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1.0 Executive Summary 

1.0.1 The death of any child is a devastating loss that poses profound grief to all those 

whom it affects. The CDOP (Child Death Overview Panel) panel provides a sys-

tematic review of the deaths for all children who die in England aged between 

birth and the day prior to their eighteenth birthday. This CDOP report explores 

the statistical and qualitative conclusions that derived from panels held in War-

wickshire, Solihull and Coventry during the year April 2017– March 2018.  

1.0.2 This report highlights themes for child death and conclusions are made regarding 

the modifiable elements of child deaths in the sub region. Furthermore this re-

port highlights the regional learning and actions undertaken as a result of child 

death within 2017-2018. 

1.1 CDOP Purpose 

1.1.1 The CDOP review is intended to be the final scrutiny over a child’s death. This in-

volves multiagency panels and core competency professionals that assess the 

information supplied. The aim being to provide a complete picture of the child’s 

death and living circumstances. 

1.1.2 Once the information is accumulated and processed panel members can identify 

factors that can be altered to prevent future child death. The overarching pur-

pose is to use professional scrutiny to identify actions and learning to reduce 

child mortality. 

1.2 CDOP Aims 

1.2.1 CDOP aims to review deaths in an independent and enquiring method where 

effective action can be taken, if it is afforded by the circumstances of a death. 

During the year 2017-2018 the aims of this CDOP sub-region were to continue in 

the same methodology focusing on timely review, involvement of families and 

improving the process as a whole. 

1.2.2 The aims for 2018-2019 will be as follows; 

- Set measurable actions that can be scrutinised in their effectiveness.  

- Involve families further by way of notifying them of actions taken. 

- Engage with further regional action groups and panels to improve the wider 

impact of action and learning. 

- Undertake a  transition process to meet with the statutory duties set out in 

‘Working Together 2018’. 

- To effectively use sub-regional data in a way that benefits the safeguarding 

and wellbeing of children living within Coventry, Warwickshire and Solihull. 
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2.0 Aggregate Deaths Reviewed by the Child Death Overview Panels (CDOPS) during 2017-

2018 

2.0.1  17 panels were held across the sub-region during the year 2017-2018 and a 

total of 77 deaths were reviewed. Of the 77 deaths reviewed 34 were from 

Warwickshire, 28 from Coventry and 15 from Solihull. Comparatively the 

quantity of child death reviews is comparative to the rest of the  West Mid-

lands. 

 

 
 

 

 
 

 

2.1 Generic Themes 

CDOP examines the generic themes for each death through the process of categorisa-

tion. There are a total of 9 potential categorisations for a death and are defined using 

the CDOP final report form, definitions are included under their subtitles. 
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Ref; CDOP 17/18 Region Population Ref; CDOP 17/18 Review Figures 



 
 

2.1.1 Category 1; Deliberately inflicted injury, abuse or neglect 

There were no reviewed deaths within this category in this reviewing year. 

 

2.1.2 Category 2; Suicide or deliberate self-inflicted harm 

There was a single self-inflicted death within this category this year, this was a case 

involving intentional solvent abuse that lead to the death of a child. ). This was the 

case of a child who died from hypoxic brain injury due to abusing solvents. The child 

was previously a child in need and was known to Children’s Social Care.  Requests for 

social care information were made by panel and an article was published about the 

symptoms of solvent abuse and circulated to schools to help identify children who 

may be in need of support and intervention 

 

2.1.3 Category 3; Trauma and other external factors 

There were four traumatic deaths examined in this year’s panels, one of which was a 

fall involving the consumption of alcohol, two were road traffic collisions and the oth-

er was as a result of an accidental hanging. All four of these deaths were considered 

non-modifiable but had actions that followed. Three of the cases brought about ac-

tions regarding bereavement support and ensuring that is was put in place for peers 

and family effectively. Feedback was given in two cases about the joint response to a 

SUDIC (sudden and unexpected death in childhood). Furthermore actions were taken 

to spread awareness over risks involving alcohol consumption and falls as well as na-

tional sharing with ROSPA (Royal Society of the Prevention of Accidents) regarding 
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Ref; CDOP 17/18 Review Figures, Generic Themes 



homemade swing safety. Finally a review of information available about pelican 

crossings and road safety was undertaken. 

 

2.1.4 Category 4; Malignancy 

Malignancy accounted for 6 deaths within the sub region in this year of reviews. The 

types of malignancy all varied and a trend could not be illustrated using this infor-

mation. 

 

2.1.5 Category 5; Acute medical or surgical condition 

There were 2 deaths attributed to the acute medical or surgical conditions category. 

Both cases were acute medical conditions. 

 

2.1.6 Category 6; Chronic medical condition 

There were 6 deaths attributed to chronic conditions in this annual review period. 4 

of these cases were due to the development of pneumonia in children who already 

had highly compromised immune systems. In these cases, 2 were compromised due 

to transplant surgery and 2 compromised due to paraplegia and cerebral palsy. The 

other two cases involved an allogenic reaction to a stem cell transplant and chronic 

lung disease leading to liver failure. 

 

2.1.7 Category 7; Chromosomal, genetic and congenital anomalies 

There were 20 deaths reviewed under this category this year, of these 20 deaths 5 

were deemed to be modifiable (25%). Of the 5 modifiable deaths 3 of them were 

linked to consanguinity, this is further examined. The other two modifiable factors 

were linked to a late antenatal booking and maternal smoking during pregnancy. 

There were a number of actions arising from these cases. The consanguinity cases 

derived actions about genetic counselling and further pregnancy. Information was 

requested regarding nursing support and decisions for and against surgical options.  

Feedback for learning was also given regarding CO monitoring, documentation com-

pletion and sharing as well as providing care for families whom English is not their 

first language. Many actions involved feedback for good practice that was provided 

by many services including ambulance, midwifery, GP’s, nursing and various doctors. 

 

2.1.8 Category 8; Perinatal/neonatal event 

There were 35 deaths that were attributed to prematurity; all of these deaths are ex-

plored in the key themes section of this report. 

 

2.1.9 Category 9; Infection 

There were 3 children who died under this category this year. Two of which were se-

verely immunologically compromised,. All children were less than one year old. 
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2.1.10 Age 
The majority of deaths occurred within the first 27 days of life, this accounted for 
49% of the deaths reviewed this year. The trend shows a gradual reduction in 
deaths as children age that spikes again during the pre-teen years. Types of 
death also change with the age groups; this is illustrated with the most common 
death for children aged 0-27 days being extreme prematurity and the latter age 
categories reflecting accidental deaths. The majority of children dying between 
28 days and their first year of life either died as a result of prematurity or con-
genital heart defects. Children dying above the age of 10 were either as a result 
of trauma, a reoccurrence of malignancy or linked to medical transplant proce-
dures. 

 

 
 

 

2.1.11 Gender 

Of the 77 deaths this year that were reviewed 46 were of male children and 31 

were of female children.  
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Ref; CDOP 17/18 Review Figures, Age Distribution 



2.1.12 Ethnicity 

Ethnicity of deaths was diverse across the sub region. All 3 consanguineous 

deaths were from the Pakistani population. 

 
 

 

2.1.13 Category of Death 

Deaths are categorised into 4 

categories during a CDOP recording process, these are; SUDIC (Sudden and Unex-

plained Death in Childhood), Neonates, Medical or LLC (Life Limiting Condition). 

Although there were 77 deaths reviewed this year, there were 81 categorical re-

cordings, this can be explained through three deaths being recorded under both 

SUDIC and medical and one death being recoded as SUDIC and neonatal. In the 

cases involving the categorisation of SUDIC 7 out of the 8 followed the expected 

‘Joint-Agency Response’. 
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Ref; CDOP 17/18 Review Figures, Ethnicity Distribution 

Ref; CDOP 17/18 Review Figures, Category of Death 



 

2.2 Statistical Overview 

2.2.1 Modifiable Factors 

The 17 panels that were held identified modifiable elements; these elements 

constitute factors in the death or surrounding death that could be altered. 

This identification provides opportunities to reduce the risk of future child 

deaths. Of the 77 deaths reviewed 27% (21) of the deaths were identified as 

modifiable. 

 

2.2.2 The modifiable factors have been broken down into five identifiable groups, 

where the most prevalent factor is smoking during pregnancy. It should fur-

ther be noted that 6 of the 9 child deaths with a modifiable factor of smoking 

were cases in which the baby was premature, and all 6 children had a gesta-

tion period of 29 weeks or less. 

 
 

 

2.2.3 Expected and Unexpected Deaths 

CDOP reviewed 13 unexpected deaths, the other 64 were considered to be 

expected.  

 

2.2.4 Unexpected death; Solvent Abuse  

One of the unexpected deaths was referred to Warwickshire’s ‘Special Cases’ 

but did not meet the threshold for a ‘Serious Case Review’ (SCR). This was the 

case of a child who died from hypoxic brain injury due to abusing solvents. 

The child was previously a child in need and was known to Children’s Social 

Care. This particular case was considered to have modifiable factors and ac-

tions were taken. An article was published about the symptoms of solvent 

abuse and circulated to schools to help identify children who may be in need 

of support and intervention. 
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Ref; CDOP 17/18 Review Figures, Modifiable Factors 



 

 

2.2.5 Unexpected death; Sudden Unexpected Death in Infancy (SUDI) 

There were two cases of sudden and unexpected deaths in infancy. One of the 

cases was subject to a ‘serious case review’ (SCR) due to serious concerns 

over neglect and maternal drug use. The death was reviewed as having modi-

fiable factors and actions were disseminated.  

 

2.2.6 Unexpected death; Trauma  

There were four unexpected deaths due to trauma. One case due to trauma 

from falling down stairs after the consumption of alcohol. CDOP concluded 

this case had no modifiable factors but actions did follow. The second unex-

pected death due to trauma was the case of an older child who was motor 

biking off-road. The bike accelerated through a fence and the child was left in 

a state incompatible with life. This case was concluded as being non-

modifiable and no actions came from it. The third case was as a result of an 

accidental hanging from a home-made swing.  The death was concluded to 

have no modifiable factors; however there were actions that came from this 

case.  The fourth unexpected death due to trauma was the case of a child who 

crossed a road in front of a lorry and suffered catastrophic head injuries. The 

death was considered to be non-modifiable although actions did follow this 

review.  

 

2.2.7 The main actions following these cases were within the scope of public health. 

They included a referral to ROSPA (Royal Society of the Prevention of Acci-

dents), to raise the awareness of the possibility of homemade swings posing 

risks across the country. A referral to LADO (Local Authority Designated Offic-

ers) was made as there were concerns for the supervision of a young person. 

Furthermore, there was referral for bereavement support. A review of local 

and national actions relating to safe use of pelican crossings was performed as 

well as investigation into how many child deaths or serious injuries occurred 

as a result of lorries commenced. Finally feedback was given about the im-

portance of ensuring that the SUDIC joint-agency response was engaged. 

 

2.2.8 Unexpected death; Medical Decline  

Six children died unexpectedly due to a medical decline. The first child was 

born extremely prematurely and the mother had not attended the expected 

anti-natal clinics. This death was deemed to be modifiable as due to the 

child’s point of gestation it would have reduced risks by transferring to a level 

3 care unit. A second child was born with a heart condition and severe disabil-

ities. The was admitted to hospital after which the child suffered a cardiac ar-
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rest at hospital, and then could not be revived. The death identified no modi-

fiable factors. The third case involved a child with paraplegia who had severe 

disabilities as a result of childhood meningitis. The child presented as unwell 

at home and suddenly stopped breathing, and could not be revived. The 

death was considered modifiable as the child was not brought to all scheduled 

medical appointments. An action was processed to review the hospitals ‘Was 

not brought’ policy to check for robustness of ensuring vulnerable children do 

not ‘slip through the net’. A fourth unexpected death occurred when a child 

was born prematurely with unexpected medical conditions. There were no 

identified modifiable factors and no actions taken. The fifth child reviewed 

was in similar circumstances to the first. The sixth and final child was a child 

who had chronic lung disease. This was a premature baby, who lived into in-

fancy, and was suffering with poor oxygen saturations at night. After a short 

period of illness the child deteriorated very quickly and went into cardiac ar-

rest, and could not be revived. The death was considered to be non-

modifiable. 

 

2.2.9 Actions within these cases predominantly fell within the scope of checking 

awareness and reviewing procedures; this included checking MASH records 

and information sharing within midwifery services. There was also a sharing of 

opinion between CDOP and the coronial process. 

 

 

2.3 Key Themes 

2.3.1 Traumatic Deaths 

There were a total of four traumatic deaths reviewed during 2017 to 2018. 

These four traumatic deaths were all sudden and unexpected. Two of the four 

deaths were road traffic collisions and involved children of a pre-teen age. One 

of the deaths was an accidental hanging while using play equipment. The other 

death was a head injury as a result of falling following alcohol consumption, this 

was an older child. 

 

2.3.2 SUDI Deaths 

There were two cases of ‘Sudden Infant Death’s’, both of these cases involved 

children under a year of age. One case was the first known child to die as a re-

sult of SIDs, within its family. Although, the latter case was later attributed to 

Bronchopneumonia. Although not necessarily a theme in this report, SIDs is still 

a concern of this CDOP. 
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2.3.3 Consanguinity 

There were three cases of deaths as a result of consanguinity during this annual 

report. All three deaths were from Coventry and parents have been referred to 

genetic counselling. 

 

2.3.4 Congenital Heart Defects 

There were 10 recorded cases of congenital heart defects linked deaths in this 

annual report, this equates to 13% of all child deaths reviewed. 

 
 

2.3.5 Prematurity 

There were 36 recorded cases of prematurity linked deaths in this annual re-

port, this equates to 47% of the child deaths reviewed. These deaths linked to 

prematurity also had recorded maternal factors that shows links  to BMI, smok-

ing and age. 

 

 
 

 

 

2.3.6 There were a number of child deaths where the mothers had a high BMI, as 

can be seen above in the tabular illustration. A BMI above 25 is considered to 

be overweight, the majority of mothers delivering premature children (who 

died within this sub region) would be considered overweight by the BMI in-

dex. 
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Ref; CDOP 17/18 Review Figures, Premature vs BMI 



  
 

 

2.3.7 22% of mothers of premature children who died smoked during their preg-

nancy, from this annual CDOP review.  

 
 

 

2.3.8 64% (23) of the mothers who delivered children prematurely were over the 

age of 30. 

 

2.4 Actions and Recommendations for Learning 

2.4.2 Requests for further information and questioning actions 

In a number of cases requests were made for further information or there was a re-

quest for clarification. 

 

2.4.3 Requests focussed on checking that support was in place regarding health visi-

tors, bereavement and midwifery services. There were also requests for infor-

mation about support that was put in place between medical visits and check-

ing for social care referrals. Other requests concerned policies on attendance 

of appointments, medical study participation and research on public health 

risks. Holistically, information was asked for about conveying reasonable ex-

pectations of life expectancy to both parents and children. Questions were 

also raised on an investigatory basis in regards to genetic testing and predis-

position to hereditary illness. 
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Ref; CDOP 17/18 Review Figures, Premature vs Smoking 

Ref; CDOP 17/18 Review Figures, Maternal Age vs Prematurity 



 

2.4.4 Feedback for learning 

Feedback for learning plays a vital role in the CDOP process as it engages di-

rectly with the concept of reducing risk. It enables professionals to reflect on 

practice and provides scope for better health and public safety provision. 

Feedback was given to the medical teams regarding CO monitoring, documen-

tation detail, monitoring following surgery and interpretation of medical 

wording and documents. Feedback and learning was also used as a parameter 

for challenging policies and practices where there were opportunities to im-

prove services to the public. Feedback was provided about the importance of 

families for whom English is a second language and their access to services. 

 

2.4.5 Feedback on the effective use of the ‘joint response protocol’ was given on 

multiple occasions, providing information on collaborative services and effec-

tive working together. CDOP provided feedback to paediatric consultant, 

thanking him for a detailed follow up approach. Finally there was a considera-

ble amount of feedback given about good practice particularly to the ambu-

lance services; hospices who administer end of life care and midwifery ser-

vices. 

 

2.4.6 Collaborative learning and sharing 

CDOP Liaised with ROSPA (Royal Society for the Prevention of Accidents) to 

identify risks with homemade swings and broaden national learning about 

risks. 

 

2.4.7 Collaborative sharing was planned regarding the importance of the publica-

tion (within this report) about children in terminal states going abroad to die. 

CDOP does acknowledge that deaths abroad lead to gaps in events. 

 

2.4.8 Further panel review 

A case was referred to ‘a further review body by CDOP for further discussion as it 

involved reducing risk to vulnerable children.  Furthermore, signs and symptoms 

of solvent abuse in children were circulated in ‘Heads Up’ educational publica-

tion to enable staff to recognise the dangers and signs of solvent abuse. 

 

2.4.9 Sharing Concerns for improved support 

CDOP was concerned about a familial history of alcohol consumption and mental 

health challenges, so consulted the GP to see if a referral to Children’s Social 

Care would be appropriate and supportive 
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2.4.10 Care used as an example of learning 

The CDOP process has led to the creation of case studies to improve understand-

ing in social care. A particular case has been used as a learning tool to examine 

the importance of taking a holistic response in social care to engage with better 

results. 

 

3.0 Processes 

CDOP routinely informs parents of the CDOP process review and all 77 children’s parents 

were informed of the process and support available through an information leaflet post-

ed by the CDOP team. 

 

3.1 CDOP Working Group 

The CDOP Working Group, formed in 2007 to progress the operational elements of 

the child death review process met twice during 2017-2018. CDOP also attended the 

NNCDOP conference and fed into their learning event. Furthermore CDOP reported 2 

children within this annual review to the LEDAR review on deaths involving people 

with disabilities, they have subsequently worked with them to forward the under-

standing of children’s deaths (whom were disabled) through the sharing of infor-

mation. 

 

3.2 CDOP Budget and Expenditure 

 
 

4.0 Moving Forwards 

2018 hales the long awaited update of the new Working Together statutory guidance. 

CDOP is expecting to review processes in line with this to move towards a more effective 

and measurable CDOP process that conforms to its statutory requirements. 

 

4.1 Working Together 2018 

The CDOP team has attended conferences on the new statutory guidance and 

has begun to present and plan for the challenges of meeting the new statutory 

guidance. Processes have begun to present and put in place actions to ensure a 

smooth transition process. 

Staff Costs   £71,663 

Travel Expenses   £740 

Supplies and Services   £4,599 

Premises Related Expenditure   £200 

Warwickshire Budget £39,402   

Solihull Contribution £13,000   

Coventry Contribution £24,800   

      

Balance  £77,202  £77,202 
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4.2 2018-2019 Aims and Focus 

The main aims of 2018-2019 are to focus on developing the CDOP process as to 

reflect the new ‘Working Together’ guidelines. These changes will need to be in 

place before the final compliance date which will be 15 months following the 

statutory guidance release. In the initial stages of scoping the changes it has been 

identified that CDOP will aim to; 

- Reflect the sub regional footprint within reports and figure reporting 

- Identify trends within the agreed sub region (Coventry, Warwickshire and 

Solihull) 

- Define measures of effectiveness arising from actions 

- Make effective use of members of the three boards and gain a fully inde-

pendent reviewing team of each case i.e. no delineated  or pre-case case in-

volvement by any individual practitioner to retain the independence of the 

review 
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Appendix1; Warwickshire Statistics and Regional Analysis 

There were a total of 34 deaths of children reviewed by the Child Death overview panel dur-

ing this reviewing year. These 34 deaths were reviewed over a total of 7 panels, 6 of which 

were held as full panels and 1 was a fast track panel combining with Coventry. 

 

Part 1; Members 

Warwickshire CDOP comprised of a full panel membership during this reviewing year. 

The membership includes the Warwickshire Deputy Director of Public Health, and the 

Safeguarding Children and Development Board Manager. There are two doctors in 

regular attendance, one being the Designated Doctor for Child Death in Warwick-

shire, the other being a paediatrician. The panel includes the Director of Quality and 

Performance from South Warwickshire Clinical Commissioning Group. Furthermore 

there are representatives from Coventry and Warwickshire Partnership trust, namely; 

the Named Nurse for Safeguarding and a Maternity Nurse. We also have the Head of 

Warwickshire’s Legal Services and representation from a lay member. Also there is 

representation from Warwickshire Police in the form of a Detective Inspector and 

finally the Lead Palliative Care Nurse for Children and Young People. 

 

Part 2; Co-Opted Members 

Warwickshire CDOP Panel is fortunate in its range of co-opted members who partici-

pate when required for particular cases. We draw from a pool of professionals who 

delineate from a range of professional backgrounds. This includes the  Warwickshire 

County Council Manager for Safeguarding Quality and Assurance service , alongside 

the Education Safeguarding Manger and a specialist Consultant Neonatologist. 

 

Part 3; Death Data 

Modifiable Factors 

Of the 34 cases reviewed in Warwickshire 8 were identified as having modifiable fac-

tors. The 8 modifiable factors identified fell into 3 categories; Smoking, Drug Abuse 

and Appropriate Healthcare. The distribution of these identified modifiable factors 

was as follows; 
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Ref; CDOP 17/18 Review Figures, Warwickshire Modifiable Factors 



It should be noted though, that these numbers alone cannot properly identify a trend 

as the number of cases contributing to modifiable factors is not comprehensive 

enough to be reliable. However, the data does provide insight as to the potential on-

going trends that could provide further long-term aggregate analysis. 

 

Expected and Unexpected Deaths 

21% (7) of the child deaths reviewed in Warwickshire 2017/2018 were classed as sud-

den and unexpected 

 
 

 

Generic Themes 

CDOP examines the generic themes for each death through the process of categorisa-

tion. There are a total of 9 potential categorisations for a death which are defined 

using the CDOP final report form, definitions are included under their subtitles. 
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Ref; CDOP 17/18 Review Figures, Warwickshire Expected and Unexpected Deaths 

Ref; CDOP 17/18 Review Figures, Warwickshire Generic Themes 



Category 1; Deliberately inflicted injury, abuse or neglect 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There were no reviewed deaths within this category in this reviewing year. 

 

Category 2; Suicide or deliberate self-inflicted harm 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There was a single self-inflicted death within this category this year, this was a case 

involving intentional solvent abuse that lead to the death of a child. Section W20 ex-

pands on this case further, the actions that were taken as a result of this death can be 

found in W20 and W21 

 

Category 3; 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 & other extrinsic factors.  Excludes Deliberately inflected 

injury, abuse or neglect. (category 1)” 

There were three traumatic deaths examined in this year’s panels, one of which was 

a fall involving the consumption of alcohol, one was as a result of a road traffic colli-

sion and the other was as a result of an accidental hanging. These traumatic deaths 

are further examined in the actions  W1-3, W18-21. 

 

Category 4; Malignancy 
Solid tumours, leukaemia’s & lymphomas, and malignant proliferative conditions such as histiocytosis, 

even if the final event leading to death was infection, haemorrhage etc.” 

Malignancy accounted for 1 death within Warwickshire this year. This single death 

was from childhood leukaemia.  

 

Category 5; Acute medical or surgical condition 
“For example, Kawasaki disease, acute nephritis, intestinal volvulus, diabetic ketoacidosis, acute asth-

ma, intussusception, appendicitis; sudden unexpected deaths with epilepsy.” 

There was 1 death attributed to the acute medical or surgical conditions category. 

The death was as a result of an acute condition leading to liver failure. 

 

Category 6; Chronic medical condition 
“For example, Crohn’s disease, liver disease, immune deficiencies, even if the final event leading to 

death was infection, haemorrhage etc. Includes cerebral palsy with clear post-perinatal cause.” 

There was 1 death attributed to chronic conditions in this annual review period. This 

case was of a child dying from respiratory failure following a lung transplant. 
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Category 7; Chromosomal, genetic and congenital anomalies 
“Trisomies, other chromosomal disorders, single gene defects, neurodegenerative disease,cystic fibro-

sis, and other congenital anomalies including cardiac” 

There were 6 deaths reviewed under this category this year, of these 6 deaths none 

were determined to be modifiable in any way.  There was however an action that 

arose from one of the deaths this action is listed at 2.3.5 of the main CDOP sub-

regional report W9. 

 

Category 8; Perinatal/neonatal event 
“Death ultimately related to perinatal events, eg sequelae of prematurity, antepartum and intrapar-

tum anoxia, bronchopulmonary dysplasia, post-haemorrhagic hydrocephalus, irrespective of age at 

death.  It includes cerebral palsy without evidence of cause, and includes congenital or early-onset 

bacterial infection (onset in the first postnatal week)” 

There were 20 deaths that were attributed to prematurity; all of the figures from the 

sub-region deaths are explored in the main CDOP report. Figures relating to Warwick-

shire region alone can be found within these appendices. 

 

Category 9; Infection 
Any primary infection (ie, not a complication of one of the above categories), arising after the first post-

natal week, or after discharge of a preterm baby.  This would include septicaemia, pneumonia, menin-

gitis, HIV infection etc.” 

There was 1 death attributed to this category this year. This case was of a child who 

was immunologically susceptible to infection due to underlying congenital heart de-

fects and trisomy 21 (Downs syndrome). 

 

Key Themes 
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Ref; CDOP 17/18 Review Figures, Warwickshire Identified Themes 



Traumatic Deaths 

There were 3 traumatic deaths in Warwickshire. 1 was a road traffic collision, 1 was 

an accidental hanging and the other death was a traumatic fall following the con-

sumption of alcohol. 

 

SIDs Deaths 

There was 1 reported case of sudden infant death in Warwickshire for the year 2017-

2018. 

 

Congenital Heart Defects 

There were 4 cases of congenital heart defects contributing or being the cause of 

death in children in Warwickshire for the year 2017-2018. 

 

Prematurity 

There were 16 deaths due to prematurity in Warwickshire for the year 2017-2018. 

Of the 16 babies that were delivered prematurely 3 had mothers that smoked during 

pregnancy.  

 
 

 

The age range of premature babies that died in this review period was between 22 

weeks and 28 weeks . All babies were born showing signs of life, however did not 

thrive. 

 

The age of mothers giving birth to premature babies that were reviewed in this year 

is illustrated below.  
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Ref; CDOP 17/18 Review Figures, Warwickshire Smoking VS Prematurity 

Ref; CDOP 17/18 Review Figures, Warwickshire Maternal Age VS Prematurity 



Actions and Recommendations 

Warwickshire’s panel raised 30 different actions (21 are specified below) in the year, these 

actions mainly consisted of feedback and learning and are as follows; 
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Ref Action Type of action 

W1 

  

  

  

W2 

  

  

W3 

Feedback for Learning was given to University Hospital Coventry and War-
wickshire, a positive response to a sudden and unexpected death was 
given. However, there was a need for a final case discussion to identify 
actions and ongoing support. 

  

Feedback was given to a school commending their bereavement support 
provided following the loss of a child. 

  

CDOP Liaised with ROSPA (Royal Society for the Prevention of Accidents) 
to identify risks and if there had been deaths linked to the construction of 
home-made swings. 

Feedback for Learning 

  

  

  

Feedback for Learning 

  

  

Collaborative Learning 
and Sharing 

W4 Case referred to as a study case for the promotion of a holistic approach 
towards social care to engage with better output of services. 

Case used as an Example 
for Learning 

W5 CDOP requested further information to ensure a mother had a follow up Request for Information 

W6 

  

  

W7 

  

  

W8 

Feedback was given on learning about considerations needed for follow 
up and monitoring following surgery. 

  

Learning was suggested to ensure information given was provided at a 
suitable level for an older teenager to understand. 

  

The board enquired what nursing support was provided in-between ap-
pointments of a particular case. 

Feedback for Learning 

  

  

Feedback for Learning 

  

  

Request for Information 
W9 The board wanted further information about who conducted an internal 

review, to check for the use of Pedi-Cap and to check if the family had a 
follow up appointment. 

Request for Information 

W10 
  
  
W11 

There was a request for further information from the MASH team to ex-
amine if the GP information was shared with the midwifery team. 
  
 An action to share a difference in opinion on cause of death with the cor-
oner and pathologist was made. 

Request for Information 

  

Feedback for Learning 
W12 Feedback was given, reflecting that there should have been a ‘joint agen-

cy response’, and it wasn’t instigated as the child was treated by adult 
acute services. Public heath examined what information was in existence 
regarding alcohol consumption of minors around exam results time. 

Feedback for Learning 

  

W13 There was sharing of a steroids policy, regarding their use in neonates 
and younger children. 

Collaborative Learning 
and Sharing 
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W13 CDOP was concerned for mothers’ history of alcohol consumption and 
mental health challenges, so consulted GP to see if a referral to Children’s 
Social Care would be appropriate. 

Sharing concerns for im-
proved support 

W14 Feedback was given about there being a lack of documented antenatal 
steroids, cord gases and follow up. There was advice that the panel sup-
ported the transportation and acceptance of the baby involved in this 
case and it was appropriate. 

Feedback for Learning 

  

W15 
  
  
W16 

CDOP provided feedback and learning to contribute to an internal review 
of a GP’s practice. Learning points were identified regarding the prescrib-
ing of antibiotics; brevity of documented appointment recordings and 
consultation length. CDOP also challenged the practice ‘rule of 3’ consul-
tations and asking for doctor-peer feedback. Finally there was a GP rec-
ommendation of reading previous notes, CDOP wished to ascertain if the 
practice held these notes at the time of consultation. 

Feedback for Learning 

  

Reporting for concerns 

W17 An action was taken to find out why CDOP received a late notification 
about a death. 

Request for Information 

  

W18 

  

  

W19 

A ‘Root Cause Analysis’ (RCA) was conducted by the hospital following a 
child’s death. CDOP concluded that the RCA missed some important ele-
ments. There was conjecture over the interpretation over the wording of 
one of the action points within the RCA, so CDOP requested further clarity 
on this. Furthermore, there was concern over a mistake in recording who 
the GP was for the mother in this case; thus CDOP requested where this 
incorrect information was obtained from. 

Request for Information 

  

Feedback for learning 

W20 
  
W21 

This case was referred to ‘Special Cases Sub-Group’ by CDOP  for further 
discussion as it involved a vulnerable child who had been supported by a 
child in need plan.  Furthermore, signs and symptoms of solvent abuse in 
children were circulated in ‘Heads Up’ educational publications to enable 
educational staff recognise the dangers and signs of solvent abuse. 

Raising awareness and 
Sharing Learning 

  

Further panel review 



 

 

 

 

 

 

Coventry 
Child Death Overview Panel Single Region Data  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 2; Coventry Statistics and Regional Analysis 

There were a total of 28 deaths of children reviewed by the Child Death overview panel dur-

ing this reviewing year. These 28 deaths were reviewed over a total of 6 panels, 5 of which 

were held as full panels and 1 was a fast track panel combining with Warwickshire fast-track 

panel. 

Part 1; Members 

Coventry CDOP comprised of a full panel membership during this reviewing year. The 

membership includes the Coventry Director of Public Health, and the Safeguarding 

Boards Business Manager. There are two doctors in regular attendance, one being 

the Designated Doctor for Child Death in Coventry, the other being a Consultant Pae-

diatrician. The panel includes the Director of Quality and Performance from South 

Warwickshire Clinical Commissioning Group. Furthermore there are representatives 

from Coventry and Warwickshire Partnership trust, namely; the Designated Lead for 

Safeguarding children and Adults and the Head of Midwifery.. Also there is represen-

tation from the Police in the form of a Detective Inspector and finally the Support 

Nurse for Vulnerable Families. 

 

Part 2; Co-Opted Members 

Coventry CDOP Panel is fortunate in its range of co-opted members who participate 

when required for particular cases. We draw from a pool of professionals who deline-

ate from an assortment of multi-professional backgrounds. The Coventry Country 

Council Manager for Early Years’ Service partakes. We also have a specialist Consult-

ant Neonatologist who attends for neonatology cases. 

 

Part 3; Death Data 

Modifiable Factors 

Of the 28 cases reviewed in Coventry 10 were identified as having modifiable factors. 

The 10 modifiable factors identified fell into 4 categories; Smoking, Drug Abuse, Ap-

propriate Healthcare and Consanguinity. The distribution of these identified modifia-

ble factors was as follows; 

 
 

It should be noted though, that these statistics alone cannot properly identify a trend 

as the number of cases contributing to modifiable factors is not comprehensive 
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enough to be reliable. However, the data does provide insight as to the potential on-

going trends that could provide further long-term aggregate analysis 

Expected and Unexpected Deaths 

18% of the deaths in Coventry were classed as unexpected. 

 
Generic Themes 

CDOP examines the generic themes for each death through the process of categorisa-

tion. There are a total of 9 potential categorisations for a death and are defined using 

the CDOP final report form, definitions are included under their subtitles. 
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Category 1; Deliberately inflicted injury, abuse or neglect 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There were no reviewed deaths within this category in this reviewing year. 

 

Category 2; Suicide or deliberate self-inflicted harm 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There were no reviewed deaths within this category in this reviewing year. 

 

Category 3; 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 & other extrinsic factors.  Excludes Deliberately inflected 

injury, abuse or neglect. (category 1)” 

There was 1 traumatic death examined in this year’s panels, this was the case of a 

child who was involved in a road traffic collision. This traumatic death actions can be 

found within these appendices. 

 

Category 4; Malignancy 
Solid tumours, leukaemias & lymphomas, and malignant proliferative conditions such as histiocytosis, 

even if the final event leading to death was infection, haemorrhage etc.” 

Malignancy accounted for 5 deaths within Coventry this year. 3 of the 5 deaths oc-

curred in children aged 13 and older, the other two were under the age of 4. 

 

Category 5; Acute medical or surgical condition 
“For example, Kawasaki disease, acute nephritis, intestinal volvulus, diabetic ketoacidosis, acute asth-

ma, intussusception, appendicitis; sudden unexpected deaths with epilepsy.” 

There were no reviewed deaths within this category in this reviewing year. 

 

Category 6; Chronic medical condition 
“For example, Crohn’s disease, liver disease, immune deficiencies, even if the final event leading to 

death was infection, haemorrhage etc. Includes cerebral palsy with clear post-perinatal cause.” 

There were 3 deaths attributed to chronic conditions in this annual review period. 

Two involved children with cerebral palsy and one was following an unsuccessful 

transplant. 

 

Category 7; Chromosomal, genetic and congenital anomalies 
“Trisomies, other chromosomal disorders, single gene defects, neurodegenerative disease,cystic fibro-

sis, and other congenital anomalies including cardiac” 

There were 10 deaths reviewed under this category this year, of these 5 were deter-

mined to be modifiable. The modifiable factors were as follows; 3 children died due 

to complications arising from consanguinity, 1 death  was modifiable due to a late 
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anti-natal booking and finally 1 death was modifiable due to maternal smoking.  Ac-

tions arose from deaths within this category (both modifiable and non-modifiable) 

and can be found in the main report and in this actions section. 

 

Category 8; Perinatal/neonatal event 
“Death ultimately related to perinatal events, eg sequelae of prematurity, antepartum and intrapar-

tum anoxia, bronchopulmonary dysplasia, post-haemorrhagic hydrocephalus, irrespective of age at 

death.  It includes cerebral palsy without evidence of cause, and includes congenital or early-onset 

bacterial infection (onset in the first postnatal week)” 

There were 7 deaths that were attributed to prematurity; all of the figures from the 

sub-region deaths are explored within the statistics of the main CDOP report. Figures 

relating to Coventry region alone can be found within these appendices. 

 

Category 9; Infection 
Any primary infection (ie, not a complication of one of the above categories), arising after the first 

postnatal week, or after discharge of a preterm baby.  This would include septicaemia, pneumonia, 

meningitis, HIV infection etc.” 

There were 2 deaths attributed to this category this year. Both cases involved chil-

dren under the age of 1 who were immunologically susceptible. 

 

Key Themes 

 
 

Traumatic Deaths 

There was 1 traumatic death in Coventry this review year, it was as a result of a road 

traffic collision. 

 

SIDs Deaths 

There was 1 reported case of sudden infant death in Coventry for the year 2017-

2018. 
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Consanguinity 

There were 3 deaths due to consanguinity during this review period. These 3 deaths 

accounted for 11% of the annual child deaths in Coventry. 

 

Congenital Heart Defects 

There were 3 cases of congenital heart defects contributing or being the cause of 

death in children in Coventry for the year 2017-2018. 

 

Prematurity 

There were 11 deaths due to prematurity in Coventry for the year 2017-2018. 

There was a noticeable trend of maternal smoking and early deliveries linked to 

premature child death in Coventry. Of the 11 babies that were delivered prematurely 

4 had mothers that smoked during pregnancy.  

 

 
 

The range of premature babies that died in this collation was between 24 weeks and 

2 days gestation and 31 weeks and 1 days gestation. All babies were born showing 

signs of life, however did not thrive. 

 

 
 

The average ago of mothers giving birth to premature babies who died in this year 

also demonstrated an age correlation. The most premature baby deaths occurred 

with mothers aged 30-32. 
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Actions and Recommendations 

Coventry’s panel yielded 20 different actions (19 listed) in the year, these actions mainly con-

sisted of feedback and learning and are as follows; 

Ref Action Type of 

action 

C1 Feedback was given by CDOP to a hospital that provided good care. 
Feedback 

C2 A case emerged where the family were in denial about the child’s stage of 

being terminal, they did not accept that the child would not recover. CDOP 

requested information about any learning that could be identified in managing 

Request for 

further in-

formation 

C3 CDOP requested further information regarding this child’s surgery as there 

was information provided that indicated there was media pressure involved in 

surgical decisions. 

Request for 

further in-

C4 
 
 
C5 

CDOP asked for further information based on a discussion between the par-
ents and the lead doctor involved in this case.  
 
 CDOP wished to acknowledge the hard work of a student paramedic who 
attended this case and commended their efforts in attempting to recover the 
child. 

Request for 
further in-
formation 

Feedback 

for learning 

C6 A case action was commending the professionalism of a funeral home and a 

hospice for their collaborative efforts to provide a grieving family with a peace-

ful environment and process to collect memories and begin to grieve the loss 

of the child. 

Feedback 

for learning 

C7 This case identified that it was missed on an MRI scan that there was disease 
progression, thus, life prolonging palliative treatment was delayed, CDOP 
wished to find out what feedback had been given regarding this. 

Feedback 

for learning 
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Ref Action Type of 

action 

C8 One child who was in a terminal state was taken abroad to die so that she 

could spend time with family. CDOP does acknowledge that this lead to a gap 

in events leading up until her death as obtaining records was hard. The action 

was to include this in the annual report. 

Sharing of 

Information 

C9 An action prompted the investigation into ascertaining local and regional ac-

tions relating to road safety and the use of pelican crossings. It was further 

investigated to examine the quantity of children killed or seriously injured by 

lorries. 

Request for 

further in-

formation 

C10 Action to investigate if there was FMP involvement with the mother. 
Request for 

further in-

formation 

C11 
 
 
 
C12 

An action was set to investigate communication between the midwifery ser-
vice and health visitors. Furthermore, clarification was requested on if the 
mother received a post-natal review.  
 
A letter was sent to the hospice where a child spent her final days to com-

mend the high quality of care that was given. 

Request for 
further in-
formation 

Feedback 

for learning 

C13 
 
 
C14 

The child was a very late pregnancy booking and English was not the first lan-

guage of the family. Information was requested about the hospitals policy re-

garding late bookings, the difference between a foetal survey, and scan and if 

parents attended follows up appointment. Furthermore the concerns were 

passed onto the community worker for the interests of persons who were from 

non-English backgrounds booking pregnancies earlier. 

Request for 
further in-
formation 

 

Feedback 

for learning 

C15 CDOP requested information about why health visitors were not involved with 

family. 
Request for 

further in-

formation 

C16 Feedback was given about CDOP being highly disappointed in requesting 

information and it not being supplied. CDOP also stated that there is a prob-

lem in not providing information and requesting if CDOP can assist in this. 

Feedback 

for learning 

C17 CDOP requested information about how to refer families for genetic testing if 

there are familial predispositions to conditions and cancers. 
Request for 

further in-

formation 

C18 
 
C19 

A serious case review was undertaken on the basis of serious concerns for 

neglect and home conditions. The mothers’ feedback was to be included with-

in this. Furthermore as a post-mortem didn’t occur until after 2 weeks of death 

CDOP wanted to ascertain reasons for this delay. 

Further 
panel Re-
view 

Feedback 

for learning 
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Part 4; Summary 

Coventry had a total of 28 child deaths reported this year, fitting well within the me-

dian of expected and historical reporting of annual deaths.  

 

As expected, the majority of deaths reviewed in Coventry were from neonatal cases. 

Interestingly, upon further examination of child death linked to prematurity, there 

was a statistically higher than average amount of maternal smoking, with it being 

identified as the most common modifiable factor within Coventry CDOP. 

 

Another trend that could be established was that 11% of the deaths within Coventry 

could be attributed to consanguinity. This was identified as modifiable in each case. 
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Solihull 
Child Death Overview Panel Single Region Data  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 3; Solihull Statistics and Regional Analysis 

There were a total of 15 deaths of children reviewed by the Child Death overview panel dur-

ing this reviewing year. These 15 deaths were reviewed over a total of 4 panels, all of which 

were held as full panels. 

Part 1; Members 

Solihull CDOP comprised of a full panel membership during this reviewing year. The 

membership includes two doctors in regular attendance, one being the Designated 

Doctor for Child Death in Solihull, the other being a Consultant Paediatrician. Further-

more there are representatives from the local NHS trust, namely; the Named Nurse 

for Safeguarding and the Maternity Safeguarding Lead. We also have the Head of 

Solihull’s Legal Services. Also there is representation from the Police in the form of a 

Detective Chief Inspector. 

 

Part 2; Co-Opted Members 

Solihull CDOP Panel is fortunate in its range of co-opted members who participate 

when required for particular cases. We draw from a pool of professionals who deline-

ate from a range of multi-professional backgrounds. The Solihull Country Council 

Manager for Education attends, and a specialist Consultant Neonatologist attends for 

neonatology cases. 

 

Part 3; Death Data 

Modifiable Factors 

Of the 15 cases reviewed in Solihull 3 were identified as having modifiable factors. 

The 3 modifiable factors identified fell into 2 categories; Smoking and High BMI. The 

distribution of these identified modifiable factors was as follows; 

 

 
 

 

It should be noted though, that these numbers alone cannot properly identify a trend 

as the number of cases contributing to modifiable factors is not comprehensive 

enough to be reliable. However, the data does provide insight as to the potential on-

going trends that could provide further long-term aggregate analysis. 
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Ref; CDOP 17/18 Review Figures, Solihull Modifiable Factors 



Expected and Unexpected Deaths 

1 of the child deaths reviewed in Solihull were considered unexpected. 
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Ref; CDOP 17/18 Review Figures, Solihull Expected and Unexpected Deaths 

Ref; CDOP 17/18 Review Figures, Solihull Key Themes 



Category 1; Deliberately inflicted injury, abuse or neglect 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There were no reviewed deaths within this category in this reviewing year. 

 

Category 2; Suicide or deliberate self-inflicted harm 
“This includes suffocation, shaking injury, knifing, shooting, poisoning & other means of probable or 

definite homicide; also deaths from war, terrorism or other mass violence; includes severe neglect lead-

ing to death.” 

There were no deaths within this category in this reviewing year. 

 

Category 3; 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 & other extrinsic factors.  Excludes Deliberately inflected 

injury, abuse or neglect. (category 1)” 

There were no deaths within this category in this reviewing year. 

 

Category 4; Malignancy 
Solid tumours, leukaemias & lymphomas, and malignant proliferative conditions such as histiocytosis, 

even if the final event leading to death was infection, haemorrhage etc.” 

There were no deaths within this category in this reviewing year. 

 

Category 5; Acute medical or surgical condition 
“For example, Kawasaki disease, acute nephritis, intestinal volvulus, diabetic ketoacidosis, acute asth-

ma, intussusception, appendicitis; sudden unexpected deaths with epilepsy.” 

There was 1 death attributed to chronic conditions in this annual review period. This 

involved a child who died following a transplant failure. 

 

Category 6; Chronic medical condition 
“For example, Crohn’s disease, liver disease, immune deficiencies, even if the final event leading to 

death was infection, haemorrhage etc. Includes cerebral palsy with clear post-perinatal cause.” 

There were 2 deaths reviewed under this category this year, of these 0 were deter-

mined to be modifiable.  Actions arose from deaths within this category and can be 

found in the main report and this appendices. 

 

Category 7; Chromosomal, genetic and congenital anomalies 
“Trisomies, other chromosomal disorders, single gene defects, neurodegenerative disease,cystic fibro-

sis, and other congenital anomalies including cardiac” 

There were 4 deaths reviewed under this category this year, of these 4 deaths, none 

were deemed to be modifiable. However an action did emerge from one of these 

cases, this can be found in the main CDOP report. 
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Category 8; Perinatal/neonatal event 
“Death ultimately related to perinatal events, eg sequelae of prematurity, antepartum and intrapar-

tum anoxia, bronchopulmonary dysplasia, post-haemorrhagic hydrocephalus, irrespective of age at 

death.  It includes cerebral palsy without evidence of cause, and includes congenital or early-onset 

bacterial infection (onset in the first postnatal week)” 

There were 8 deaths that were attributed to prematurity; all of the figures from the 

sub-region deaths are explored in the main CDOP report.  Figures relating to Solihull 

region alone can be found within these appendices. 

 

Category 9; Infection 
Any primary infection (ie, not a complication of one of the above categories), arising after the first 

postnatal week, or after discharge of a preterm baby.  This would include septicaemia, pneumonia, 

meningitis, HIV infection etc.” 

There were no deaths within this category in this reviewing year. 

 

Key Themes 

Traumatic Deaths 

There were no traumatic deaths in Solihull in this reporting year. 

 

Congenital Heart Defects 

There were 3 cases of congenital heart defects contributing or being the cause of 

death in children in Solihull for the year 2017-2018. 

 

Prematurity 

There were 9 deaths due to prematurity in Solihull for the year 2017-2018. 
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Ref; CDOP 17/18 Review Figures, Solihull Premature VS Smoker 



The age range of premature babies that died in this review period was between 20 

weeks gestation and 29 weeks gestation. All babies were born showing signs of life, 

however did not thrive. 

 

 
 

 

Actions and Recommendations 

Solihull’s panel highlighted 8 different actions in the year, these actions mainly con-

sisted of feedback and learning and are as follows; 

 
 

Ref Action Type of action 

S1 CDOP made enquiries to gather further information regarding a NSCPCC 

referral to Children’s Social Care. The referral was followed up with a tele-

phone call, this was concluded as not good practice in reports of domestic 

abuse and a request for what usual practice is was made. 

Request for Infor-

mation 

S2 Request for further information about why blood pressure wasn’t checked 

in ambulance.  
Request for Infor-

mation 

S3 Feedback was given to the antenatal team as there was not an offer of CO 

monitoring, this should be offered twice; at pregnancy booking and at 36 

weeks. 

Feedback for 

Learning 

S4 Enquire as to whom manages the ‘Was not Brought Policy’ at Birmingham 

Children’s Hospital. 
Request for Infor-

mation 

S5 CDOP provided feedback to paediatric consultant, thanking him for a de-

tailed follow up approach. 
Feedback for 

Learning 

S6 CDOP provided feedback for learning to community matron, expressing the 

importance of complete documentation. Further feedback was given com-

mending the practice of the midwives. 

Feedback for 

Learning 

S7&8 There were 2 cases deferred for the purpose of requesting further infor-

mation. The information requests were classed as actions but haven’t been 

included as these forms a part of the preparatory information of a case. 
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Ref; CDOP 17/18 Review Figures, Solihull Maternal Age VS Premature 


