/or involved in the rapid response investigation are
invited. At this meeting any contributing factors will be identified and on-going support for the
family. The minutes of this meeting will be provided to H.M. Coroner prior to the Inquest and to
the Child Death Overview Panel.
g) A meeting will be arranged with the parents to discuss the cause of death, contributing factors,
identify and facilitate any on-going needs and advise re tissue retention. The professional(s)
identified to meet with the family is agreed at the final case discussion meeting and is usually the
designated paediatrician. If the family decline a meeting the findings will be conveyed by letter
by the designated paediatrician.
h) An Inquest is held by H.M. Coroner to establish the cause of death.
West Midlands and Warwickshire have both produced a ‘Best Practice Multi-Agency Protocol for
Sudden Unexpected Deaths of Infants and Children under 18 years of age’ (SUDC Protocol)
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